CAR.  I.  TAB  O  R I  S. 


Digitized  by  the  Internet  Archive 
in  2015 


https://archive.org/details/b20390348 


CLINICAL  HISTOEY 

OP  THE 

MEDICAL  AND  SURGICAL 
DISEASES 

or 

WOMEN 


BY 

EGBERT  BARNES,  M.D.  Lond. 

FELLOW  AND  LUMLEIAN  LECTU.'iER  (1873)  ROYAL  COLLEGE  OF  PHYSICIANS;  EXAMINER  IN  OBSTETRICS  ATfD  THE 
DISEASES  OE  WOMEN    AT  THE  UNIVERSITY  OF  LONDON  AND  THE   ROYAL  COLLEGE  OF  SUUGEON-.  ; 
OBSTETRIC    PHYSICIAN    AND   LECTURER  ON    OBSTE'RICS   AND  THE   DiSEASI  S  OF 
WOMEN   TO    ST.    THOMAS'S  HOSPITAL. 


LONDON 

J.  &  A.  CHURCHILL,  NEW  BURLINGTON  STREET 


1873 


Deak  M'Clintock, 

I  beg  of  you  to  accept  the  dedication  of  this  book.  I  offer  it  in 
grateful  acknowledgment  of  the  services  rendered  to  the  department  of 
medicine  of  which  it  treats  by  the  Dublin  School,  whose  spirit  of  clinical 
observation  and  faithfulness  in  record  you  so  eminently  represent,  of  the 
honour  conferred  upon  me  by  the  Dublin  Obstetrical  Society  by  electing 
me  an  honorary  member,  and  in  testimony  of  a  friendship  begun  in  Paris 
in  our  student  days. 

Believe  me  yours  ever, 

ROBERT  BARNES. 

To  Aleked  H.  M'Clintock,  M.D., 

HoNOUAllY  PRESIDENT  OF  THE  DUBLIN  OBSTETRICAL  SOCIETY,  &C. 


PREFACE. 


The  design  of  this  work  is  to  give  such  a  description  of 
the  medical  and  surgical  diseases  of  women  as  will  assist 
the  medical  practitioner  in  their  diagnosis  and  treatment. 
In  our  systematic  treatises  on  medicine  and  surgery,  and 
even  in  those  on  obstetrics  proper,  these  diseases  are  for  the 
greatest  part  either  ignored,  or  imperfectly  appreciated  and 
described.  Hence,  in  all  countries,  the  want  of  works  de- 
voted to  this  branch  of  the  healing  art  has  been  felt.  To  a 
great  extent  this  want  has  been  successfully  met  by  authors 
of  the  highest  reputation,  in  France,  Germany,  America,  and 
Great  Britain.  The  subject  is  wide  and  important,  not  only 
in  its  direct  application  to  the  relief  of  the  special  diseases 
it  embraces,  but  also  in  its  endless  and  interesting  relations 
to  the  physiological  and  pathological  history  of  women.  In 
the  woman  the  reproductive  organs  exert  a  vastly  greater 
influence  than  they  do  in  the  man.  The  reactions  in  health 
and  disease  between  these  organs  and  the  rest  of  the  eco- 
nomy are  multiform  and  incessant.  The  physician  who 
neglects  the  study  of  the  pelvic  diseases  in  women  is  con- 
stantly in  danger  of  overlooking  the  efficient  cause,  or  a 
serious  complication,  of  the  more  obvious  disorder  which  he 
undertakes  to  treat.  He  cannot  possibly  understand  many 
of  the  disorders  of  the  organs  of  assimilation,  of  respiration, 
of  circulation,  and  especially  of  the  nervous  system,  without 
a  careful  investigation  of  the  condition  of  the  reproductive 
organs.    It  is  here  that  lies  concealed  the  missing  link  in 
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his  chain  of  reasoning,  the  want  of  which  will  frequently 
vitiate  all  his  deductions,  and  thwart  all  his  efforts  in 
treatment. 

To  some  physicians  of  the  class  referred  to,  the  bulk  of 
this  volume  may  seem  excessive.  I  would  suggest  the 
reflection  that  this  apparent  excess  may  represent  the  extent 
of  their  neglect.  My  own  fear,  which  I  have  no  doubt  will 
be  shared  by  those  most  competent  to  judge,  is  that  many 
things  of  importance  are  inadequately  discussed.  In  a  sub- 
ject of  comparatively  recent  inquiry,  necessarily,  to  some 
extent,  unsettled  and  open  to  controversy,  a  fuller  statement 
of  fundamental  facts,  and  more  argumentative  discussion  are 
called  for,  than  are  necessary  in  the  exposition  of  the  more 
generally  cultivated  departments  of  medicine. 

In  the  preparation  of  this  work,  although  not,  I  trust, 
unmindful  of  the  published  works  of  others,  I  have  drawn 
greatly  from  my  own  experience.  I  have  endeavoured  to 
bring  into  the  circle  of  gynecological  literature  new  illus- 
trations. With  this  view  I  have  explored  the  rich  mines  of 
pathological  material  in  the  museums  of  the  College  of 
Surgeons  and  of  the  London  hospitals.  I  am  anxious  to 
take  this  opportunity  of  acknowledging  the  courteous,  even 
warm  assistance,  given  to  my  artists  and  to  myself  by  the 
curators  and  other  officials  of  these  museums.  To  my  friend 
Dr.  M'Clintock  I  am  indebted  for  permission  to  use  two 
illustrations  from  his  admirable  clinical  work  on  the  "Dis-k 
eases  of  "Women."  I  have  also  to  express  my  thanks  to 
Messrs.  William  Garton,  formerly  Resident  Accoucheur, 
A.  S.  L.  Newington,  Ernest  Carr  Jackson,  and  Fancourt 
Barnes,  lately  my  clinical  clerks  at  St.  Thomas's,  for 
valuable  assistance  in  the  labour  of  compiling  the  indexes. 

ROBERT  BARNES. 


31,  GrKOSVENOR  STKEET,  LONDON, 

November,  1873. 
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TEEATISE  ON  THE  DISEASES  OF  WOMEN. 


INTRODUCTORY. 

It  may  seem  superfluous  to  state  that  a  clear  knowledge  of 
anatomy  is  the  antecedent  condition  of  a  correct  understanding 
of  disease,  diagnosis,  and  treatment.  All  sound  medicine  is 
based  upon  this  proposition.  But  it  is  more  strictly  true  of 
the  diseases  of  women  than  it  is  of  disease  in  general.  For 
example,  it  is  quite  possible  to  imagine  a  satisfactory  diagnosis 
to  be  made  of  a  fever  and  to  treat  it  successfully,  without  any 
precise  knowledge  of  anatomy ;  but  in  the  diagnosis  and  treat- 
ment of  morbid  conditions  of  the  female  pelvic  organs  it  is 
hardly  possible  to  move  a  step  without  precise  knowledge  of 
their  anatomy  and  physiology  ;  that  is,  without  imminent  risk 
of  falling  into  error  in  practice. 

It  therefore  becomes  especially  desirable  to  introduce  the 
study  of  the  medical  and  surgical  diseases  of  women  by  an 
adequate  description  of  the  organs  specially  concerned.  It 
might  be  thought  to  be  sufficient  to  refer  the  reader  for  this  to 
any  one  of  the  many  admirable  works  on  anatomy  which  we 
now  possess ;  but  this,  it  would  quickly  be  found,  would  very 
imperfectly  answer  the  purpose.  Anatomical  text-books  teach 
pure  anatomy  only,  certainly  as  far  as  the  diseases  of  women  are 
concerned.  What  we  want  is  the  applied  anatomy  of  the  sexual 
system. 

Almost  every  physiological  or  pathological  condition  of  the 
pelvic  organs  is  attended  by  variations  more  or  less  marked  either 
in  their  tissues,  in  their  shape,  size,  or  in  their  relative  positions, 
and  often  in  all.  Hence  the  necessity  of  keeping  constantly  before 
us  the  normal  standard  by  which  we  may  estimate  the  abnor- 
mal deviations  and  understand  how  these  are  to  be  corrected. 
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The  principal  organs  we  are  concerned  with  are  all  contained 
within  the  true  pelvis.  They  are  further  enclosed  or  packed 
between  the  peritoneum  above  and  the  perineum  below. 

These  organs  are,  the  uterus,  the  Fallopian  tubes,  the  ovaries, 
the  vagina,  and  vulva.  The  rectum  and  bladder,  also  contained 
within  the  same  region,  are  indirectly  important^  in  conse- 
quence of  their  physiological  and  pathological  relations  to  the 
genital  organs. 

The  pelvic  organs  are  all  related  to  each  other  by  position  or 
by  connecting  tissues. 

The  connective  tissue  being  distributed  everywhere  at  the 
points  of  union  of  the  organs,  carries  the  blood-vessels,  nerves, 
and  lymphatics  to  the  organs. 

In  certain  parts  this  connective  tissue  is  limited  by  fascia?. 

In  addition  to  these  organs,  we  have  to  remember  that  the 
pelvis  is  traversed  by  blood-vessels  and  nerves,  which  are  not 
strictly  related  to  the  genital  organs,  but  which  are  liable  to  be 
implicated  in  various  ways,  as  by  pressure,  during  gestation 
and  labour,  by  tumours,  or  displacement  of  the  ovaries  or 
uterus.  These  vessels  and  nerves  lie  in  close  contact  with  the 
walls  of  the  pelvis,  and  have  their  exit  at  the  sacro-sciatic 
notches,  at  the  brim  under  Poupart's  ligament  and  the  obtu- 
rator foramina. 

Then  there  are  muscles,  all  cushioned  by  fat  and  cellular 
tissue. 


CHAPTER  I. 


THE  GENITAL  ORGANS. 
OVARIES  CORPUS  LUTEUM. 

The  genital  organs  consist  of,  1st,  two  glands,  the  ovaries, 
in  which  the  ova  are  formed  ;  2nd,  the  uterine  tubes,  called 
Fallopian,  which  are  true  excretory  ducts  to  the  ovaries ;  3rd, 
the  uterus,  a  muscular  organ  in  which  the  fecundated  ovum  is 
received  and  is  developed,  and  which  is  the  principal  agent  in  the 
expulsion  of  the  foetus ;  4th,  the  vagina,  a  canal  which  connects 
the  uterine  cavity  with  the  exterior,  and  serves  in  copulation ;  5th, 
the  vulva,  an  assemblage  of  organs  placed  around  the  entrance 
of  the  genital  organs.  Associated  with  the  genital  organs  are 
the  breasts,  whose  function  it  is  to  secrete  the  milk,  the  first 
nourishment  of  the  infant. 


Fig.  1. 

transverse  section  just  above  pelvic  brim,  showing  the  relative  position  of  the 
organs  as  seen  from  above — (after  savage). 

rn,  puhes ;  a,  a,  (in  front)  remains  of  hypogastric  arteries  ;  a,  a,  (behind)  spermatic  vessels 
and  nerves  ;  b,  bladder ;  l,  l,  round  ligaments  ;  u,  uterus  seen  by  its  fundus ;  t,  t,  Fallopian 
tubes  ;  o,  o,  ovaries ;  r,  rectum  ;  g,  right  ureter  resting  on  the  psoas  muscle ;  c,  utero-sacral 
ligaments  forming  the  lateral  borders  of  Douglas's  pouch ;  vt  last  lumbar  vertebra. 
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1 .  The  ovaries  are  so  called  from  their  containing  small  vesicles 
or  ova.  They  are  two  ;  they  are  placed  in  front  of  the  rectum, 
from  which  they  are  often  separated  by  convolutions  of  the  small 
intestine,  on  either  side  of  the  uterus,  behind  the  Fallopian 
tubes,  and  in  that  portion  of  the  broad  ligaments  which  is  called 
the  posterior  wing  or  fold.  They  are  maintained  in  position 
by  the  broad  ligaments,  which  make  for  them  a  kind  of  mesen- 
tery, and  by  a  special  ligament,  the  ligament  of  the  ovary.  The 
situation,  however,  varies  according  to  the  age  and  the  condition 
of  the  uterus.  In  the  foetus,  they  are  placed  in  the  lumbar 
region,  like  the  fundus  of  the  uterus.  During  pregnancy  they 
rise  in  the  abdomen  with  the  body  of  the  uterus,  to  the  sides  of 
which  they  are  applied.  Immediately  after  delivery,  they 
occupy  the  internal  iliac  fossse,  where  they  sometimes  remain 
throughout  life,  fixed  by  accidental  adhesions.  Frequently  they 
are  found  turned  backwards  and  adhering  to  the  posterior  sur- 
face of  the  uterus.  Sometimes  an  ovary  is  found  in  the  sac  of  an 
inguinal,  a  femoral,  or  even  of  an  umbilical  hernia. 

Cases  have  been  met  with  in  which  no  ovaries  were  found. 
It  must  be  very  rare  that  organs  so  essential  are  absolutely 
wanting  ab  initio.  There  is  a  preparation  in  University  College 
Museum  from  a  girl,  aged  20,  who  had  never  menstruated. 
The  uterus  presents  the  features  characteristic  of  early  child- 
hood, and  no  ovaries  are  manifest.  When  not  discovered,  the 
ovaries  may  have  disappeared  by  atrophy,  the  result  of  some 
morbid  process. 

The  size  of  the  ovary  varies  according  to  age,  the  condition 
of  the  uterus,  and  health  or  disease.  In  the  adult  it  measures 
an  inch  to  two  inches  in  length,  an  inch  in  breadth,  and  half 
an  inch  in  thickness.  The  average  weight  is  87  grains.  It  is 
proportionally  larger  in  the  foetus  ;  it  diminishes  after  birth,  it 
enlarges  considerably,  becoming  softer  and  more  vascular  at 
the  epoch  of  puberty,  and  becomes  atrophied  and  hard  in  old 
age.  Towards  the  end  of  pregnancy  it  acquires  double  or 
treble  the  size  of  the  ordinary  state. 

The  shape  is  that  of  an  ovoid  a  little  flattened  from  before 
backwards ;  the  outer  extremity,  that  looking  towards  the 
fimbriated  end  of  the  Fallopian  tube,  is  rounder  and  thicker 
than  the  inner  extremity,  which  looks  towards  the  uterus.  The 
anterior  surface,  like  that  of  the  uterus,  is  flatter  than  the 
posterior,  which  is  gibbous.  The  upper  border  is  convex ;  the 
lower  one  is  straight  or  concave.  The  colour  is  whitish.  The 
surface  is  smooth  during  childhood  (as  seen  in  Fig.  2)  ;  after 
puberty  it  becomes  rough,  scarred  by  repair  of  the  rents  made 
in  the  tissues  to  afford  escape  to  the  ova  at  the  menstrual  periods 
(as  seen  in  Fig.  3).  The  ovary  is  free  in  front,  above  and 
behind  ;  it  floats  in  the  pelvic  cavity,  fastened,  1st,  by  its  lower 
border  to  the  broad  ligament  which  is  furnished  with  a  peri- 
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toneal  investment,  and  represents  the  hilum  of  the  gland. 
Along  this  border  blood-vessels  penetrate  and  emerge ;  2nd, 


Fig.  2. 

adui.t  parovarium,  ovary,  and  fallopian  tube — (after  kobell). 

a,  a,  tubules  of  the  original  "Wolffian  body  or  parovarium ;  b,  remains  of  the  upper  set  which 
occasionally  become  distended  by  collections  of  fluid,  and  constitute  one  form  of  dropsy  of  the 
broad  ligament ;  c,  middle  set  of  tubules  ;  d,  lower  set  atrophied ;  e,  atrophied  remains  of  the 
excretory  duct  of  the  Wolffian  body ;  /,  terminal  bulb  of  the  same,  converted  here  into  the 
hydatid  often  seen  attached  to  the  broad  ligament ;  h,  the  former  duct  of  Miller,  now  the 
Fallopian  tube,  with  its  infundibulum  from  which  hangs  i,  the  terminal  bulb,  now  converted 
into  a  pedunculated  hydatid  ;  I,  generative  gland,  now  the  ovary. 

it  is  fastened  by  its  outer  extremity  to  the  pavilion  of  the  Fallo- 
pian tube  (see  Fig.  3)  ;  and  3rd,  by  its  inner  extremity  to  the 


Fig.  3. 


right  fallopian  tube  laid  open.   from  an  adult  who  had  not  borne  children — 
(after  richard). 

a,  funnel-shaped  canal,  leading  from  the  uterus  to  b,  uterine  portion  of  the  tube  ;  c,  point 
at  which  the  large  plicae  commence ;  d,  infundibulum  covered  by  plicae,  continuous  with 
those  lining  the  canal ;  e,  tubo-ovarian  ligament  and  fringes  ;  /,  ovary ;  g,  round  ligament ; 
h,  ligament  of  the  ovary. 


corresponding  side  of  the  uterus,  a  little  below  the  superior 
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angle  of  this  organ,  by  a  cord  named  the  ligament  of  the  ovary 
(see  h,  Fig.  3).  This  cord  is  fibrous  and  muscular,  and  is  simply 
a  prolongation  of  the  proper  tissue  of  the  uterus. 

The  structure  of  the  ovary  is  composed  of  an  investment  and 
parenchyma.  The  investing  structure  consists  of  the  peritoneal 
or  serous  coat,  and  of  an  inner  fibrous  coat  called  also  the  tunica 
albuginea ;  but  the  two  are  so  intimately  blended  that  it  is 
impossible  to  separate  them ;  nor  is  it  easier  to  separate  the 
fibrous  coat  from  the  parenchyma.  The  bundles  of  connective 
tissue  composing  this  coat  are  arranged  in  several  layers,  cir- 
cular or  longitudinal.  Within  this  is  a  layer  of  connective 
tissue,  the  bundles  of  which  are  crossed  in  every  direction  :  this 
belongs  to  the  parenchyma,  although  the  naked  eye  fails  to 
distinguish  the  boundary  that  divides  it  from  the  fibrous  coat. 
On  making  an  antero-posterior  section  of  the  ovary,  the  paren- 
chyma is  seen  to  be  formed  of  two  distinct  parts  :  the  one  central 
or  medullary,  the  other  peripheral  or  cortical.  The  medullary , 
substance  looks  spongy  and  red,  owing  to  the  vessels  of  the 
hilum  which  ramify  in  its  interior.  The  colour  gradually 
fades  into  a  greyish-white,  and  as  the  cortical  substance  is 
approached,  it  becomes  quite  white.  The  medullary  substance 
is  formed  of  connective  tissue ;  the  large  bundles  of  the  con- 
nective fibres  are  arranged  in  a  parallel  direction  to  the  vessels, 
and  from  these  bundles  spring  nets  of  more  delicate  fibres 
which  fill  up  the  interspaces.  Around  the  first  are  often  twined 
nets  of  very  fine  elastic  fibres  ;  and  in  the  neighbourhood  of  the 
larger  arteries  these  elastic  fibres  are  often  mixed  with  parallel 
bundles  of  smooth  muscular  fibres  prolonged  from  those  which 
compose  the  ligament  of  the  ovary.  M.  B-ouget*  says  these 
muscular  fibres  constitute,  the  vessels  excepted,  the  principal 
mass  of  the  medullary  substance ;  that  the  greater  number 
proceed  from  the  posterior  surface  of  the  uterus,  and  that  they 
reach  the  ovary  either  by  the  round  ligament  or  by  the  broad 
ligament,  whilst  others  spring  from  the  fascia  propria  of  the 
lumbar  region,  accompanying  the  spermatic  vessels  which  they 
surround. 

M.  His  f  is  even  of  opinion  that  the  entire  interstitial  tissue 
of  the  ovaries  is  nothing  but  a  peculiarly  modified  and  confused 
mass  of  muscular  tissue,  and  he  proposes  for  it  the  name  "  fusi- 
form mass."  Rouget  regards  the  arrangement  by  which  these 
muscular  fasciculi  accompany  the  vessels  in  the  form  of  sheaths, 
as  analogous  to  that  which  obtains  in  erectile  tissues.  Wal- 
deyer,  however,  says  %  that  at  present  we  cannot  be  said  to 
possess  any  direct  observations  on  the  erection  of  the  ovaries. 

*  "  Journal  de  la  Physiologic,"  i.  p.  737. 

f  "  Beobachtungen  iiber  den  Bau  des  Saugethiereierstocks."  Max  Schultze's 
Archiv  f.  mikrosp.  Anat.,  1865. 

%  Strieker's  "  Manual  of  Histology,"  N.  Sydenham  Soc.,  1872. 
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The  peripheral  or  cortical  portion  constitutes  the  essential 
part  of  the  ovary,  that  in  which  the  ovule  is  formed.  In  it 
are  distinguished :  1.  The  ovisacs  or  Graafian  vesicles,  destined 
to  secrete  and  expel  the  ovum ;  2.  An  intermediate  structure  in 
which  vesicles  are  scattered.    This  is  called  the  stroma. 

Immediately  beneath  the  tunica  albuginea  the  stroma  is 
composed  of  bundles  of  connective  tissue  variously  crossed  ;  near 
the  medullary  substance  it  presents  the  irradiations  of  the  con- 
nective fibres  of  this  part.  What  distinguishes  the  connective 
tissue  is  the  enormous  quantity  of  interstitial  nuclei  revealed  by 
acetic  acid.  Between  these  two  layers  of  connective  tissue  is  a 
layer,  the  variable  thickness  of  which  mainly  determines  the 
differences  in  size  which  the  ovary  presents.  It  consists  essen- 
tially of  fusiform  nucleated  cells,  strongly  compressed  against 
each  other,  and  sometimes  furnished  with  filiform  prolongations, 
very  short  and  penetrating  into  the  interstices  of  the  adjoining 
cells.  The  Graafian  vesicles  or  follicles  are  scattered  in  the 
stroma  of  the  cortical  substance,  chiefly  in  the  most  superficial 
layer.  The  limitation  of  the  ovules  to  the  peripheral  portion  is 
most  marked  in  infancy.  After  puberty  they  are  apt  to  invade 
the  medullary  portion.  Towards  puberty  the  follicles  are  found 
close  together.  Their  number  is  very  great.  To  give  an 
approximate  idea,  Henle  makes  the  following  calculation  :  In 
the  ovary  of  a  person  eighteen  years  old  an  antero-posterior 
section,  forming  about  a  sixth  of  the  periphery  of  the  organ, 
showed  20  follicles ;  in  the  entire  section  there  would  be  120 
follicles  ;  and  as  it  would  be  possible  to  divide  the  ovary  into 
300  sections,  it  follows  that  each  ovary  contained  300  times  120 
or  36,000  follicles,  or  72,000  for  each  woman. 

The  follicles,  at  first  microscopic,  rapidly  grow  after  puberty 
when  they  are  destined  to  mature.  They  invade  the  medullary 
substance,  and  form  an  hemispherical  bulging  on  the  surface  of 
the  ovary.  This  ripening  appears  to  take  place  rapidly,  since 
only  a  small  number  of  follicles  is  usually  made  out  by  the 
naked  eye  ;  that  is,  in  process  of  development ;  yet  it  is  certain 
that  every  month  one  follicle,  at  least,  arrives  at  complete 
maturation. 

When  ripe,  the  follicle  consists  of  an  investing  membrane  and 
contents.  1.  The  investing  membrane  presents  an  outer  or 
fibrous  tunic,  a  middle  or  proper  tunic,  and  an  inner  or  epithelial 
or  granular  layer.  The  first  is  thick,  very  vascular,  and  very 
retractile ;  it  is  united  to  the  stroma  by  a  loose  cellular  tissue  : 
hence  it  is  easily  isolated.  It  is  formed  of  compact  bundles  of 
connective  tissue  arranged  in  concentric  layers.  The  tunica 
propria  is  also  composed  of  connective  tissue ;  but  this  is  in  a 
more  embryonic  state,  and  contains  a  multitude  of  nuclei  and 
fusiform  cells.  This  tunic  is  also  much  less  retractile  than  the 
fibrous  tunic.    The  epithelium  which  lines  the  membrane  of  the 
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follicle  inside  is  composed  of  one  or  more  layers  of  polygonal 
cells,  enclosing  a  large  nucleus  and  some  fatty  granules.  The 
epithelium  is  much  thicker  at  the  part  which  surrounds  the 
ovum.  At  the  level  of  this  part  the  accumulated  cells  form  a 
warty  swelling,  which  bulges  into  the  cavity  of  the  follicle. 
This  swelling  is  the  cumulus  or  discus  proligerus.  The  ovum  is 
situated  in  the  middle  of  the  cells  of  the  proligerous  disc,  part  of 
which  it  carries  along  with  it,  when,  after  the  dehiscence  of  the 
follicle,  it  leaves  the  ovary  to  enter  the  oviduct.  The  ovum  is 
a  spherical  vesicle ;  it  may  be  represented  as  a  simple  cell.  The 
membrane  of  the  cell  is  called  the  vitelline  membrane ;  it  is  very 
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Fig.  4. 

a,  a,  ovary  enlarged  under  menstrual  nisus ;  b,  ripe  follicle  projecting  on  surface ;  a,  a,  a,  traces 
of  previously  burst  follicles — (after  kacibokski). 

thick,  perfectly  hyaline  and  transparent,  resisting  and  very 
elastic.  The  contained  matter  is  called  the  vitellus ;  this  is  a 
viscous  liquid,  of  yellowish  colour,  in  which  are  seen  a  multi- 
tude of  granulations.  A  large  vesicular  nucleus,  called  the 
germinal  vesicles,  is  situated  excentrically  in  the  vitellus,  and 
itself  contains  a  small  nucleolus,  the  germinal  spot.  It  is  rare  to 
find  two  ova  in  the  same  follicle. 

The  follicle  contains  a  transparent,  yellowish  fluid,  resem- 
bling serum;  at  first  this  is  very  small  in  quantity,  but 
increases  gradually  as  the  follicle  approaches  maturation,  until 
the  tunics,  swollen  and  thinned  by  this  accumulation  of  liquid, 
burst  at  the  culminating  point,  and  discharge  their  contents. 

Corpora  lutea. — When  the  follicles  have  burst,  and  the  ovum 
has  escaped,  a  process  takes  place  which  results  in  the  formation 
of  the  so-called  yellow  bodies.  On  the  bursting  of  the  follicle, 
its  membranes  collapse.  The  retraction  is  due  entirely  to  the 
fibrous  membrane ;  the  internal  membrane  and  the  granular 


THE  CORPUS  LUTEUM. 


9 


layer  having  no  elasticity  simply  follow  the  movements  of  the 
fibrous  tunic,  and  form  folds,  just  as  the  mucous  membrane  of 
the  stomach  does  under  the  influence  of  the  contraction  of  the 
muscular  coat.  The  cavity  of  the  follicle  is  thus  greatly  con- 
tracted ;  a  small  quantity  of  blood,  escaped  from  some  ruptured 
vessels,  is  retained,  but  only  as  an  exception,  according  to 
Coste,  in  the  cavity,  which  is  early  invaded  by  a  plastic  and 
gelatinous  secretion  furnished  by  the  inflamed  part.  Soon  the 
cellular  and  granular  layer,  a  part  of  which  has  been  expelled 
with  the  ovum,  undergoes  a  kind  of  hypertrophy,  which  gives 
it  an  enormous  size.    Every  cell  becomes  about  six  times  as 


Fig.  5. 

showing  menstrual  coep.  lut.  and  ovary — (after  racicorskl). 
b,  cavity  of  Graafian  sac  from  which  ovum  has  escaped ;  b,  clot  of  blood  in  sac. 

large  as  before ;  this  growth  is  especially  due  to  the  accumula- 
tion, in  the  inside  of  the  cells,  of  a  multitude  of  yellow  granules 
of  albuminous  nature,  giving  to  the  whole  follicle  the  colour 
which  suggested  the  name  of  yellow  body.  Owing  to  this 
hypertrophy  and  to  the  folding  of  the  inner  membrane,  the 
cavity  of  the  follicle  is  at  last  completely  closed.  The  circum- 
volutions of  the  inner  membrane  coming  into  contact  grow 
together;  and  even  after  having  obliterated  the  cavity  they 
continue  to  grow,  and  thus,  not  finding  room  in  the  retracted 
external  tunic,  they  often  project  as  a  hernia  through  the  rent 
of  the  follicle,  and  are  seen  outside  resembling  luxuriant  fleshy 
granulations.  At  this  stage  the  burst  follicle  is  a  rounded 
tumour,  bulging  on  the  surface  of  the  ovary,  in  size  sometimes 
equal  to  or  exceeding  that  of  the  rest  of  the  organ.  The  process 
which  gives  rise  to  the  corpus  luteum  begins  soon  after  the 
escape  of  the  ovule,  and  increases  in  activity  up  to  the  thirtieth 
or  fortieth  day  of .  pregnancy.    The  yellow  bodies  then  remain 
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stationary  until  near  the  end  of  the  third  month,  and  from 
that  date  they  begin  to  decline ;  the  convolutions,  united 
together  by  adhesions  more  or  less  intimate,  atrophy  and  leave 
true  fibrous  bands ;  at  the  same  time  the  yellow  granulations 
are  absorbed,  the  cells  disappear,  whilst  the  vessels  retract  and 
are  atrophied.  At  the  moment  of  labour  the  corpora  lutea  are 
still  large,  but  the  process  of  absorption  goes  on  after  delivery, 
and  ends  by  bringing  about  their  complete  disappearance. 
Then  there  remains  on  the  surface  of  the  ovary  nothing  but  an 
irregular  scar  to  mark  the  place  of  the  rupture. 

There  are  considerable  differences  in  the  evolution  of  the 
corpora  lutea.  The  most  remarkable  is  that  which  depends 
upon  whether  the  discharge  of  the  ovum  has  been  followed  by 
pregnancy  or  not.  In  the  latter  case  the  yellow  bodies  run 
through  all  their  stages  rapidly,  and  never  reach  a  great 
development ;  these  have  been  called  false  corpora  I  a  tea.  They 
wither  early ;  and,  at  the  end  of  one  or  two  months,  only  traces 
of  them  are  found  on  the  surface  of  the  ovary. 

The  Vessels  of  the  Ovary. — The  ovary  is  extremely  vascular ;  its 
arteries  spring  from  a  trunk  common  to  the  ovary  and  the  uterus 
— the  ittero-ovarian  artery.  Having  reached  the  inferior  border 
of  the  ovary,  this  artery,  which  springs  from  the  aorta  on  the 
level  of  the  renal  artery,  and  which  is  remarkable  for  its  flexuous 
course,  suddenly  gives  off  ten  or  twelve  branches.  These  ascend 
in  a  parallel  direction,  describing  numerous  flexuosities,  divide, 
intertwine,  and  penetrate  the  ovary  at  its  lower  margin  or  hilum. 
In  the  thickness  of  the  medullary  substance  the  arterial  ramifi- 
cations subdivide  and  anastomose,  always  preserving  their  spiral 
disposition.  From  the  medullary  substance  the  arteries  spread 
into  the  stroma  of  the  cortical  substance,  and  on  the  walls  of  the 
Graafian  follicles. 

The  veins  of  the  ovary,  voluminous  and  plexiform,  arise  from 
the  capillary  networks  which  surround  the  Graafian  follicles. 
Their  radicles  unite  into  small  trunks  twisted  spirally,  and  run 
to  the  hilum  coursing  between  the  arteries,  where  they  form  a 
kind  of  vascular  bulb,  the  ovarian  bulb  of  Rouget.  Directly 
below  the  ovary  these  veins  form  a  rete  mirabile,  the  vessels 
of  which  are  distant  0*04  inch  to  0*12  inch  from  each 
other,  a  true  corpus  spongiosum  described  by  M.  Jarjavay  in 
1852.* 

According  to  M.  Rouget  f  this  is  traversed  in  all  directions  by 
muscular  fibres,  constituting  an  erectile  organ  comparable  to  the 
bulb  of  the  vestibule.  From  the  outer  part  of  this  bulb  proceed 
two  veins,  which  run  to  empty  themselves  directly  into  the 
vena  cava  on  the  right  side,  and  into  the  renal  vein  on  the  left. 

*  "  Anatomie  Cliirurgicale,"  vol.  i.  p.  288. 
f  "  Anatomie  Pathologique,  17e  livraison. 
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The  ovarian  veins  receive  almost  immediately  after  leaving  the 
ovary,  the  veins  issuing  from  the  body  of  the  uterus,  and  now 
earn  the  name  of  utero-ovarian  veins.  They,  like  the  arteries, 
are  of  enormous  size  at  the  end  of  gestation,  and  immediately 
after  delivery. 


Fig.  6. 

bulb  of  ovary — (after  savage). 

The  venous  erectile  system  of  the  ovary,  the  anterior  layer  of  the  tubo-ovarian  mesentery 
dissected  off .  u,  uterus;  o,  ovary  and  utero-ovarian  ligament ;  t,  Fallopian  tube.  1.  Utero- 
ovarian  vein ;  2.  Pampiniform  venous  plexus  ;  3.  commencement  of  spermatic  vein. 

The  lymphatic  vessels  follow  the  course  of  the  ovarian  arteries 
and  veins.  Their  radicles,  still  little  known,  unite  into  small 
trunks,  which  issue  from  the  ovary  at  the  hilum  and  run  to  the 
lumbar  ganglions.  According  to  His,  lymphatics  are  found 
in  the  hilum  ;  moreover,  he  says,  wide  sac-like  lymphatics  are 
here  found,  which  invest  the  follicle  and  yellow  body  like  a 
shell,  and  are  the  cause  of  the  easy  isolability^of  these  structures. 
They  are  often  found  filled  with  pus,  the  consequence  of 
puerperal  peritonitis,  which  is  often  complicated  with  ovaritis 
and  inflammation  of  the  lymphatic  vessels. 

The  nerves  of  the  ovary  proceed  from  the  ovarian  plexus, 
which  comes  from  the  renal  plexus. 

Development. — The  ovaries,  like  the  testicles,  are  developed  at 
the  expense  of  a  secondary  blastema  which  forms  upon  the  inner 
edge  of  the  Wolffian  body.  They  are  relatively  larger  in  the 
foetus  than  in  the  adult.  This  great  proportional  development 
is  especially  observed  in  the  length  ;  for,  instead  of  being  ovoid, 
they  are  thin  and  flattened.  The  surface  is  perfectly  smooth 
and  polished.  Placed  outside  the  cavity  of  the  pelvis,  in  the 
lumbar  region,  it  seems  analogous  in  this  respect  to  the  testicle. 
But  this  appears  to  be  due  simply  to  the  want  of  development 
of  the  pelvis,  the  bladder  and  uterus  being  also  as  yet  seated  in 
the  abdomen.  At  this  period  the  ligament  of  the  ovary  is  so 
little  developed  that  the  inner  extremity  of  the  ovary  touches 
the  corresponding  border  of  the  uterus.  The  ovarian  follicles 
exist  already  in  the  foetus ;  and,  at  the  moment  of  birth,  they 
are  seen  in  very  compressed  layers  throughout  the  whole  cortical 
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substance  of  the  ovary.  They  are  composed  of  a  small  rounded 
mass  of  granular  substance,  surrounded  by  a  simple  layer  of 
cells.  The  stroma  divides  them  into  groups,  separated  from 
each  other  by  bundles  of  connective  tissue,  which  send  finer 
prolongations  between  the  follicles  of  each  group.  An  extremely 
fine  membrane  bounds  the  follicles  externally.  On  the  inner 
surface  is  a  layer  of  epithelial  cells,  each  of  which  contains  an 
elongated  nucleus.  The  contents  of  the  follicles  consist  of  a 
finely  granular  substance  in  which  is  distinguished  a  spherical 
transparent  vesicle.  The  ovaries  are  extremely  small  after  birth, 
and  undergo  no  change  until  the  epoch  of  puberty.  This  epoch 
is  more  precocious  for  the  ovaries  than  for  the  other  genital 
organs.  In  girls  of  thirteen  and  fourteen  years  old,  whose 
internal  genital  organs,  and  the  uterus  itself,  still  showed  all  the 
characters  of  the  foetal  state,  the  ovaries  had  already  acquired 
their  full  development :  they  were  ovoid,  soft,  spongy,  and  full 
of  blood. 

At  the  epoch  of  puberty  very  important  changes  take  place 
in  the  ovary,  the  merit  of  pointing  out  which  is  due  to  Negrier,* 
Gendrin,f  Girdwood,  Pouchet,  Letheby,J  Bischoff,§  and  Eaci- 
borski.  From  the  facts  brought  to  light  by  these  observers  it 
results  :  1st.  That  every  menstrual  period  is  accompanied  in 
the  ovary  by  a  particular  process,  which  appears  to  be  limited 
to  one  Graafian  follicle,  which  increases  remarkably  in  size, 
raises  and  thins  the  fibrous  investment  of  the  ovary,  and  finally 
ruptures  it.  2nd.  That  this  rupture  of  the  Graafian  follicle  has 
for  its  object  to  permit  the  passage  of  the  ovule  of  Baer  into  the 
Fallopian  tube.  3rd.  That  hence  there  takes  place  in  woman, 
at  every  menstrual  period,  independently  of  any  special  cause, 
something  analogous  to  the  spontaneous  oviposition  of  the 
Ovipara.  4th.  That  the  same  phenomenon  is  effected  in  the 
females  of  the  Mammalia  at  the  time  of  heat.  5th.  That  the 
follicle  of  Graaf,  immediately  after  its  bursting,  becomes  the 
seat  of  a  special  process,  which  gives  rise  to  the  corpus  luteum 
6th.  That  in  consequence  of  the  work  of  resorption  in  the  corpus 
luteum,  the  follicle  will  be  replaced  by  a  slate-coloured  cicatrix, 
which  penetrates  more  or  less  deeply  into  the  substance  of  the 
ovary.  7th.  Lastly,  that  the  cicatrices  or  scars  on  the  surface 
of  the  ovaries  and  the  corpora  lutea,  are  not  the  result  of  follicles 
torn  by  the  act  of  fecundation  or  of  any  erotic  excitation,  as 
Haller  believed. 

The  ovaries  maintain,  throughout  the  period  of  menstrual  life, 
the  development  acquired  at  the  epoch  of  puberty.  Throughout 

*  "  Recherches  anatomiques  et  physiologiques  sur  les  ovaires  de  l'espdce 
humaine,"  &c.    Paris,  1840. 

f  "Traite  philosophique  de  Medecine  pratique."    Paris,  1839. 

X  Philosophical  Transactions,  1852. 

§  "  Zeitschrift  fur  rationnelle  Medicin,"  1853. 
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this  period,  also,  we  meet  with  Graafian  follicles  in  progress  to 
maturation,  so  that  the  question  arises  :  Do  the  vesicles,  formed 
in  such  multitude  in  the  foetus,  continue  without  change  until 
the  time  when  they  are  roused  to  complete  development,  that 
is,  from  the  age  of  fifteen  to  fifty?  or  are  these  first  vesicles 
destroyed  at  the  end  of  a  certain  time,  to  be  replaced  by  others 
of  more  recent  formation  ?  Another  question,  not  less  interest- 
ing, is  whether  a  single  vesicle  arrives  at  maturity  at  each 
menstrual  period,  or  whether  several  accomplish  their  full 
development  at  the  same  time  ? 

These  questions  are  not  yet  clearly  solved.  Sometimes  several 
corpora  lutea  are  found  in  the  same  ovary.  If  only  a  single 
vesicle  were  spent  at  each  menstruation,  it  would  take  about 
300  vesicles  for  the  same  number  of  menstruations,  which, 
excluding  the  suspensions  during  pregnancy  and  suckling,  take 
place  during  the  reproductive  period  of  life.  Setting  aside, 
therefore,  the  possibility  of  the  new  formation  of  vesicles,  there 
exist  in  the  ovary  of  the  foetus  infinitely  more  vesicles  than  are 
wanted  for  all  the  purposes  of  reproduction.  After  the  critical 
epoch  the  ovary  is  deprived  of  follicles.  It  shrinks,  shrivels, 
and  in  old  age  loses  its  ovoid  form,  becomes  flattened,  atro- 
phied, rough,  knotted,  and  seems  reduced  to  its  shell. 


Fig.  7. 

SHOWING  OVARY  IN  OLD  AGE— (AD  NAT.) 


Bischoff  says  that  in  every  instance  the  full  consequences  of 
menstruation  are  not  necessarily  carried  out,  but  that  a  follicle 
may  swell  and  the  ovum  ripen  without  the  bursting  of  the 
follicle  or  the  escape  of  the  ovum.  Such  a  condition  will  cause 
sterility  notwithstanding  menstruation. 

The  ovaries,  then,  are  the  essential  organs  of  generation. 
The  destruction  of  one  ovary  by  disease,  or  its  loss  by  extirpa- 
tion, does  not  entail  sterility ;  but  the  destruction  or  loss  of 
both  condemns  the  woman  to  absolute  sterility. 

In  connection  with  the  history  of  the  ovary,  it  is  convenient 
to  describe  an  organ  immediately  contiguous — the  organ  or  body 
of  RosenmuUer.  This  body  is  placed  in  the  thickness  of  the 
broad  ligament,  between  the  outer  extremity  of  the  ovary  and 
the  last  convolution  of  the  Fallopian  tube  (See  Fig.  2,  p.  5). 
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It  is  a  small  tubular  organ  to  which  Kobelt*  gave  the  name 
of  parovarium.  It  has  been  described  'with  great  care  by 
M.  Follin.f  It  is  seen  when  the  broad  ligament  is  put  on  the 
stretch  and  held  up  to  the  light ;  but  is  made  out  more  clearly 
by  removing  the  thin  peritoneal  lamina  which  covers  it.  It  is 
situated  in  front  of  the  ovarian  vessels ;  it  is  of  triangular 
shape,  the  summit  directed  towards  the  ovary.  It  is  generally 
composed  of  fifteen  to  twenty  small  tubes,  slightly  flexuous,  of 
unequal  length,  from  0*12  in.  to  0*20  in.  in  diameter,  and 
separated  from  each  other  by  a  variable  space.  In  the  adult 
woman  this  collection  of  tubes  is  attached  to  the  outer  half  of 
the  ovary  ;  in  the  foetus  at  term,  it  corresponds  to  the  upper 
border  of  this  gland.  One  tube,  that  which  occupies  the  upper 
border  of  the  body  of  Eosenmiiller,  is  distinguished  from  the 
rest  as  performing  the  part  of  a  common  excretory  duct.  In 
its  middle  it  lies  transversely  ;  its  two  ends  bend  downwards  at 
right  angles,  and  are  directed  towards  the  upper  border  of  the 
ovary.  The  other  tubes  spring  perpendicularly  from  the 
transverse  portion  of  the  marginal  tube,  and  converge  slightly 
towards  the  ovary.  In  this  course  they  are  flexuous,  of  unequal 
calibre,  and  sometimes  the  seat  of  cystic  or  hydatidiform  en- 
largements. Their  ovarian  extremity  ends  in  a  cul-de-sac. 
The  wall  of  these  tubes  is  composed  of  an  outer  investment 
formed  of  annular  fibres ;  and  of  an  inner  tunic,  having 
longitudinal  fibres,  and  lined  in  its  interior  with  a  layer 
of  vibratile  epithelium.  As  an  appendage  to  the  organ 
of  Rosenmuller,  we  must  mention  a  vesicle  more  or  less  pedun- 
culated, situated  at  the  outer  extremity  of  the  broad  ligament, 
and  often  adhering  to  one  of  the  fringes  of  the  pavilion  of  the 
Fallopian  tube.  This  is  the  analogue  of  the  vesicle  of  Mor- 
gagni  in  man.  M.  Follin  has  searched  the  broad  ligament  in 
order  to  find  something  analogous  to  the  duct  of  Gaertner 
which  is  seen  in  some  animals  ;  but,  like  de  Blainville,  he  has 
seen  nothing  resembling  that  which  has  been  described  by 
A.  C.  Baudelocque,  (rardien,  and  others.  It  appears  to  be 
established  that  the  organ  of  Eosenmiiller  is  the  remains  of  the 
Wolffian  body,  a  transitory  organ  which  very  probably  fulfils 
the  functions  of  the  kidney  before  the  development  of  this 
gland. 

*  "Der  Nebenstock  des  Weibes."  Heidelberg-.  1847. 

f  "  Recherches  sur  les  Corps  de  Wolff."    These  inaug.  Paris,  1850. 


CHAPTER  II. 


THE  FALLOPIAN  TUBES. 

The  Fallopian  or  uterine  tubes  are  truly  oviducts.  They  are, 
in  fact,  the  excretory  ducts  of  the  ovaries,  differing,  however, 
from  all  other  excretory  duets  in  being  entirely  detached  from 
their  proper  glands.  They  are  situated  in  the  thickness  of  the 
broad  ligaments,  and  extend  from  the  superior  angles  of  the 
uterus  to  the  sides  of  the  cavity  of  the  pelvis.  Floating  in  the 
pelvis  between  the  ovaries  which  are  behind,  and  the  round 
ligaments  which  are  in  front,  the  tubes  occupy  the  middle  wing 
of  the  broad  ligaments,  of  which  they  form  the  upper  border  ; 
they  run  at  first  transversely  outwards,  and,  just  before  termi- 
nating, bend  downwards,  backwards  and  inwards,  to  approach 
the  outer  end  of  the  ovary,  to  which  they  are  connected  by  a 
remarkable  prolongation.  (See  Fig.  3,  p.  5.)  For  the  inner 
half  of  their  course  they  are  nearly  straight,  but  usually 
describe  in  the  rest  of  their  length  great  flexuosities  re- 
sembling the  sinuous  disposition  of  that  part  of  the  vas  defer- 
ens which  is  nearest  the  epididymis.  The  broad  ligament 
serves  as  a  long  mesentery  to  the  oviduct,  allowing  it  to  per- 
form very  extensive  movements.  It  is  not  rare  to  find  the 
tube  doubled  up,  either  before  or  behind,  and  bound  down  by 
pathological  adhesions.  These  accidental  adhesions  give  to  the 
pavilion  of  the  tube  a  direction  altogether  different  from  the 
normal  one.  The  tubes  may  be  dragged  into  a  hernia  with  the 
ovaries.  And  the  uterus  cannot  change  its  position  without 
drawing  at  least  the  inner  end  of  the  tube  along  with  it.  From 
its  form  the  tube  was  likened  by  Fallopius  to  a  trumpet ;  it 
begins  from  the  uterus  as  a  canal  of  extremely  fine  bore  (see 
Fig.  3,  p.  5),  gradually  enlarges,  and  ends  by  an  extremity 
opening  out  like  a  funnel,  named  the  pavilion  of  the  trumpet. 
The  internal  orifice,  very  narrow,  leads  into  the  uterine  cavity ; 
the  outer  orifice  opens  into  the  peritoneal  cavity,  and  here  pre- 
sents the  solitary- example  in  the  human  organism  of  a  direct 
communication  between  a  mucous  and  a  serous  cavity.  Around 
this  free  orifice,  which  is  a  little  more  contracted  than  the  por- 
tion of  tube  immediately  behind  it,  the  pavilion  is  developed. 


16 


ANATOMY. 


This  is  a  membranous  prolongation  surrounding  the  orifice  as 
the  corolla  of  a  flower  surrounds  the  stamens  and  pistils  ;  it  is 
cut  or  divided  into  fringes  or  irregular  and  folded  festoons, 
whence  the  name  of  fimbriated  extremity,  or  the  quaint  meta- 
phorical designation  of  morsus  diaboli.  The  largest  of  the 
fimbriae  are  themselves  subdivided  or  notched  into  smaller 
fimbriae.  To  see  this  disposition  well  the  tube  must  be  plunged 
into  water.  The  inner  surface  of  the  fimbriae  presents  longi- 
tudinal or  oblique  folds,  very  prominent,  and  which  are  pro- 
longed into  the  interior  of  the  oviduct.  The  number  and 
dimensions  of  the  fimbriae  are  very  variable  ;  sometimes  they 
scarcely  exist :  then  the  edge  of  the  pavilion  looks  simply  fes- 
tooned ;  sometimes  they  are  very  large,  measuring  as  much  as 
an  inch  in  length,  and  are  so  numerous  as  to  quite  conceal 
the  mouth  of  the  oviduct.  Often  the  base  of  the  fimbriae  is 
pierced  with  holes.  One  fimbria  is  especially  remarkable  by  its 
size ;  it  constitutes  the  posterior  part  of  the  corolla,  and  nume- 
rous secondary  fimbriae  are  developed  on  its  borders.  It  is 
turned  down  from  within  outwards,  and  is  supported  by  a 
small  ligament — the  tubo-ovarian  ligament — which  extends  from 
the  pavilion  to  the  outer  extremity  of  the  ovary,  fixing  the  one 
to  the  other.  A  curious  arrangement,  described  by  Deville,  is 
that  this  long  and  broad  fringe  is  doubled  up  to  form  a  channel 
open  below  and  behind.  According  to  Eichard,  the  tubo- 
ovarian  fringe  is  not  constant.  The  oviduct  may  be  divided 
into  three  portions  :  that  which  is  contained  within  the  uterine 
wall ;  the  free  portion  or  body  of  the  tube,  and  the  pavilion. 
The  intra-uterine  portion  is  about  00*4  inch  long ;  it  is 
straight,  or  describes  a  slight  curve  with  an  inferior  concavity. 
Its  cavity  is  uniform  and  very  narrow ;  it  prolongs  outwardly 
the  kind  of  horn  or  funnel,  which  the  uterine  cavity  presents  at 
its  upper  part,  on  either  side.  The  orifice  of  communication 
between  the  uterus  and  the  tube — odium  uterinum — is  usually 
filled  with  thick  mucus,  which  prevents  liquid  injected  into  the 
uterine  cavity  from  passing  into  the  cavity  of  the  peritoneum. 
It  forms  a  well-defined  boundary  between  the  uterine  and 
the  tubal  mucous  membrane.  The  first  is  smooth,  polished, 
rosy,  and  pierced  with  numerous  glandular  openings ;  the 
second  is  pale,  white,  and  folded  in  its  longitudinal  direction. 

The  body  of  the  oviduct  springs  from  the  summit  of  the  superior 
angle  of  the  uterus,  and  is  immediately  embraced  in  the  middle 
wing  of  the  broad  ligament ;  it  is  straight  at  its  origin  for 
about  two  inches  ;  it  then  forms  curves  variable  in  degree  and 
number,  generally  the  more  marked  in  proportion  to  the  youth 
of  the  subject.  These  convolutions  are  independent  of  the 
peritoneal  investment ;  they  persist,  even  when  the  tube  is 
inflated  after  being  stripped.  The  inner  or  rectilineal  portion 
of  the  tube  is  narrower  than  the  outer  or  undulating  portion. 
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The  first,  sometimes  called  the  isthmus,  lias  a  diameter  of  0*8  in. 
to  0'12  in.  ;  the  second,  which  Henle  calls  the  "  ampoule"  is 
slightly  flattened  from  before  backwards,  and  measures  '25  in. 
to  *30  in.  in  diameter  or  more.  Often  it  narrows  a  little  near  its 
termination.  The  transition  between  the  two  portions  is  com- 
monly very  abrupt.  The  most  external  conyolution  of  the  tube 
presents  a  very  constant  arrangement ;  its  convexity  is  directed 
upwards  and  outwards  :  in  other  words,  the  peripheral  extremity 
of  the  oviduct  is  turned  at  first  downwards,  then  backwards,  so 
that  the  abdominal  orifice  looks  backwards  and  downwards. 
Whilst  the  inner  portion  of  the  tube  is  scarcely  large  enough  to 
admit  a  hog's  bristle,  the  outer  portion  receives  easily  the  ex- 
tremity of  a  moderately-sized  sound.  The  walls  of  the  oviduct 
are  in  contact,  and  the  cavity,  completely  obliterated,  presents 
on  transverse  section  the  figure  of  a  star,  the  rays  of  which 
penetrate  between  the  numerous  longitudinal  folds  of  the 
mucous  membrane.  In  the  uterine  portion  of  the  tube  the 
bore  is  capillary,  and  it  is  only  with  great  trouble  that  one  succeeds 
in  seeing  the  ostium  uterinum  with  the  naked  eye.  The  tube 
expanding  on  the  one  side  into  the  cavity  of  the  uterus,  and  on 
the  other  into  that  of  the  peritoneum,  it  follows  that  the  two 
cavities  communicate,  a  disposition  which  has  favoured  the  de- 
velopment of  peritonitis  by  permitting  the  passage  of  irritating 
matters  from  the  uterus  along  the  tubes  into  the  peritoneal 
cavity.  It  is  not  rare  to  find  the  abdominal  orifice  obliterated. 
In  such  cases  the  tube  is  dilated  in  the  form  of  a  cone,  with  its 
base  directed  outwardly ;  its  inflexions  then  become  very 
marked.  The  whole  inner  surface  of  the  oviduct  is  of  a  pale 
pink  colour,  and  is  marked  by  longitudinal  folds  of  unequal 
sizes,  which  touch  by  their  surfaces,  converting  the  channel  of 
the  tube  into  a  series  of  capillary  tubes.  These  folds,  always 
parallel  to  the  axis  of  the  tube,  begin  in  the  intra-uterine  por- 
tion by  two  or  three  small  ridges,  and  become  more  numerous 
and  prominent  at  the  inner  portion  of  the  body  of  the  tube, 
and  are  developed  to  the  greatest  extent  in  the  expanded  por- 
tion of  the  canal.  (See  Fig.  3,  p.  5.)  They  project  in  variable 
degree  :  some  scarcely  rise  above  the  level  of  the  mucous  mem- 
brane ;  others  are  0*9  in.  in  height.  On  transverse  section  they 
sometimes  resemble  csecal  glands  ;  at  others,  arborescent  villosi- 
ties.  In  the  latter  case,  the  principal  folds  are  provided  on 
both  surfaces  with  secondary  folds,  which  themselves  may  be 
covered  with  tertiary  folds.  Often,  also,  the  surface  of  the  folds 
present  linear  reliefs,  like  projecting  ridges,  united  together,  and 
enclosing  irregular  spaces  or  pits.  No  valves  are  met  with 
either  in  the  course  or  orifice  of  the  oviduct. 

In  its  narrow  portion  the  tube  is  firm  to  the  touch,  inexten- 
sible,  and  much  resembles  the  vas  deferens ;  in  its  large  portion 
it  is  collapsed  upon  itself,  and  its  walls  are  thin  and  extensible. 
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Richard  has  observed  an  interesting  feature  in  the  history  of  the 
oviducts.  It  is  not  very  rare  to  meet  on  the  surface  one  or  two 
small  supernumerary  pavilions,  formed  like  the  terminal  pavilion 
by  the  mucous  membrane  of  the  tube  cut  up  into  fringes,  and 
pierced  by  a  hole  opening  into  the  canal. 

The  tube  is  composed  of  three  coats  :  an  external,  or  serous  ; 
a  middle,  or  muscular ;  and  an  inner  or  mucous  coat.  The 
peritoneum  supplies  the  serous  tunic,  which  adheres  but  loosely 
to  the  tube,  and  only  surrounds  three  quarters  of  its  circum- 
ference.   The  adhesion  becomes  closer  at  the  level  of  the  pavi- 
lion, the  peritoneum  of  which  clothes  the  outer  surface,  and  is 
continuous  with  the  mucous  membrane  at  the  free  edge  of  the 
fringes.    In  the  very  loose  cellular  tissue  which  unites  the 
serous  coat  to  the  muscular  coat,  small  longitudinal  muscular 
bundles  are  sometimes  met  with.    The  muscular  coat  of  the 
oviduct  forms  a  white  membrane  of  dense  and  close  texture. 
Bichard  and  Robin  have  doubted  the  muscular  character  of  the 
middje  coat.    It  is  affirmed,  however,  by  Ivolliker.  Dr.  Arthur 
Farre  has  found  well-marked,  smooth,  muscular  fibres  in  the 
genera,  Simia,  Bos,  Cervus,  and  in  the  pregnant  dolphin,  and 
also  in  the  human  female  during  middle  life.    It  is  composed 
chiefly  of  annular  fibres  :  on  its  surface  some  bundles  of  longi- 
tudinal muscular  fibres,  which  seem  to  proceed  from  the  mus- 
cular fibres  of  the  uterus,  are  attached.     Where  the  tube 
traverses  the  uterine  wall,  the  muscular  coat  of  the  oviduct  pre- 
serves its  own  character  quite  distinct  from  that  of  the  uterus. 
The  mucous  coat,  which  alone  forms  the  numerous  folds  of  the 
inner  surface  of  the  oviduct,  presents  a  fundamental  stratum 
formed  by  connective  tissues  and  longitudinal  muscular  fibres, 
and  by  a  vibratile  or  ciliated  epithelium.    It  contains  neither 
glands  nor  villi.    The  cilia  which  cover  the  free  surface  of  the 
cells  execute  movements  the  effect  of  which  is  to  carry  on 
liquids  and  the  ovum  to  the  uterine  cavity.  This  is  one  function 
of  the  tube  ;  the  other  is  to  receive  and  transmit  towards  the 
ovary  the  fecundating  principle  of  the  male.    If  the  tubes  are 
closed  by  ligature  or  by  disease  sterility  is  the  consequence. 
The  ovum  may  be  fecundated  and  arrested  in  the  tube,  and  be 
developed  there,  constituting  tubal  gestation.    The  pavilion  of 
the  tube  is  charged  with  the  duty  of  embracing  the  ovary  at 
the  moment  of  dehiscence  of  the  Graafian  follicle,  and  of  ap- 
plying itself  closely  to  the  point  whence  the  ovum  detaches 
itself.    Hence  it  follows  that  any  adhesion  of  the  ovary  or  of 
the  tube  which  prevents  this  relation  is  a  cause  of  sterility. 
The  Fallopian  tubes,  like  the  uterus  and  vagina,  result  from  the 
development  of  the  canals  of  Miiller,  which  stretch  over  the 
surface  of  the  Wolffian  bodies,  with  which  they  have  no  con- 
nexion, and  terminate  at  the  pedicle  of  the  allantois,  uniting 
together  in  the  median  line.    At  first,  the  uterine  tubes  are 
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relatively  more  developed  than  the  body  of  the  uterus ;  so 
much  so  that  they  seem  to  be  continuous  one  with  the  other  at 
their  uterine  ends.  They  preserve  this  relative  development 
until  the  epoch  of  puberty.  The  uterine  tubes  are  much  more 
flexuous  during  the  last  two  months  of  intra-uterine  life  than 
at  any  later  period. 

THE  UTERUS. 

The  Uterus  (utriculus,  a  bag)  is  the  organ  of  gestation  and 
of  parturition.  It  is  a  hollow  organ  possessing  thick  muscular 
walls,  destined  to  receive  the  fecundated  ovum,  to  supply  to  it 
the  materials  necessary  for  its  development,  and  to  expel  it 
when  mature. 


Ftg.  8. 


LONGITUDINAL  SECTION  OF  THE  PELVIS — (AFTER  BREISKY). 

The  uterus  is  situated  in  the  cavity  of  the  pelvis,  in  the  median 
line  between  the  bladder  and  the  rectum,  beneath  the  mass  of 
intestines,  and  above  the  vagina  (see  Fig.  8).  It  is  held  in 
its  position  slung  or  suspended  by  different  folds  of  the  peri- 
toneum and  by  muscular  bundles,  principally  situated  in  these 
folds.  Closely  connected  also  with  the  bladder,  Fallopian  tubes, 
rectum,  and  vagina,  these  structures  all  concur  in  maintaining 
the  position  of  the  uterus.    The  ligaments  of  the  uterus  are  six 
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in  number,  three  on  each  side  ;  namely,  the  broad  ligaments,  the 
round  ligaments,  and  the  utero-sacral  ligaments  (see  Fig.  1,  p.  3). 
The  broad  ligaments  are  two  folds,  formed  by  the  peritoneum 
and  stretched  across  the  cavity  of  the  pelvis,  extending  from  the 
borders  of  the  uterus  to  the  sides  of  the  pelvis,  and  thus,  with 
the  uterus  suspended  between  them,  forming  a  septum  which 
divides  the  pelvis  into  two  parts.    The  broad  ligaments  are  of 
quadrangular  form,  their  inner  border  is  attached  to  the  border 
of  the  uterus,  or,  more  correctly  speaking,  the  two  laminaa  which 
form  them  separate  to  receive  the  uterus  in  the  space  between 
them.    It  is  to  be  remarked  that  the  broad  ligaments  are 
attached  on  a  level  with  the  anterior  aspect  of  the  uterus,  so  that 
the  whole  thickness  of  the  uterus  lies  behind  the  ligaments. 
Their  external  border  is  continuous  with  the  peritoneum  which 
lines  the  pelvic  cavity.    At  the  level  of  their  inferior  border  the 
two  laminaa  of  the  broad  ligament  separate  to  line  the  floor  of 
the  pelvis  ;  a  loose  cellular  tissue,  including  very  little  fat,  is 
interposed  at  this  level  between  the  laminaa,  and  unites  them  to 
the  superior  pelvic  fascia.    This  cellular  tissue  is  directly  con- 
tinuous with  that  which  is  found  on  the  sides  of  the  vagina  and 
rectum  below  ;   in  the  iliac  fossa  laterally,  and  around  the 
bladder  in  front,  it  also  communicates  through  the  sciatic  notch 
with  the  deep  cellular  tissue  of  the  nates.    This  disposition  is  of 
importance  to  bear  in  mind  in  the  study  of  the  collections  of 
blood  and  pus  which  may  form  in  this  region.    The  upper 
border  of  the  broad  ligaments  is  divided  on  either  side  into  three 
secondary  folds,  formed,  the  posterior  one  by  the  ovary  and  its 
ligament,  the  anterior  one  by  the  round  ligament,  and  the 
third  or  middle  one  by  the  Fallopian  tube.    It  is  this  arrange- 
ment which  has  caused  the  broad  ligament  to  be  likened  to  the 
wing  of  the  bat  (ala  vespertilionis) .    (See  Figs.  1  and  3.)  The 
middle  fold  or  winglet  is  the  largest  and  the  highest,  and  con- 
stitutes the  true  upper  border  of  the  broad  ligaments.  These 
ligaments  are  formed  of  two  peritoneal  laminaa  and  by  an  inter- 
mediate layer  of  cellular  tissue,  in  which  run  the  numerous 
vessels  and  nerves  belonging  to  the  uterus  and  ovary,  as  well  as 
a  multitude  of  muscular  fibres  springing  from  the  uterus.  They 
also  enclose  the  remains  of  the  Wolffian  body  or  organ  of 
Eosenm  tiller.  The  muscular  fibres  of  the  broad  ligament,  according 
to  M.  Eouget,  all  rise  from  the  sides  of  the  uterus,  and  are 
directed  towards  the  wall  of  the  pelvis.    They  do  not  form  a 
continuous  layer,  but  their  bundles  of  various  sizes  form  a  kind 
of  lace-work  or  open  canvas,  mixed  with  the  vascular  and 
nervous  net- works,  the  whole  covered  and  masked  by  connective 
tissue.    M.  Eouget  describes  the  uterus  and  its  appendages  as 
being  enclosed  in  a  broad  muscular  membrane,  of  which  the 
peritoneal  ligaments  are  a  dependency.    The  broad  ligaments 
do  not  prevent  the  uterus  from  inclining  backwards  or  forwards. 
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M.  Eichet  says  they  oppose  flexions  of  the  Lody  on  the  neck. 
Although  never  fully  on  the  stretch,  they  resist  lateral  deviations 
of  the  uterus.  They  allow  the  uterus  to  be  sensibly  lowered 
without  being  dragged. 

The  structure  of  the  round  ligament  has  been  carefully 
examined  by  Mr.  Eainey.*  He  says  it  is  a  muscle  rather 
than  a  ligament,  and  he  has  shown  that  it  consists  principally 
of  striped  or  voluntary  muscle.  It  arises  by  three  fasciculi  of 
tendinous  fibres  ;  the  inner  one  from  the  tendon  of  the  internal 
oblique  and  transversalis  muscle  near  to  the  symphysis  pubis,  the 
middle  one  from  the  superior  column  of  the  external  abdominal 
ring,  near  to  its  upper  part,  and  the  external  fasciculus  from  the 
inferior  column  of  the  ring  just  above  Grimbernat's  ligament. 
From  these  attachments  the  fibres  pass  backwards  and  outwards, 
soon  becoming  fleshy ;  they  then  unite  into  a  rounded  cord, 
which  crosses  in  front  of  the  epigastric  artery  and  behind  the 
lower  border  of  the  internal  oblique  and  transversalis  muscles  ; 
it  then  gets  between  the  layers  of  the  peritoneum  forming  the 
broad  ligament,  along  which  it  passes  backwards,  downwards,  and 
inwards  to  the  anterior  and  superior  part  of  the  uterus,  into  which 
its  fibres,  spreading  out  a  little,  may  be  said  to  be  inserted. 

The  striated  muscular  fibres  are  not  confined  to  the  surface  of 
the  round  ligament,  but  form  almost  the  whole  of  its  substance, 
and  are  more  particularly  distinct  near  to  its  centre  ;  nor  do  they 
extend  completely  to  the  uterus,  but  after  passing  between  the 
layers  of  the  broad  ligament  to  about  an  inch  or  an  inch  and 
a  half  from  its  superior  part,  they  gradually  lose  their  striated 
character,  and  degenerate  into  fasciculi  of  granular  fibres  mixed 
with  long  threads  of  fibro- cellular  tissue. 

Mr.  Eainey  found  a  similar  structure  in  the  monkey,  dog, 
sheep,  and  cow.  The  round  ligaments  contain  also  numerous 
vessels,  also  some  nerves  and  absorbents.  The  arterial  trunks 
are  large,  but  the  capillaries,  into  which  they  ultimately  divide, 
have  the  same  size  and  arrangement  as  those  of  ordinary  muscle. 
The  lymphatics  are  situated  on  the  outer  side  of  the  ligament ; 
their  glands  are  sometimes  of  considerable  length,  and  even  pass 
through  the  external  abdominal  ring ;  connecting  all  these  parts 
together,  there  is  a  considerable  quantity  of  areolar  tissue, 
especially  where  the  striated  muscular  fibres  are  absent,  or  are 
about  to  terminate. 

Mr.  Eainey,  reasoning  from  the  structure  of  the  round  liga- 
ments, says  the  presence  of  voluntary  muscular  fibre  proves  that 
they  are  not  fitted  to  serve  as  mechanical  supports  to  the  uterus  ; 
but  that  their  real  use  is  in  some  way  or  other  to  act  in  copulation. 
Considering  the  position  of  their  points  of  attachment  and  the 
direction  of  their  fibres,  it  is  evident  that  their  combined,  action 


*  Philosophical  Transactions,  1850. 


22 


THE  LIGAMENTS  OF  THE  UTERUS. 


will  bring  the  uterus  nearer  to  the  symphysis  pubis,  and  thus 
tend  to  draw  it  somewhat  from  the  vagina,  in  this  way  increas- 
ing the  length  of  the  latter.  Now  the  only  way  in  which  it  can 
be  imagined  that  these  changes  assist  in  sexual  intercourse,  is 
by  their  causing  the  semen  to  be  attracted  into  the  upper  part 
of  the  vagina  and  vicinity  of  the  os  uteri.  This  opinion,  as  to 
the  use  of  the  round  ligaments,  had  been  enunciated  by  Yelpeau 
and  Maygrier. 

The  round  ligament  also  contains  a  great  number  of  vessels, 
especially  veins,  which  may  become  varicose,  says  Cruveilhier, 
particularly  at  the  level  of  the  external  orifice  of  the  inguinal 
canal,  where  they  have  sometimes  simulated  a  hernia.  In  the 
foetus,  and  occasionally  even  after  birth,  the  round  ligaments 
are  accompanied  in  the  inguinal  canal  by  a  prolongation  of  the 
peritoneum,  quite  analogous  to  that  which  accompanies  the 
spermatic  cord.  This  diverticulum,  known  under  the  name  of  the 
canal  of  Nuck^  sooner  or  later  becomes  obliterated.  But  some- 
times this  obliteration  does  not  take  place,  and  this  explains  the 
frequency  of  inguinal  hernia  in  women.  The  round  ligaments  are 
never  on  the  stretch,  and  cannot  resist  displacements  of  the  uterus. 

The  anterior  or  utero-vesical  ligaments  are  two  lateral  folds  of 
peritoneum,  containing  bundles  of  fibrous  tissue.  They  are 
found  where  the  peritoneum  is  reflected  forwards  on  to  the 
bladder,  opposite  the  point  of  junction  of  the  body  and  neck  of 
the  uterus,  and  from  the  lateral  boundaries  of  the  utero-vesical 
peritoneal  pouch. 

The  posterior  or  utero-sacral  ligaments  extend  from  the  lower 
part  of  the  body  of  the  uterus  to  the  outer  sides  of  the  sacrum, 
enveloped  by  peritoneum  ;  they  form  two  semi-lunar  or  falciform 
folds — the  folds  of  Douglas  ;  their  inner  borders  are  concave  and 
sharp,  and  pass  on  to  the  sides  of  the  rectum,  forming  an  oval  open- 
ing, which  leads  to  a  cavity  formed  by  the  recto- vaginal  depression 
of  the  peritoneum.  These  ligaments,  and  the  pouch  between  them 
(Douglas's  sac),  are  well  seen  when  the  uterus  is  drawn  forwards. 
The  utero-sacral  ligaments  are  composed  of  smooth  muscular 
fibres,  which  spring  from  the  uterus,  and  of  a  peritoneal  invest- 
ment. The  experiments  of  Malgaigne  seem  to  demonstrate  that 
these  ligaments  constitute  the  principal  obstacle  to  the  falling  of 
the  womb  towards  the  vulva.  When  traction  is  made  upon  the 
cervix  uteri,  these  ligaments  are  immediately  seen  to  be  tight- 
ened ;  when  divided,  the  uterus  sensibly  drops,  but  is  soon 
arrested  by  the  broad  ligaments  and  the  resistance  of  the  floor 
of  the  pelvis,  chiefly  by  the  floor  of  the  peritoneum,  which  is 
reflected  from  the  walls  of  the  pelvis  over  the  bladder,  uterus, 
and  rectum.  M.  Bichet  believes  that  the  utero-sacral  ligaments 
further  serve  to  prevent  the  uterus  from  being  driven  forwards 
upon  the  bladder,  thus  preserving  this  organ  from  the  severe 
compression  to  which  it  would  otherwise  be  subjected. 
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The  extent  and  directions  of  movement  of  which  the  uterus  is 
capable  forms  an  important  subject  of  study.  The  first  question 
to  determine  is,  What  is  the  normal  position  of  the  uterus  ?  A 
line  drawn  from  the  upper  margin  of  the  symphysis  pubis  to 
the  lumbo-sacral  articulation  will  strike  the  upper  margin  of 
the  fundus  of  the  uterus.  Another  line  drawn  from  the  lower 
border  of  the  symphysis  pubis  to  the  lower  margin  of  the  fourth 
sacral  vertebra,  will  touch  at  its  middle  the  point  of  the  cervix 
(see  Fig.  8). 

The  movements  of  the  uterus  are  limited  by  its  connexions, 
and  are  influenced  by  the  changes  of  condition  of  the  surrounding 
organs.  The  greatest  amount  of  mobility  is  enjoyed  by  the 
fundus.  The  cervix,  being  bound  to  the  bladder  and  vagina, 
enjoys  a  more  limited  amount  of  motion.  The  fundus  may  be 
thrown  backwards  or  forwards,  and  thus  acting  as  a  lever  it  will 
throw  the  os  in  the  opposite  direction.  The  fundus  does  not 
move  round  the  os  exactly  as  upon  a  pivot,  but  the  os  is  pro- 
jected a  little  forwards  or  backwards  whenever  the  fundus  moves 
in  the  opposite  direction.  Distention  of  the  bladder  will  throw 
the  fundus  backwards ;  loading  of  the  rectum  will  press  the 
fundus  forwards  and  downwards.  In  retroversion  of  the  fundus 
of  the  uterus,  enlarged  by  gestation  or  other  causes,  the  cervix 
may  be  driven  so  firmly  against  the  symphysis  pubis  as  to  close 
the  urethra  ;  and  as  the  base  of  the  bladder  to  which  the  cervix 
uteri  is  attached  has  a  certain  amount  of  mobility,  in  anteversion 
of  the  body  of  the  uterus,  the  cervix  may  be  carried  back  close 
to  the  promontory  of  the  sacrum,  dragging  the  attached  wall  of 
the  bladder  with  it.  But  the  upward  mobility  of  the  part  of 
the  bladder  to  which  the  cervix  is  united  is  limited ;  hence  it 
happens  that  when  the  fundus  is  thrown  backwards  the  cervix, 
held  down  in  some  degree  by  its  vesical  attachments,  becomes 
bent,  so  that  the  os  looks  downwards,  instead  of  being  projected 
forwards  exactly  in  a  line  with  the  axis  of  the  fundus. 

There  is  one  condition  in  which  the  whole  uterus  is  driven 
forwards  closely  behind  the  pubes.  This  is  when  a  considerable 
accumulation  of  blood  takes  place  in  Douglas's  pouch.  In 
this  case — retro-uterine  hsematocele — the  collected  blood  behind 
the  uterus  may  be  felt  as  a  tumour  projecting  in  the  fundus  of 
the  vagina,  and  also  by  the  rectum. 

In  addition  to  the  backward  and  forward  or  see-saw  move- 
ment, the  uterus  may  move  to  either  side.  Here  again  it  is  the 
fundus  especially  that  is  displaced.  These  lateral  movements 
are  restricted  somewhat  by  the  broad  ligaments.  It  must, 
however,  be  remembered  that  there  exists  commonly  a  certain 
lateral  obliquity.  The  fundus  is  generally  inclined  a  little  to 
the  left  side ;  and  this  left  lateral  obliquity  is  usually  increased 
during  pregnancy.  It  may  be  due  to  the  situation  of  the 
rectum  in  the  left  side  of  the  pelvis. 
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Another  movement  is  upwards  or  downwards.  The  pressure 
of  the  abdominal  viscera  may  carry  down  the  entire  mass  of  the 
pelvic  viscera  towards  the  perineum,  or  the  uterus  may  he 
elevated  slightly  by  upward  pressure  on  the  cervix. 

Some  amount  of  alternate  elevation  and  depression  of  the 
uterus  takes  place  normally,  under  the  influence  of  respiration 
and  of  voluntary  muscular  exertion.  On  inspiration  the  entire 
mass  of  abdominal  viscera  is  forced  downwards,  pressing  the 
uterus  before  it.  On  expiration  there  is  a  general  movement 
of  collapse  towards  the  centre  of  the  body,  under  the  influence 
of  atmospheric  pressure.  This  of  course  bears  most  directly 
upon  the  external  soft  parts.  The  perineum  and  vulva  are 
pressed  inwards,  and  the  uterus  rises  towards  the  abdomen. 
Under  the  influence  of  defecation,  again,  or  of  any  powerful 
muscular  exertion  in  which  the  chest- walls  are  fixed,  the  uterus 
is  driven  downwards;  sometimes,  indeed,  so  violently  that  com- 
plete prolapsus  has  been  thus  induced.  I  have  known  complete 
prolapsus  of  the  uterus  occur  in  a  virgin,  under  the  violent 
efforts  of  epileptic  convulsions.  The  descent  of  the  uterus, 
anterior  wall  of  the  vagina,  and  base  of  the  bladder,  is  very 
obvious,  if  vomiting  or  coughing  occur  during  an  examination 
by  speculum.  The  instrument  is  easily  driven  out,  as  the  os 
uteri  is  often  brought  quite  down  to  the  vulva.  This  observa- 
tion proves  that  the  so-called  ligaments  of  the  uterus  exert  but 
a  small  influence  in  preventing  prolapsus. 

All  these  movements  may  be  verified  by  manual  examination. 
By  placing  the  tip  of  a  finger  of  one  hand  on  the  os  uteri, 
as  in  examination  per  vaginam,  and  applying  pressure  upon  the 
fundus,  by  the  other  hand,  through  the  abdominal  wall  above 
the  pubes,  the  cervix  may  be  felt  to  move  about  according  to 
the  direction  of  the  pressure  applied  by  either  hand. 

The  true  Axis  of  Movement  of  the  Uterus. — The  centre  around 
which  the  chief  movements  take  place  is,  of  course,  its  most 
fixed  point.  This  is  the  anterior  part  of  the  supra-vaginal 
portion  of  the  cervix  which  is  closely  connected  with  the  base  of 
the  bladder  (see  Fig.  8,  Breisky's  section,  p.  19).  At  this  part 
the  uterus  is  held,  whilst  its  two  extremities,  body  and  vaginal 
portion,  are  free.  Hence  the  movements  of  which  the  uterus  is 
capable  are  relative  and  general.  The  first  order  of  movements 
are  those  in  which  the  uterus  inclines  backwards  or  forwards,  or 
to  either  side.  The  second  order,  or  those  in  which  the  uterus 
moves  upwards  and  downwards,  can  only  be  accomplished 
simultaneously  with  corresponding  movements  of  the  base  of 
the  bladder.  The  organs  move  en  masse,  preserving  more  or 
less  completely  their  relative  positions,  as  when  the  rectum  is 
distended  by  faecal  accumulations,  or,  when  empty,  it  retreats. 

The  Direction  of  the  Uterus. — The  longitudinal  axis  is  directed 
obliquely  from  above  downwards  and  from  before  backwards  ; 
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that  is,  it  is  nearly  coincident  with  the  axis  of  the  brim  of  the 
pelvis,  and  forms  with  the  axis  of  the  vagina  an  obtuse  angle. 
It  follows  that  the  fundus  of  the  uterus  looks  upwards  and  for- 
wards, its  apex,  ortheos,  backwards  and  downwards  (see  Fig.  8). 
This,  the  normal  direction,  is,  however,  subject  to  variations, 
which  cannot  be  always  regarded  as  of  pathological  significance. 

As  a  general  fact,  it  is  to  be  observed  that  the  connexions  of 
the  uterus  are  loose  and  extensile,  and  permit  the  organ  to  float 
in  the  cavity  of  the  pelvis,  performing  more  or  less  extensive 
movements.  The  ease  with  which  the  uterus  can  be  drawn 
down  towards  the  vulva  in  certain  surgical  operations,  and  the 
displacement  which  it  undergoes  during  pregnancy,  when  it 
rises  into  the  abdomen,  are  proofs  of  its  great  mobility.  This 
property  is  turned  to  account  to  facilitate  exploration,  and  the 
detachment  of  the  ovum  in  cases  of  hemorrhage  in  abortion. 
For  these  purposes  strong  pressure  is  made  upon  the  fundus  by 
the  hand  applied  to  the  lower  part  of  the  abdomen. 

There  is  one  deviation  from  the  standard  axis  of  the  uterus 
which  appears  to  be  nearly  constant :  it  is  that  in  which  it  takes 
an  oblique  direction  from  right  to  left.  It  is  thought  to  depend 
upon  the  presence  of  the  rectum  on  the  left  side  of  the  pelvis. 
During  pregnancy  this  inclination  is  much  exaggerated ;  it 
corresponds  with  the  most  usual  position  of  the  foetus,  that  in 
which  the  occiput  is  directed  to  the  left  cotyloid  cavity  of  the 
mother.  MM.  Boulard,  Verneuil,  Follin,  H.  Bennet,  Eichet,  Arar, 
and  others,  have  made  very  precise  observations,  which  establish 
the  fact  that  the  uterine  axis  is  not  a  straight  but  a  curved  line, 
that  it  is  bent  about  the  middle,  presenting  an  anterior  conca- 
vity. In  introducing  the  uterine  sound  it  is  therefore  proper  to 
give  a  small  curvature  to  the  instrument,  and  to  make  the  point 
describe  a  gradual  curve  forwards  after  passing  the  os  uteri 
externum. 

In  the  human  subject  the  uterus  is  single  ;  in  most  animals 
it  is  double.  The  so-called  double  uteri  observed  in  the  human 
species  are  in  reality  only  bifid  or  divided  uteri,  depending  upon 
an  arrest  of  development.  The  bifid  character  may  be  limited 
to  the  body,  or  may  extend  to  the  cervix,  and  even  to  the 
vagina.  The  uterus  may  even  be  absent.  In  one  case  I  failed, 
after  the  most  minute  exploration,  to  discover  a  trace  of  such  an 
organ.  But  most  commonly,  where  dissection  has  been  insti- 
tuted, a  rudimentary  uterus  has  been  discovered  between  the 
rectum  and  the  bladder. 

The  abnormal  forms  of  the  uterus  will  be  described  with  its 
pathological  conditions. 

The  size  of  the  uterus  varies  according  to  the  age  and  certain 
physiological  conditions.  It  is  very  small  before  puberty,  the 
neck  predominating  over  the  body  (see  Fig.  9,  p.  26).  When 
menstruation  sets  in  it  grows  greatly,  and  it  enlarges  a  little  at 
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every  period,  returning  during  the  intervals  to  the  ordinary 
size.  Pregnancy  exerts  a  more  durable  influence ;  after  delivery 
the  uterus  commonly  retains  an  increased  bulk.  In  old  age  the 
uterus  shrinks,  so  that  it  is  sometimes  reduced  to  the  size  pre- 
sented in  new-born  children. 


Fig.  9. 

uterus  and  appendages  of  an  infant — (after  a.  farre). 

a,  cavity  of  body  laid  open ;  b,  cavity  of  cervix  ;  c,  anterior  lip  of  the  cervix  ;  d,  left  ovary 
opened  ;  e,  Fallopian  tube ;  /,  right  ovary  ;  g,,  internal  os  uteri,  marking  the  division  between 
the  body  and  cervix. 


The  development  of  the  uterus  is  sometimes  imperfect.  It 
may  retain  the  dimensions  and  other  characters  of  immaturity. 
This  imperfection  may  baar  upon  the  body  or  upon  the  cervix. 
In  the  latter  case,  the  part  which  projects  into  the  vagina  is 
often  more  conoid  than  natural,  and  the  os  externum  is  a  very 
small  round  opening  which  barely  admits  the  uterine  sound. 
In  these  cases  there  is  also  commonly  present  a  greater  curva- 
ture of  the  uterus,  sometimes  amounting  to  angulation  at  the 
union  of  the  body  and  cervix.  This  condition  is  usually  asso- 
ciated with  sterility,  dysmenorrhea  a  or  menorrhagia,  sometimes 
amenorrhoea,  and  it  may  even  lead  to  menorrhagic  effusions 
into  the  peritoneum,  by  opposing  the  free  natural  exit  of  the 
menstrual  fluid. 

The  weight  of  the  uterus  in  girls  at  the  age  of  puberty  is  from 
360  to  1,000  grains;  from  1,200  to  1,800  grains,  in  women  who 
have  borne  children ;  it  may  be  reduced  to  100  or  200  grains  in 
old  women.  At  the  term  of  gestation  it  may  weigh  from  26 
ounces  to  52  ounces. 

The  shape  of  the  uterus  is  that  of  a  pear,  or  rather  of  a  cone 
flattened  from  before  backwards ;  it  is  divided  into  body  and 
neck.  A  narrowing,  or  isthmus,  marks  the  boundary  between 
these  two  parts.  This  isthmus  is  very  marked  in  infants ;  it 
diminishes  sensibly  at  puberty,  and  is  still  more  indistinct  after 
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several  pregnancies.  The  vagina  being  inserted  on  to  the  neck 
of  the  uterns  divides  it  into  a  vaginal  portion  and  a  supra-vaginal 
portion  (see  Fig.  10). 


Fig.  10. 

showing  the  regional  divisions  of  the  uterus — (after  a.  faree) . 

a,  the  fundus;  a,  a,  b,  b,  mark  the  body  of  the  uterus;  b,  b,  c,  c,  mark  the  cervix;  b,  the 
os  uteri.    Below  c,  c,  which  marks  the  reflection  of  the  vagina,  is  the  vaginal  portion. 

To  study  the  uterus  thoroughly,  it  is  necessary  to  describe 
two  surfaces,  the  anterior  and  the  posterior ;  two  lateral  borders, 
an  upper  border  or  fundus,  and  an  inferior  extremity,  perforated, 
projecting  into  the  vagina,  called  the  vaginal  portion  of  the  neck, 
with  the  os  tincce. 

In  its  upper  three-fourths  the  anterior  surface  is  slightly  convex, 
and  smooth  like  all  parts  covered  with  peritoneum,  and  is  in  rela- 
tion with  the  posterior  surface  of  the  bladder,  from  which  it  is  often 
separated  by  coils  of  small  intestine.  When  the  bladder  is  full, 
the  uterus  is  pushed  away  from  the  anterior  abdominal  wall ; 
hence  the  precept,  always  to  empty  the  bladder  before  exploring 
the  uterus  through  the  abdomen.  In  its  lower  fourth  the 
anterior  surface  of  the  uterus  is  in  direct  relation  with  the  base 
of  the  bladder,  to  which  it  is  united  by  a  loose  cellular  tissue. 
This  relation  explains  the  frequency  with  which  cancerous 
affections  of  the  uterus  spread  to  the  base  of  the  bladder.  This 
portion  of  the  pelvic  cellular  tissue  is  also  especially  liable  to 
become  inflamed  from  injury  received  during  labour  and  to  be 
the  seat  of  abscess  (see  Fig.  11,  b,  b). 

The  posterior  surface  of  the  uterus  is  covered  by  peritoneum 
throughout  its  whole  extent.    It  is  in  mediate  relation  with  the 
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anterior  surface  of  the  rectum,  from  which  it  is  said  to  be  often 
separated  by  folds  of  small  intestine.  But  Claudius  of  Marburg* 
says  that  in  the  living  subject  the  uterine  sound  passed  into  the 
uterus  may  always  be  felt  by  the  finger  in  the  rectum,  showing 
that  Douglas's  sac  is  not  filled  by  intestine.  In  the  dead 
subject  frozen,  the  uterus  with  its  broad  ligaments  and  ovaries 
is  mostly  found  lying  as  close  to  the  posterior  wall  of  the  pelvis 


UlU  11. 

VERTICAL  SECTION  OF  THE  UTERUS  PARALLEL  WITH  ITS    LATERAL  BORDER — (AFTER  A.  FARRE). 

a,  anterior;  p,  posterior,  lip  of  cervix;  i,  internal  os  uteri;  va,  vagina;  /.fornix,  or 
posterior  pouch  of  fundus  of  vagina  ;  c,  loose  connective  tissue  immediately  above  the  fornix ; 
r,  point  of  posterior  reflection  of  the  peritoneum  on  to  the  rectum,  forming  the  retro-uterine 
pouch  or  space  of  Douglas  ;  b,  b,  line  of  attachment  of  the  cervix  to  the  bladder.  The 
peritoneum  ceases  at  the  upper  b  in  front. 

as  the  lungs  are  to  the  ribs.  The  rectum  passes  close  by  the 
left  border  of  the  body  of  the  uterus.  Having  examined  sec- 
tions of  many  frozen  subjects,  he  concludes  that  there  is  always 
anteversion,  anteflexion,  or  antefraction  of  the  uterus  when 
intestinal  loops  are  present  in  Douglas's  sac.  My  own  observa- 
tions confirm  those  of  Claudius.  The  anterior  and  posterior 
walls  of  Douglas's  sac  are  always  in  close  opposition  in  the 
normal  condition. 

The  posterior  surface  is  more  convex  than  the  anterior,  and 
can  be  explored  by  the  finger  introduced  into  the  rectum. 

The  lateral  margins  of  the  uterus  are  slightly  concave,  thick, 
and  situated  between  the  two  laminse  of  the  broad  ligaments. 


*  "  Med.  Times  and  Gazette,"  18G5. 
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They  are  in  relation  with  the  trunks  of  the  uterine  arteries,  the 
venous  plexuses,  the  nerves,  and  the  cellular  tissue  confined 
within  the  thickness  of  the  broad  ligaments.  This  cellular  tissue 
is  the  frequent  seat  of  inflammation  and  abscess  after  labour. 

The  upper  border  or  fundus  is  convex,  thick,  rounded,  and 
forms  the  base  of  the  flattened  cone  which  the  uterus  represents. 
Clothed  with  peritoneum  and  covered  with  the  coils  of  the 
small  intestine,  the  fundus  of  the  empty  uterus  never  rises  to 
the  level  of  the  brim  of  the  pelvis ;  it  is  therefore  only  in  the 
diseased  state  or  during  pregnancy  that  it  is  possible  to  feel  it 
by  the  fingers  applied  to  the  hypogastrium.  In  the  imparous 
woman  the  upper  border  is  nearly  straight  and  on  a  level  with 
the  Fallopian  tubes  ;  after  one  or  more  pregnancies,  it  always 
remains  convex,  being  more  raised  in  the  middle  than  near  the 
origin  of  the  tubes. 

The  inferior  extremity  of  the  uterus  is  the  apex  of  the  uterine 
cone.  The  os  tincce,  or  vaginal  portion,  has  the  form  of  a  rounded 
cone.  It  usually  projects  0'25  in.  to  0*5  in.,  but  in  certain  patho- 
logical states  it  may  be  lengthened  so  as  to  reach  the  vulva  or 
even  to  protrude  externally.  Caseaux  says  the  length  of  the 
vaginal  portion  diminishes  in  proportion  to  the  number  of 
pregnancies,  and  may  even  disappear  altogether  in  women  who 
have  had  many  children.  But  this  disappearance  is  commonly 
due  to  senile  atrophy.  The  apex  is  pierced  by  an  opening  which 
leads  to  the  cavity  of  the  uterus.  This  opening,  the  os  externum 
uteri  or  os  tincce,  looks  a  little  backwards.  In  the  virgin  it  is  a 
transverse  fissure,  bordered  by  two  lips,  one  anterior,  the  other 
posterior,  both  smooth,  the  anterior  being  thicker  and  more  pro- 
minent than  the  posterior  (see  Fig.  12).   To  the  touch,  says  Cru- 


Fig.  12. 

viroin  os  uteri  and  vaginal  portion  of  the  cervix — ( after  a.  farre). 

veilhier,  the  os  tincee  gives  the  same  sensation  as  the  lobule  of  the 
nose.  At  the  menstrual  epoch  the  neck  is  a  little  gaping.  In 
women  who  have  had  children  the  os  externum  uteri  represents 
a  larger  fissure,  often  large  enough  to  admit  easily  the  end  of 
the  index  finger ;  the  lips  are  thicker,  uneven,  and  often  present 
notches,  the  remains  of  the  rents  they  have  undergone  during 
labour.    One  of  these  notches  is  almost  always  seen  towards  the 
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left  commissure,  which  is  explained  by  the  frequency  of  the 
left  occipitoanterior  position. 

Sometimes  the  portion  of  the  uterus  which  projects  into  the 


Fig.  13. 
the  os  uteri  in  old  age. 


vagina  quite  disappears.  The  vagina  then  terminates  in  a 
cul-de-sac,  at  the  bottom  of  which  is  felt  only  a  contraction 


Fig.  14. 

the  uterus  in  old  age, 

Showing  a  return  to  the  infantine  proportions  between  the  body  and  cervix  (after  A.  Farre), 
half  natural  size  ;  o,  o,  the  shrivelled  ovaries. 


separating  the  cavity  of  the  vagina  from  that  of  the  uterus. 
This  condition  is  most  frequent  in  old  age. 

The  Cavity  of  the  Uterus. — The  uterus  is  hollowed  by  a  cavity 
very  small  in  proportion  to  the  volume  of  the  organ.  Except- 
ing during  pregnancy,  and  certain  morbid  states,  the  walls  of 
this  cavity  are  always  in  contact.  It  represents  an  irregular 
canal,  divided  by  a  sort  of  hour-glass  constriction  in  the  middle 
into  two  parts  :  the  one  upper,  flattened  out  transversely,  is 
the  cavity  of  the  body  of  the  uterus ;  the  other,  inferior,  fusiform, 
is  the  cavity  of  the  neck  of  the  uterus.  The  constricted  part  which 
separates  the  two  cavities  is  the  os  uteri  internum,  or  isthmus  of 
the  uterus  (see  Fig.  10). 

The  cavity  of  the  body  is  triangular,  and  has  an  orifice  at 
each  angle  :  one  inferior,  which  communicates  with  the  cavity 
of  the  cervix,  and  one  at  each  upper  angle,  which  lead  to  the 
Fallopian  tubes.    The  uterine  orifices  of  the  tubes  are  situated 
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at  the  bottom  of  the  funnel-shaped  cavities,  which  are  vestiges 
of  the  primitive  division  of  the  body  of  the  uterus  into  two  halves 


HALF  NATURAL  SIZE.   -fllllNHT-G-OF  THE  WALLS  IN  OLD  AGE,  AND  RETURN  TO  THE  TRIANGULAR 
FORM  OF  THE  INFANTINE  AND  UNDEVELOPED  UTERUS — (AFTER  A.  FARRe). 

or  horns.  This  bifidity,  normal  in  the  lower  animals,  is  some- 
times observed  in  the  human  species.  The  three  borders  of  the 
uterine  cavity  are  convex  inwards.  In  the  multiparous  uterus 
the  cavity  of  the  body  is  more  developed,  its  borders  are  less 
convex  or  nearly  straight,  the  upper  angles  are  enlarged, 
and  the  cavity  of  the  neck  has  lost  in  length.  The  cavity  of 
the  neck  of  the  uterus  is  cylindroid  ;  flattened  from  before  back- 
wards, slightly  enlarged  at  the  middle,  it  presents  on  either  wall 
ruga?,  or  elevations,  forming  a  tolerably  regular  series,  known 
as  the  lyra  or  arbor  vitce  (see  Eig.  16).    On  each  of  these  walls 


Fig.  16. 

natural  size  o?  cervix  laid  open — ( after  hassall  and  tyler  smith). 

is  distinguished  a  vertical  column  running  along  the  entire 
length  of  the  neck,  swelling  out  above  and  continuous  with  the 
median  column  of  the  body  of  the  uterus.  The  two  columns  of 
the  neck  do  not  descend  quite  so  low  as  the  os  externum,  but 
stop  a  little  above  the  circle  of  the  orifice,  which  is  always 
smooth  (see  Fig.  16).  M.  Guy  on  has  observed  that  these 
columns  are  never  situated  exactly  on  the  median  line  ;  the 
anterior  one  is  a  little  on  the  right,  the  posterior  one  a  little  on 
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the  left ;  so  there  results  a  kind  of  dovetailing  of  the  walls  of 
the  neck,  especially  marked  at  the  upper  part  of  the  cavity. 
From  the  two  borders  of  each  column  a  certain  number  of 
smaller  folds  proceed,  at  more  or  less  acute  angles,  and  are 
directed  upwards  and  outwards,  resembling  a  fern  leaf.  These 
oblique  folds  have  their  free  border  directed  downwards  and 
enclose  furrows  or  pits,  in  which  are  seen  the  gaping  orifices  of 
the  uterine  glandules.  Sometimes  they  bifurcate.  The  arbor 
vitse  is  commonly  much  smoothed  down  after  the  first  labour. 
But  this  is  not  constant,  since  the  arbor  vitse  is  sometimes  found 
intact  after  several  labours. 

The  isthmus  is  generally  0 '20  in.  to  025  in.  long  ;  0*1(3  in. 
across,  and  0*12  in.  from  before  backwards  in  imparous  women. 
In  multiparee  the  length  of  the  isthmus,  which  is  always  included 
in  the  measurement  of  the  body,  is  reduced  to  0*16  in.  and  even 
less.  A  female  catheter  is  commonly  arrested  by  the  constric- 
tion of  the  isthmus,  and  only  penetrates  it  under  a  certain 
pressure.  After  the  cessation  of  menstruation  the  isthmus 
contracts  considerably,  and  often  is  completely  obliterated.  The 
orifice  of  the  os  externum  also  I  have  frequently  found  obliterated 
in  old  women.  M.  Gruyon  says  this  obliteration  always  coin- 
cides with  the  obliteration  of  the  isthmus.  This,  however,  I 
have  found  to  be  far  from  constant. 

The  inner  surface  of  the  body  of  the  uterus  is  much  more 
vascular  than  that  of  the  neck.  This  difference  is  especially 
marked  in  women  who  have  died  during  menstruation.  The 
walls  of  the  uterine  cavity,  apart  from  pregnancy,  are  0"40  in.  to 
0'60  in.  thick.  The  thickness  is  greater  in  women  who  have 
had  children  than  in  the  virgin.  The  thinnest  part  corresponds 
with  the  insertion  of  the  tubes.  The  walls  of  the  neck  are 
thinner  than  those  of  the  body. 

The  dimensions  of  the  uterus  have  been  determined  by  M. 
RAchet  in  the  following  manner : — The  uterus  remaining  intact 
he  first  measured  the  cavity  by  the  sound,  then  having  removed 
the  uterus  from  the  pelvis,  he  split  it  from  before  backwards 
along  the  median  line,  and  measured  it  again  from  the  neck 
to  the  fundus  of  the  uterine  cavity  first,  and  then  from  the  neck 
to  the  upper  border  of  the  organ.  He  obtained  the  following 
dimensions : — 

The  vertical  diameter  of  )  In  the  virgin.     In  women 

the  uterus    .    .    .    .  j  2*20  in. 

Vertical  diameter  of  the  )  ^.gQ  »n 

cavity  ) 

Transverse  diameter   of )  -,  ,0zL  • 

the  uterus    .    .  . 


Transverse   diameter  of) 
the  cavity    .    .    .    .  j 


0-60  in. 


In  women. 

In  mothers. 

2-52 

in. 

2-72  in. 

2-20 

in. 

2-44  in. 

1-80 

in. 

1-90  in. 

1-08 

in. 

1-24  in. 
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M.  Gruyon,*  as  well  as  Richet,  has  examined  the  uterus  at 
the  different  physiological  epochs,  and  both  find  that  the  uterus 
attains  its  maximum  during  the  menstrual  periods,  and  its 
minimum  in  the  intervals.  It  is  important  in  practice  to  bear 
in  mind  that  during  the  five  or  six  days  which  precede  and 
follow  the  catamenia,  the  uterine  diameters  will  generally  exceed 
the  means,  whilst  during  the  intermediate  period  they  will 
fall  a  little  below. 

The  vertical  diameter  of  the  uterus  is  divided  unequally 
between  the  body  and  the  neck.  In  the  virgin  the  longest 
portion  belongs  to  the  neck.  In  multiparous  women,  the  two 
diameters  are  nearly  equal,  the  difference,  if  any,  inclining  in 
favour  of  the  body.  In  multiparse  the  body  continues  to  grow, 
whilst  the  neck  has  undergone  an  absolute  or  comparative 
shortening,  which  reduces  its  vertical  diameter  in  some  cases 
below  that  of  the  body. 

/  ■ 

*  Etudes  sur  les  cavites  de  1' uterus,  theses  inaug.  1858. 
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THE  SHAPE  OF  THE  CAVITIES  OF  THE  UTERUS. 

The  shape  of  the  cavities  of  the  body  of  the  uterus  and  of  its 
cervix,  and  the  relations  of  their  walls,  are  best  demonstrated 
by  longitudinal  sections,  and  by  transverse  sections  made  at 
different  points. 

If  we  first  make  a  vertical  section  in  the  antero-posterior 
direction,  as  in  Figs.  8,  11,  we  see  that  the  walls  of  the  body  of 
the  uterus  lie  in  contact.  The  cavity  is  represented  by  a  line 
running  from  the  fundus  to  the  cervix.  This  cavity  is,  under 
ordinary  circumstances,  potential  rather  than  actual.  But 
when  fluids  are  retained,  or  a  solid  body  is  introduced  into  or 
grows  in  the  space  between  the  two  walls,  the  cavity  is  capable 
of  enlarging  to  an  almost  indefinite  extent.  This  enlargement 
of  the  cavity  is  always,  at  least  when  considerable,  effected 
chiefly  by  gradual  growth  of  the  uterine  walls.  When  the 
uterus  is  emptied  this  growth  ceases,  a  process  of  absorption  and 
involution  takes  place  ;  and  generally  the  triangular  form  of 
the  cavity  is  resumed,  the  anterior  wall  being  again  flattened 
upon  the  posterior.  Where  any  distinct  hollow  remains,  it 
may  be  assumed  that  there  is  more  or  less  habitual  retention  of 
fluids,  and  that  there  is  some  pathological  condition  of  the 
mucous  membrane,  or  obstruction  at  a  lower  point  of  the 
canal. 

This  contact  of  the  walls  of  the  body  of  the  uterus,  together 
with  the  mucous  plug  usually  filling  the  cervix,  and  the  closing 
of  the  vagina  by  approximation  of  its  walls,  prevent  the 
intrusion  of  air  into  the  cavity,  and  thus  obviate  the  foulness 
that  would  otherwise  result  from  decomposition  of  the  secre- 
tions. 

The  cervical  cavity  is  fusiform  in  some  cases,  conical  in 
others,  according  to  the  extent  of  the  opening  of  the  os  exter- 
num. Although  the  columns  of  the  arbor  vitce  are  so  adapted 
as  to  dovetail  with  each  other,  there  is  usually  a  distinct  cervical 
cavity,  the  walls  not  being  commonly  in  close  apposition. 

If  we  next  make  a  longitudinal  section  transversely,  so  as  to 
separate  along  the  entire  length  the  anterior  half  of  the  uterus 
from  the  posterior,  we  see  the  triangular  shape  of  the  cavity  of 


THE  CAVITIES  OF  THE  UTERUS. 


35 


the  body  of  the  uterus,  with  its  two  superior  angles  drawn  out 
funnel- wise,  to  be  continuous  with  the  Fallopian  tubes,  and  its 
inferior  angle  contracting  to  be  continuous  at  the  isthmus  with 
the  canal  of  the  cervix.  Below  the  isthmus  is  the  cervical 
cavity,  fusiform  or  conical.  In  multiparas,  in  whom  the  os 
externum  is  a  wide  fissure,  the  conical  form  is  more  manifest  in 
this  section  than  in  the  antero-posterior  section,  from  its  giving 
the  whole  width  of  the  os  tinea? :  but  even  in  these  the  base  of 
the  cone  at  the  os  tinea?  is  commonly  more  contracted  than 
the  middle  part  of  the  canal. 

In  nulliparae  the  os  externum  is  still  more  contracted,  so  that 
the  canal  approaches  the  fusiform  character.  In  many  cases  of 
sterility,  the  os  externum  is  a  mere  round  hole  no  bigger  than 
the  os  internum,  and  the  central  part  of  the  canal  is  then 
generally  more  dilated  than  usual,  so  that  it  is  completely 
fusiform. 

A  series  of  horizontal  sections,  made  through  the  walls  of 
the  body,  will  exhibit  a  narrow  line  marking  the  contact  of  the 


Fig.  17. — ad  nat.  (after  a.  paeee.) 
Section  made  through  cavity  of  the  body  of  the  uterus  above  the  entrance  of  the 
Fallopian  tubes. 

anterior  wall  flattened  upon  the  posterior ;  made  through  the 
isthmus  or  os  uteri  internum,  a  round  hole  of  about  the  calibre  of 


Fig.  18.— (aftee  a.  faeee.)  Fig.  19. — (aftee  a.  faeee.) 

Section  through  centre  of  cavity.  Through  centre  of  cervical  canal. 


a  No.  8  or  9  catheter,  the  fibres  of  the  wall  disposed  in  a 
circular  or  sphincteric  manner  around  it ;  and  at  the  margins, 
right  and  left,  the  gaping  orifices  of  the  vessels  which  enter  the 
uterus  in  greatest  size  and  number  at  this  level ;  made  lower 
down  across  the  cervical  canal,  the  cavity  of  this  canal  is  seen 
somewhat  flattened  antero-posteriorly.     (See  Fig.  19.) 

There  is  another  way  of  representing  the  shape  and  size  of 
the  uterine  cavities,  namely,  by  taking  casts  or  moulds  with 

d  2 
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wax  or  plaster  of  Paris.  The  information  thus  acquired  has  a 
certain  value,  but  it  is  apt  to  mislead.  Liquid  poured  into  the 
uterus  distends  the  cavity,  and  when  it  has  set  we  get  a  mould 

CASTS  OF  CAVITIES  OF  UTERUS.    (After  Guyon. 


Fig.  20. 
1.  utebus  of  viegin,  jet.  17. 


Fig.  21. 

2.  multipaeous  uterus,  jet.  25 — 30. 
Narrowing  and  lengthening  of  isthmus. 
Dilatation  of  cavity  of  neck. 
Narrowing  of  os  externum. 


Fig 

s.  multiparous  uterus,  jet.  42. 

a.  Dilated  isthmus. 

b.  Marked  narrowing  of  os  externum 


4.  MULTIPAROUS  UTERUS,  JET.  35. 

a.  Dilatation  of  cavity  of  body. 

b.  Narrowing  and  torsion  of  isthmus. 


of  a  cavity  such  as  does  not  normally  exist.  But  in  the  case  of 
morbidly  dilated  cavities,  these  casts  give  more  accurate 
representations. 


CHAPTER  IY. 


STRUCTURE  OF  THE  UTERUS. 

The  structure  of  the  uterus  must  be  examined  under  the 
opposite  conditions  of  vacuity  and  of  fulness. 

A  serous  investment  pertaining  to  the  peritoneum,  a  proper 
tissue  of  muscular  nature,  an  internal  or  mucous  membrane, 
vessels  and  nerves,  are  the  constituent  parts  of  the  uterus. 

A.  The  external  or  peritoneal  membrane. — The  peritoneum, 
which  has  invested  the  posterior  face  of  the  bladder,  is  reflected 
over  the  anterior  surface  of  the  uterus,  covering,  however,  the 
upper  three-fourths  only,  the  lower  fourth  being  in  immediate 
relation  with  the  bladder. 

It  passes  over  the  fundus  of  the  uterus,  clothes  the  posterior 
surface  throughout,  and  is  prolonged  for  a  short  distance  down 
the  vagina,  below  the  utero-  sacral  ligaments,  and  then  is 
reflected  upwards  over  the  rectum.  It  is  the  transverse  exten- 
sion of  the  peritoneum  which  constitutes  the  broad  ligament. 
In  the  space  which  separates  the  bladder  from  the  uterus,  this 
membrane  forms  two  very  small  falciform  folds,  which  bear  the 
name  of  vesico-uterine  ligaments.  Two  other  folds,  much  larger, 
stretching  from  the  posterior  aspect  of  the  neck  of  the  uterus  to 
the  sides  of  the  sacrum,  constitute  the  utero-rectal,  or  utero- 
sacral  ligaments. 

The  adhesion  of  the  peritoneum  to  the  uterus,  on  a  level  with 
the  neck  and  towards  the  borders,  is  very  loose,  but  becomes 
closer  the  more  we  approach  the  median  line.  It  is  also  more 
intimate  on  the  posterior  than  on  the  anterior  aspect.  The 
looseness  of  the  connection  of  the  peritoneum  at  the  level  of  the 
neck  and  borders  of  the  uterus,  explains  the  reason  why  the 
peritoneum  so  rarely  shares  in  even  considerable  rents  of  the 
cervix  uteri,  and  why  the  effusion  of  blood  in  such  cases  takes 
place  between  the  tissue  of  the  uterus  and  the  peritoneum.  It 
has  been  held  that  the  uterus  growing  during  pregnancy 
appropriates  to  itself  the  peritoneal  folds  of  the  broad  liga- 
ments, which  open  out  to  permit  of  the  development  of  the 
organ. 

B.  The  proper  tissue. — In  the  non-pregnant  state,  this  tissue 


38 


THE  TISSUE  OF  THE  UTERUS. 


is  greyish,  very  dense,  very  resisting,  and  creaks  like  fibrous 
tissue  under  the  scalpel.  If  the  consistency  of  the  body  of  the 
uterus  seems  less  than  that  of  the  neck,  this  is  solely  because 
the  first  is  the  more  frequently  the  seat  of  sanguineous  con- 
gestion. The  proper  tissue  which  constitutes  the  principal 
portion  of  the  uterine  wall  is  composed  of  fibres,  that  is,  of 
parts  disposed  in  a  linear  direction.  These  fibres  belong  to  the 
muscular  tissue  of  organic  life.  The  contrary  opinion  was  long 
held.  But  comparative  anatomy,  the  microscope,  examinations 
during  gestation,  and  physiological  observations,  have  dispelled 
all  doubts  upon  this  point.  During  pregnancy,  and  in  conse- 
quence of  the  development  of  tumours,  or  of  an  accumulation 
of  liquid  in  the  uterine  cavity,  the  proper  tissue  assumes  all  the 
external  characters  and  properties  of  muscular  tissue,  as  it  is 
seen  in  the  instruments  of  organic  life. 

The  direction  of  the  muscular  fibres  of  the  uterus  has  been 
the  subject  of  numerous  researches.  Malpighi  and  Monro 
thought  there  was  nothing  regular  in  the  disposition  of  these 
fibres  ;  and  in  the  empty  state  this  appears  to  be  the  case.  They 
are  so  interlaced  and  compressed,  that  it  is  in  vain  we  seek  to 
disentangle  them.  But  during  gestation,  the  muscular  elements 
having  undergone  very  considerable  development,  the  mingling 
of  the  bundles  becomes  easier  to  follow. 

It  may  be  admitted  that  the  muscular  wall  of  the  uterus  is 
formed  of  three  layers  or  planes  of  bundles — an  outer,  a  middle, 
and  an  inner.  These  three  layers  are  not  clearly  defined,  as  is 
the  case  in  the  heart ;  but  they  send  communicating  bundles 
to  each  other.  The  arrangement  of  these  muscular  bundles  is  by 
no  means  constant,  but  they,  nevertheless,  always  approach  a 
determinate  type. 

1st.  The  external  or  superficial  layer  comprises  a  longitudinal 
bundle,  or  rather  a  broad  median  ribbon,  and  transverse  fibres. 
The  median  band,  the  looped  band  of  M.  Helie,*  arises  on  the 
posterior  aspect  of  the  uterus,  on  a  level  with  the  union  of  the 
body  with  the  neck,  by  fibres  continuous  with  the  transverse 
fibres.  At  its  origin  it  is  often  overlaid  by  a  thin  stratum  of 
these  transverse  fibres.  Ascending  over  the  posterior  surface 
of  the  uterus,  it  is  reinforced  successively  by  similar  fibres, 
which  are  added  to  its  borders,  and  by  new  fibres  which  spring 
up  in  the  openings  of  its  primitive  fibres.  It  then  curves  over 
the  fundus  uteri,  where  its  fibres,  hitherto  parallel,  proceed 
diverging,  so  that  three  portions  may  be  distinguished — an 
inner,  an  external,  and  a  middle.  The  inner  portion  often 
crosses  partially  with  that  of  the  opposite  side  of  the  median 
line  ;  the  external  portion  runs  towards  the  angles  of  the  uterus, 
and  mixes  with  the  transverse  fibres.    The  fibres  of  the  middle 

*  Recherches  sur  la  disposition  des  fibres  musculaires  de  l'uterus  developpe 
par  la  grossesse.    Paris,  1864. 
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portion  descend  over  the  anterior  aspect,  then  successively  curve 
outwardly,  to  be  continued  with  the  fibres  forming  the  round 
ligaments.  Sometimes  the  innermost  fibres  of  this  bundle  reach 
the  level  of  the  isthmus  of  the  uterus,  and  in  their  turn  curve 
outwardly  to  mingle  with  the  transverse  fibres. 

The  transverse  fibres  form  the  principal  mass  of  the  external 
layer.  On  the  lower  half  of  the  body  they  are  directly  trans- 
verse; at  a  higher  level  they  converge  towards  the  angles  of 
the  uterus.  Towards  the  median  line,  the  most  superficial  fibres 
sometimes  turn  up  so  as  to  become  longitudinal,  and  to  be 
continuous  with  the  looped  bundle.  The  deeper  fibres  proceed 
directly  from  one  side  of  the  uterus  to  the  other.  Externally 
the  superficial  fibres  are  prolonged  into  the  broad  ligaments, 
over  the  oviducts,  and  into  the  round  and  ovarian  ligaments  ; 
the  deeper  fibres  curve  round  the  borders  of  the  uterus,  passing 
from  one  aspect  to  the  other.  In  this  course  they  meet  the 
arteries  and  veins,  which  they  surround  with  contractile  rings. 
At  the  same  time  the  fibres  pass  from  one  plane  to  another, 
so  that  those  which  were  at  first  superficial,  become  deeper  as 
they  get  behind. 

The  fibres  of  the  neck  are  generally  transverse,  but  are  a  little 
oblique  downwards  and  inwards,  and  often  crossed  on  the  median 
line.  They  send  expansions  outwardly  into  the  broad  ligament, 
backwards  into  the  utero-sacral  ligaments,  and  sometimes  for- 
wards into  the  utero-vesical  ligaments. 

2nd.  The  middle  layer  oi  the  muscular  fibres  of  the  uterus  forms 
about  one-third  of  the  uterine  wall.  "When  sections  of  this  wall 
are  made,  it  is  distinguished  by  the  great  size  of  the  vessels, 
principally  veins,  which  traverse  it.  It  is  composed  of  muscular 
bundles,  which  cross  each  other  in  all  directions,  and  send  off 
frequent  branches,  which  circumscribe  more  or  less  completely 
large  holes  or  canals  in  which  the  blood  vessels  are  contained. 
This  texture  is  the  same  throughout  the  whole  body  of  the 
uterus,  but  is  especially  manifest  in  the  region  which  corre- 
sponds to  the  insertion  of  the  placenta.  There  is  nothing  like 
it  in  the  neck. 

3rd.  The  internal  layer  is  principally  composed  of  annular 
fibres  from  the  isthmus  as  far  as  the  orifices  of  the  Fallopian 
tubes. 

But  these  fibres  are  covered  on  each  of  the  surfaces  of  the 
uterus  by  a  broad  and  thick  band  of  longitudinal  fibres,  forming 
a  triangular  bundle,  whose  base  is  superior,  and  stretches  from 
one  tubal  orifice  to  the  other ;  and  whose  apex,  directed  down- 
wards, descends  nearly  to  the  os  internum  uteri.  It  is  formed 
of  transverse  fibres,  which  curve  from  below  upwards,  run  for 
a  certain  distance  in  the  longitudinal  direction,  and  then  again 
become  transverse.  An  annular  bundle,  very  powerful,  and 
always  a  little  prominent,  surrounds  the  os  internum  uteri, 
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forming  a  true  sphincter,  which  explains  the  habitual  constric- 
tion of  this  orifice.  Muscular  rings,  whose  diameter  goes  on 
diminishing  from  within  outwards,  surround  the  infundibula  of 
the  uterine  cavity.  On  the  median  line  of  the  anterior  wall,  and 
on  the  median  line  of  the  posterior  wall,  the  rings  of  the  right 
and  left  sides  meet,  and  even  interlace.  Their  upper  halves 
constitute  antero-posterior  arcs,  which  form  the  roof  of  the 
uterine  cavity.  By  their  inferior  halves  they  begin  the  series 
of  the  transverse  annular  fibres. 

In  the  neck,  on  the  middle  of  each  wall,  a  branched  muscular 
bundle  gives  rise  to  the  projections  of  the  arbor  vita?;  it  rises 
from  the  middle  of  each  wall,  and  forms  arches  right  and  left. 
Beneath  this  bundle,  but  rather  deeply,  the  fibres  are  transverse 
or  annular,  and  are  confounded  with  those  of  the  external  layer. 

C.  The  internal  or  mucous  membrane. — Some  anatomists,  and 
in  particular  Morgagni  and  Chaussier,  who  observed  the  inner 
surface  after  delivery,  have  denied  the  existence  of  the  uterine 
mucous  membrane.  But  the  microscope  has  set  at  rest  all 
disputes  upon  this  point.  The  mucous  membrane,  however, 
presents  different  characters  in  the  cavity  of  the  body  and  in 
that  of  the  neck. 

1.  The  mucous  membrane  in  the  body  of  the  uterus  is  of  a 
grayish  or  rosy  white ;  its  surface  is  smooth  and  finely  punct- 
ated. Its  thickness,  in  the  intermenstrual  period,  in  general 
does  not  exceed  0*04  inches,  and  in  certain  points  is  only 
0*02  inches  ;  during  the  menstrual  periods  it  swells  considerably, 
and  may  even  exceed  0*12  inches. 

Differing  from  what  is  usually  seen  in  mucous  membranes, 
the  uterine  membrane  is  not  separated  from  the  muscular  tunic 
by  a  distinct  layer  of  connective  tissue  allowing  it  to  slide  on 
this  tunic,  or  at  least  marking  the  exact  limits  between  the  two 
tunics.  These  limits  can,  indeed,  scarcely  be  properly  dis- 
tinguished by  the  microscope  ;  for  a  certain  number  of  muscular 
bundles  are  seen  to  penetrate  into  the  thickness  of  the  mucous 
membrane  between  the  uterine  glands. 

Two  distinct  layers  compose  the  uterine  mucous  membrane  ; 
an  epithelial  layer  and  a  basement  layer.  The  latter  encloses  in 
its  substance  glands,  vessels,  and  nerves. 

The  epithelium  is  composed  of  a  simple  layer  of  cylindrical 
cells,  furnished  on  their  free  surface  with  extremely  fine  cilia, 
which  sweep  from  without  inwards.  The  vibratile  epithelium 
is  continued  as  far  as  the  middle  of  the  cervix ;  below  this,  it  is 
replaced  by  a  pavement-epithelium. 

The  basement  layer  is  composed  in  the  body  of  the  uterus  of 
an  embryonic  connective  tissue,  in  which  are  seen  closely- 
packed  nuclei  and  fibre-cells  or  flattened  lamellae. 

The  uterine  glands  are  either  simple  or  bifurcated  utriculce, 
very  analogous  to  the  glands  of  Lieberkiihn  of  the  intestines. 
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Their  length  is  determined  by  the  thickness  of  the  mucous 
membrane.  Their  width  is  from  0'02  inches  to  0'03  inches. 
Often  the  cul-de-sac,  or  blind  extremity,  is  curved  like  a  crook  or 
twisted  like  a  cork-screw.  They  open  separately  or  in  groups 
of  two  or  three  by  an  orifice  0*03  inches  in  diameter,  at  the 
bottom  of  little  depressions  observed  on  the  surface  of  the 
mucous  membrane.  When  the  membrane  becomes  hyper- 
trophied  under  the  influence  of  menstruation,  the  glandules 
assume  a  development  even  greater  in  proportion.  They  are 
formed  of  a  very  thin  amorphous  membrane,  furnished  interiorly 
with  a  layer  of  cylindrical  epithelium,  which  is  only  dis- 
tinguished from  that  on  the  free  surface  of  the  mucous  mem- 
brane by  the  absence  of  vibratile  cilia.  These  glandules  are 
extremely  numerous.  Generally  they  are  separated  from  each 
other  by  a  distance  of  only  0*04  inches  to  0*08  inches. 

2.  The  neck  of  the  uterus. — Here  the  mucous  membrane  is  much 
thicker  than  in  the  body  ;  it  is  whiter,  denser,  and  less  friable. 
It  is  0'04  inches  thick ;  but  this  thickness  is  much  increased  at 
the  level  of  the  folds  of  the  anterior  and  posterior  walls.  The 
mucous  membrane  of  the  neck  is  furnished  in  its  lower  third  or 
half  with  warty  or  filiform  papillae,  0'08  inches  to  0*25  inches 
high,  and  which  are  very  numerous  on  the  external  surface  of  the 
os  tincae.  Formed  of  an  amorphous  substance,  including  a  multi- 
tude of  nuclei,  they  make  no  projection  on  the  surface  of  the 
epithelium.  They  are,  however,  well  seen  when  the  epithelium 
is  removed  by  maceration,  as  in  Fig.  24,  a  preparation  made 


Fig.  24. — (after  tyler  smith,  and  h  ass  All.) 
villi  of  the  os  uteri,  from  which  the  epithelium  has  been  removed. 
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by  Dr.  Hassall.  Between  these  folds  are  seen  a  multitude  of 
round  or  oval  orifices  from  0*12  inches  to  0'16  inches  wide, 
arranged  in  linear  series  and  leading  to  the  irregular  cavities 


Fig.  25. — (after  tyler  smith,  and  hassall.) 
extremities  of  villi  of  os  uteri,  covered  by  squamous  epithelium,  showing  their 
central  depressions. 

lined  with  cylindrical  epithelium.  The  diameter  of  these 
cavities,  which  occupy  the  whole  thickness  of  the  mucous  mem- 


FlG.  26.— (AFTER  TYLER  SMITH,  AND  HASSALL.) 
VILLI  OF  OS  UTERI,  COVERED  BY  PAVEMENT  EPITHELIUM  AND  CONTAINING  LOOPED  BLOOD-VESSELS . 

brane,  is  scarcely  larger  than  that  of  their  openings.  They  re- 
present rudimentary  follicles  ;  and  secrete  the  transparent  and 
viscous  mucus  which  is  usually  found  in  the  uterine  neck.  The 
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mucous  membrane  of  the  neck  is  composed  of  a  mucous  chorion 
formed  almost  exclusively  of  connective  tissue,  and  of  an 
epithelium  formed  of  cylindrical  cells  in  the  upper  two-thirds  of 
the  neck,  and  of  pavement  cells  in  the  lower  third. 

We  often  meet,  on  the  surface  of  the  uterine  mucous  mem- 
brane, with  spherical  transparent  vesicles  called  ovula  Nabothi. 
These  are  simply  muciparous  follicles  which  are  found  in  the 
cavity  of  the  body  as  well  as  in  that  of  the  neck,  but  which 
especially  abound  in  the  neighbourhood  of  the  os  uteri.  When 
small  they  remain  buried  in  the  mucous  membrane.  They  only 
become  visible  when  the  mucus  accumulates  in  their  cavities 
through  the  obliteration  of  their  orifices.  When  very  largely 
developed  they  have  given  rise  to  the  suspicion  of  serious  disease. 
They  are  formed  of  an  investing  membrane  of  connective  tissue, 
and  of  cylindrical  epithelium ;  and  contain  a  transparent, 
vitreous,  or  colloid  liquid. 

Vessels  and  Nerves  :  1st.  Arteries. — The  arteries  of  the  uterus 
spring  from  two  sources  :  1st.  Some  arise  from  the  hypogastric, 
and  take  the  name  of  uterine  arteries.  Placed  at  first  on  the 
sides  of  the  vagina,  they  penetrate  the  broad  ligaments  in  the 
neighbourhood  of  the  cervix  uteri,  ascend  along  the  borders  of 
the  uterus,  and  anastomose  with  the  utero-ovarian  arteries. 
2nd.  The  others,  not  less  considerable,  spring  from  the  ovarian 
arteries,  called  for  this  reason  by  Cruveilhier,  utero-ovarian ; 
they  reach  the  upper  angles  of  the  uterus,  then  descend  along 
the  borders  of  this  organ,  to  anastomose  with  the  uterine 
arteries. 

The  branches  furnished  by  the  two  arteries  which,  on  either 
side,  run  along  the  border  of  the  uterus,  course  at  first  under  the 
peritoneum,  surrounded  by  the  muscular  bundles  which  proceed 
from  the  uterus  ;  then,  after  a  certain  course,  they  plunge  into 
the  substance  of  the  muscular  tissue,  where  they  ramify  and 
anastomose  with  each  other,  and  with  the  branches  of  the 
opposite  side.  All  these  branches,  which  are  very  numerous, 
are  remarkable  for  their  cork-screw  twistings.  It  was  thought 
at  one  time  that  this  helicine  disposition  was  designed  to  favour 
the  development  of  the  pregnant  uterus  by  uncurling,  and 
becoming  straight  as  the  uterus  grew ;  but,  the  fact  is,  that  the 
arteries,  even  in  advanced  pregnancy,  are  as  flexuous  as  in  the 
non-pregnant  state.  These  arteries  are  not  distributed  equally 
to  all  parts  of  the  uterus  ;  the  neck  receives  but  a  small  number ; 
at  the  neighbourhood  of  the  upper  angle  of  the  uterus,  on  the 
other  hand,  the  utero-ovarian  artery  supplies  suddenly  from 
twelve  to  eighteen  tufts  of  arteries,  spirally  curled,  which  cover 
with  their  ramification  the  whole  of  this  region.  At  the  level 
of  the  furrow,  which  separates  the  body  from  the  neck, 
M.  Huguier  has  described  an  arterial  circle  formed  by  the 
anastomoses  of  the  arteries  of  the  right  side  with  those  of  the 
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left.  The  ultimate  ramifications  of  the  arteries  of  the  uterus  are 
distributed  in  the  mucous  membranes.  The  ramuscules  in  this 
membrane  are  of  importance  as  to  size  only  in  the  deeper 
layers  ;  beneath  the  epithelium  they  form  a  capillary  net- work, 
very  fine  and  close,  the  interspaces  of  which  receive  the  orifices 
of  the  glands.  The  coats  of  the  arteries  are,  as  Mr.  Eainey 
pointed  out,  very  thick,  and  are  apt,  unless  care  be  observed,  to 
be  mistaken  for  the  proper  fibre  of  the  uterus. 

2nd.  The  veins  of  the  uterus  are  remarkable  for  their  enor- 
mous development ;  they  are  large  canals  hollowed  out  of  the 
thickness  of  the  muscular  substance,  and  frequently  communi- 
cating with  each  other.  They  have  been  called  the  uterine 
sinuses,  and  M.  Rouget  has  described  them  under  the  name  of 
the  corpus  spongiosum  of  the  uterus.  The  uterine  sinuses  occupy 
all  the  body  of  the  uterus,  and  cease  abruptly  at  the  level  of  the 
os  uteri  internum.  The  neck  itself  has  a  much  less  marked 
venous  development.  Between  the  uterine  sinuses,  we  find  in 
the  wall  of  the  uterus  venous  ducts  twisted  spirally,  like  the 
arteries,  and  which  are  analogous  to  the  retce  mirabiles  of  the 
gland  and  corpus  spongiosum  of  the  male  urethra. 

On  the  lateral  borders  of  the  uterus  these  sinuses  communicate 
with  vast  venous  plexuses,  situated  in  the  thickness  of  the  broad 
ligaments,  and  continuous  below  with  the  vaginal  plexus,  and 
above  with  the  sub-ovarian  plexus.  They  have  received  the 
name  of  the  pampiniform  plexuses.  From  these  plexuses  proceed 
below,  the  pudic  veins ;  in  the  middle,  the  uterine  veins ; 
above,  the  ovarian  veins.  These  last  present  but  very  few 
valves,  and  assume  full  development  only  after  puberty. 

3rd.  The  lymphatic  vessels,  during  pregnancy  and  after  de- 
livery, are,  like  the  veins,  of  considerable  size.  They  form 
several  planes  in  the  thickness  of  the  uterus ;  the  superficial  are 
the  largest.  They  are  divided  into  two  groups ;  those  of  the 
neck,  which  run  to  the  pelvic  ganglia  ;  those  of  the  body,  which 
terminate  in  the  lumbar  ganglia.  These  last  accompany  the 
utero-ovarian  veins.  Dr.  Lucas-Champonniere*  describes  a 
ganglion  situated  above  the  lateral  vaginal  cul-de-sac,  closely 
applied  at  the  union  of  the  body  and  neck.  When  missing, 
there  are  always  networks  of  lymphatics  closely  packed.  Gallard 
thinks  this  ganglion  or  network  plays  an  important  part  in 
pathology,  as  the  starting-point  of  puerperal  and  other  affec- 
tions. 

4th.  The  nerves  proceed,  some  from  the  renal  plexuses  and 
inferior  mesenteric,  to  reach  the  uterus,  being  closely  bound  to 
the  utero-ovarian  arteries ;  others,  proceeding  from  the  hypo- 
gastric plexus,  are  formed  by  some  anterior  branches  of  the 
sacral  nerves,  and  by  branches  proceeding  from  the  lumbar 

*  Lymphatiques  uterins  et  lymphangite  uterine.  Bull,  de  la  Soc.  Med.  des 
hopitaux  de  Paris.  Vol.  vii. 
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£anglia  of  the  great  sympathetic.  These  two  plexuses  anasto- 
mose in  the  thickness  of  the  broad  ligaments,  and  send  off 
filaments  oyer  the  two  surfaces  of  the  uterus  which  penetrate 
into  the  substance  of  the  organ,  keeping  in  intimate  contact  with 
the  arteries,  or  coursing  in  the  spaces  between  the  arteries. 

The  filaments  are  found  in  greatest  number  at  the  union  of 
the  neck  and  body  of  the  uterus.  The  existence  of  nerves  in 
the  uterine  neck  was  denied  by  Jobert,  but  has  been  affirmed 
by  Eobert  Lee,  Lud.  Hirschfeld,  and  Eichet.  This  last 
anatomist  says  he  has  several  times  been  able  to  trace  nervous 
filaments  as  far  as  the  middle  of  the  neck,  and  everything 
points  to  the  belief  that  the  labia  of  the  os  tincse  are  not 
absolutely  deprived  of  nerves,  although  it  has  not  been  possible 
to  demonstrate  them  in  this  part. 

The  question  of  the  supply  of  nerves  to  the  uterus  has  been 
the  subject  of  keen  and  protracted  controversy ;  and  it  is  a 
source  of  satisfaction  that  numerous  appeals  to  nature  have 
been  made  by  able  anatomists  to  determine  the  points  at  issue. 
I  am  not  aware  that  any  recent  observer  possessing  full  means 
of  investigation,  and  bringing  all  the  modern  aids  to  minute 
dissection  to  the  task,  has  confirmed  the  descriptions  of  Dr. 
Eobert  Lee.  It  would,  therefore,  only  encumber  a  didactic 
work  to  reproduce  the  unsupported  views  of  this  author.  The 
researches  of  Hirschfeld,  Eichet,  Lobstein,  and  Boulard,  con- 
ducted with  unquestionable  skill  and  candour,  all  go  to  negative 
the  conclusions  of  Dr.  Lee,  and  to  substantiate  the  accuracy  of 
the  descriptions  of  Dr.  Snow  Beck.  The  best  and  most  impartial 
summary  of  this  important  matter,  and  which  may  be  taken  to  be 
the  latest  and  most  authentic  expression  of  anatomical  science,  is 
the  following  account  by  M.  Boulard,  adopted  by  Gruveilhier  : 

1.  The  nerves  of  the  uterus  are  very  few  in  number. 

2.  They  do  not  increase  in  size  during  pregnancy.  The 
principal  differences,  observed  during  pregnancy  and  in  the  non- 
pregnant state,  bear  more  upon  the  state  of  the  plexuses  than  on 
the  volume  of  the  nerves. 

3.  In  the  child,  the  elements  of  these  plexuses,  crowded 
together,  seem  to  constitute  a  true  nervous  membrane;  from 
these  there  proceed  very  delicate  nerves,  which  run  to  the  uterus 
and  broad  ligaments  to  give  off  their  filaments,  which  are 
entirely  capillary. 

4.  In  woman  whose  uterus  is  developed,  the  plexus,  as  Beck 
observed,  is  carried  higher  up  ;  its  elements  are  separated,  and 
form  more  or  less  considerable  spaces  ;  and  as  to  the  nerves 
issuing  from  it,  they  only  differ  in  being  longer,  coinciding 
with  greater  tenuity  if  compared  with  those  met  with  in  the 
normal  uterus  of  an  adult  woman. 

5.  These  nerves  issue  from  the  hypogastric  ganglion,  as  well 
as  from  the  nervous  ring  or  ganglion  which  surrounds  the 
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urethra  at  its  entry  into  the  bladder.  They  reach  the  sides  of 
the  uterus,  and  thence  follow  in  part  the  distribution  of  the 
arteries.  In  every  case  they  are  constantly  accompanied  by  a 
very  fine  arteriole.  Some,  very  fine,  reach  the  anterior  and 
posterior  surfaces,  as  well  as  the  fundus  of  the  uterus. 

6.  As  to  the  neck,  imitating  the  prudent  reserve  of  Longet, 
Boulard  does  not  absolutely  decide  the  question  on  account  of 
the  extreme  difficulty  of  the  dissection.  He,  however,  believes 
that  the  uterine  neck,  that  is  the  vaginal  portion,  is  not  com- 
pletely deprived  of  nerves.  He  thinks  he  has  traced  a 
nervous  filament  ramifying  in  the  anterior  lip  of  the  os  tinese. 

7.  M.  Boulard  has  never  seen  uterine  plexuses  or  ganglia. 
It  is  enough,  he  says,  to  cast  the  eye  upon  the  walls  of  a 
developed  uterus,  after  having  removed  the  peritoneum,  to 
recognise  how  easy  it  is  to  fall  into  error,  and  how  easy  to 
represent  as  nerves  and  ganglia,  muscular  fibres,  venulae,  lym- 
phatic vessels,  &c,  especially  after  a  prolonged  submersion. 

On  the  other  hand,  Frankenhaiiser,*  whilst  to  a  great  extent 
coinciding  with  those  who  doubt  the  real  nervous  character  of 
the  structures  described  as  such  by  Lee,  says  Snow  Beck's 
plates  and  descriptions  contain  many  errors.  This  he  attributes 
to  Beck's  not  having  dissected  the  parts  in  situ,  but  removed 
from  the  body.  He  points  out  that  in  Beck's  plates  of  the 
gravid  uterus,  the  nervous  filaments  are  remarkably  few  and 
small,  and  suggests  that  the  specimens  must  have  been  extra- 
ordinarily scantily  supplied,  or  what  is  more  likely,  were  cut 
away.  Frankenhaiiser  says  the  plates  of  Walterf  are  the  best 
yet  published,  being  far  more  accurate  than  the  oft-repeated 
ones  of  Tiedemann.  Walter  was  the  first  to  demonstrate  a 
lateral  ganglion  on  the  uterine  neck. 

*  Die  Nerven  der  Gebarmutter.    Jena,  1867. 

f  Tabulae  nervorum  thoracis  et  abdominis.    Berolini,  1783. 
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THE  VAGINA. 

The  vagina  is  a  membranous  canal  extending  from  the  vulva 
to  the  uterus.  It  is  at  the  same  time  the  organ  of  copulation 
in  woman,  and  the  canal  serving  for  the  passage  of  the  men- 
strual blood  on  the  one  hand,  and  of  the  product  of  conception 
on  the  other. 

It  is  situated  in  the  cavity  of  the  pelvis,  between  the  bladder 
and  the  rectum.  Maintained  in  its  position  by  intimate 
adhesions  with  the  surrounding  parts,  the  vagina  is  still  not  so 
fixed  but  that  it  may  undergo  an  inversion  upon  itself  like 
the  finger  of  a  glove  or  an  invagination.  This,  in  fact,  is  the 
true  nature  of  most  of  the  cases  of  so-called  prolapsus  with 
procidentia  of  the  uterus.  It  is  to  be  observed  that  the 
anterior  wall  of  the  vagina  is  shorter  than  the  posterior  wall ; 
the  difference  being  from  0*4  inches  to  0*8  inches. 

The  vagina  is  not  of  equal  width  in  all  parts  of  its  length. 
Its  lower  or  vulvar  orifice  is  the  narrowest  part :  its  upper 
extremity  has  much  larger  dimensions.  In  women  who  have 
had  children,  the  fundus  of  the  vagina  forms  a  large  bag,  in 
which  the  speculum  may  be  made  to  sweep  freely,  and  in  which 
also  a  large  quantity  of  blood  may  accumulate  in  cases  of  uterine 
haemorrhage.  Moreover,  this  canal  is  eminently  dilatable,  as  is 
proved  by  parturition :  it  is  at  the  same  time  elastic ;  and  after 
labour  it  returns  nearly  to  its  original  dimensions.  The  part 
which  is  most  dilatable  and  the  least  elastic  is  certainly  the 
upper  part,  to  which  the  name  of  vaginal  bag  might  well  be 
given,  whilst  the  lower  orifice  might  be  called  the  vaginal  strait. 

When  not  dilated  by  a  foreign  body,  the  walls  of  the  vagina 
touch  each  other  at  every  part,  so  that  its  cavity  is  completely 
closed.  This  may  be  clearly  demonstrated  by  watching  the 
behaviour  of  the  vagina  during  the  withdrawal  of  the  tubular 
or  bivalve  speculum.  As  the  instrument  retreats  from  the 
fundus,  the  walls  of  the  vagina  close  up  behind  it,  and  even 
help  to  expel  the  speculum  by  its  elasticity  and  contractile  action. 
There  are,  however,  cases  in  which  the  fundus  of  the  vagina 
resents  a  true  cavity,  the  walls  not  being  in  contact.  This 

have  chiefly  seen  in  women  who  were  subject  to  prolapsus.  If 
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a  horizontal  section  of  the  organ  is  made,  it  exhibits  a  trans- 
verse slit  not  always  of  exactly  similar  shape.  Generally  this 
slit  is  slightly  curvilinear,  with  anterior  convexity,  and  each  of 
the  two  extremities  falls  upon  an  antero-posterior  slit,  which 
gives  to  the  whole  the  form  of  the  letter  H.  This  form  is 
perfectly  adapted  to  that  of  the  neighbonring  parts;  for  the 
urethra  is  placed  in  the  opening  of  the  anterior  branches, 
and  the  rectum  is  received  into  the  posterior  space.  The  trans- 
verse branch  is  generally  about  0*25  inches  long  in  the  adult. 
In  the  child  it  is  shorter,  and  the  section  takes  rather  the  shape 
of  a  star. 

Relations. — 1.  The  anterior  aspect  of  the  vagina,  which 
presents  a  slight  concavity  in  the  transverse  direction,  answers 
above  to  the  base  of  the  bladder.  To  this  organ  the  vagina 
is  united  by  a  dense  filamentous  cellular  tissue.  Lower  down 
the  vagina  is  united  to  the  urethra,  and  the  relation  is  so  intimate 
that  the  urethra  seems  to  be  hollowed  out  of  the  anterior  wall  of 
the  vagina.  The  urethra  may  thus  be  felt  like  a  prominent  cord 
running  along  the  median  line.  It  thus  forms  an  excellent 
guide  to  the  situation  of  the  meatus,  serving  as  a  direct  clue  in 
passing  the  catheter.  This  intimate  adhesion  of  the  vagina 
with  the  bladder  and  urethra  explains  why  these  latter  organs 
are  constantly  dragged  down  in  displacements  of  the  uterus. 

2.  The  posterior  aspect  of  the  vagina  answers  to  the  rectum, 
through  the  peritoneum  in  its  upper  third  quarter,  and  im- 
mediately in  its  two  lower  thirds  or  three  quarters.  Hence  it  is 
seen  that  when  the  posterior  wall  of  the  vagina  is  torn  in  its 
upper  third  or  fourth,  the  intestines  may  fall  through  the 
rent.  The  vagina  adheres  to  the  rectum  by  a  cellular  tissue 
much  looser  than  that  between  the  bladder  and  vagina,  so  that 
the  rectum  is  not  so  liable  to  be  dragged  down  in  the  displace- 
ment of  the  vagina. 

The  recto-vaginal  septum  is  the  septum  formed  by  the  apposi- 
tion of  the  posterior  wall  of  the  vagina  and  of  the  anterior  wall 
of  the  rectum.  Inferiorly  the  rectum  detaching  itself  from  the 
vagina,  there  is  formed  a  triangular  space,  whose  base  is 
below,  and  whose  antero-posterior  diameter  defines  the  thickness 
of  the  perinseum. 

3.  The  lateral  borders  of  the  vagina  give  attachment  above 
to  the  broad  ligaments  ;  below  to  the  pelvic  aponeurosis.  They 
are  crossed  by  the  levatores  ani  muscles,  which,  however,  take 
no  insertion  here,  and  answer  to  the  adipose  tissue  of  the 
perinseum  and  to  the  venous  plexuses. 

The  inner  surface,  or  mucous  membrane  of  the  vagina,  is  smooth 
in  its  upper  portion,  and  presents  on  its  two  walls  flattened 
rounded  tubercles,  measuring  from  0*04  inches  to  0*12  inches  in 
diameter,  and  pressed  against  each  other;  or  else  there  are  crests 
or  transverse  imbricated  prominences  representing  very  nearly 
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the  irregular  asperities  of  the  roof  of  the  palate.  These 
different  prominences  all  spring  from  a  median  crest,  which 
stretches  under  the  form  of  a  raphe  along  the  walls  of  the  vagina. 
The  two  median  raphes  are  called  the  columns  of  the  vagina. 
They  present  wide  dissimilarities  in  individuals  in  form  and  size, 
and  appear  to  be  a  vestige  of  the  vice  of  conformation  which 
consists  in  a  median  vaginal  septum — a  vice  which  although 
coinciding  most  frequently  with  bifidity  of  the  uterus,  may  exist 
independently.  The  anterior  column  sometimes  begins  im- 
mediately behind  the  meatus  urinarius,  sometimes  at  a  little 
distance  from  this  orifice  under  the  form  of  a  large  tubercle 
which  serves  as  a  guide  in  introducing  the  catheter.  Grreatly 
developed  and  very  prominent  at  this  point,  it  gradually 
diminishes,  and  is  insensibly  lost  in  the  upper  third  of  the 
vagina.  The  anterior  column  is  often  divided  by  a  median 
groove,  more  or  less  deep,  into  two  lateral  portions. 

The  posterior  column  is  generally  less  prominent  than  the 
anterior. 

The  columns  of  the  vagina  are  formed  of  a  kind  of  cavernous 
or  spongy  tissue.  The  venous  plexuses  situated  around  the 
vagina  send  numerous  prolongations  into  the  thickness  of  the 
muscular  tunic,  and  even  into  the  mucous  tunic  ;  around  these 
the  bundles  of  muscular  fibres  interlace  in  all  directions,  re- 
presenting the  trabeculee  of  erectile  tissues. 

The  rugse  of  the  vagina,  very  numerous  in  the  new-born  child 
and  in  virgins,  are  partly  obliterated  after  delivery  in  the  upper 
part  of  the  vagina ;  but  they  always  persist  in  the  lower  part, 
and  especially  at  the  vulvar  orifice  and  in  front.  These 
rugosities  are  not  folds,  and  cannot  serve  in  facilitating  the 
distention  of  the  vagina. 

The  inferior  or  vulvar  orifice  presents  in  front  an  extremely 
rugous  transverse  prominence.  This  prominence,  which  is  seen 
as  soon  as  we  separate  the  labia  majora  and  minora,  narrows, 
and  even  seems  to  close  the  entrance  of  the  vagina.  It  belongs 
to  the  anterior  column. 

The  vulvar  orifice  is  not  situated  in  the  centre  of  the  inferior 
strait  of  the  pelvis  ;  it  approaches  the  pubic  arch,  and  is 
separated  from  the  coccyx  by  a  much  more  considerable 
space.  Even  after  labour,  and  throughout  life,  the  vulvar 
orifice  remains  narrower  than  the  rest  of  the  vaginal  canal. 
Hence,  a  well-designed  speculum  should  pass  the  vulva  easily, 
and  admit  of  expanding  at  the  fundus  of  the  vagina. 

In  virgins  the  orifice  is  provided  with  a  membrane,  the 
existence  of  which  is  constant  in  the  normal  state,  but 
whose  form  is  subject  to  numerous  variations.  This  is  the 
hymen,  from  vixr\v,  a  pellicle  ;  it  is  a  kind  of  diaphragm  interposed 
between  the  internal  genital  parts  on  the  one  side,  and  the 
external  parts  and  the  orifice  of  the  urethra  on  the  other. 
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This  membrane  is  usually  crescentic  with  the  concavity 
anterior  ;  it  occupies  the  posterior  half  of  the  circumference  of  the 
vulvar  orifice,  and  its  extremities  come  forward  to  lose  them- 
selves on  the  sides  of  the  meatus  urinarius.  Sometimes  it 
forms  two-thirds  of  a  circle,  or  even  a  complete  circle,  perforated 
near  the  anterior  part  of  its  circumference.  The  adherent 
border  of  the  hymen  is  its  thickest  portion.  Its  free  border  is 
thin,  concave,  often  irregular,  notched  in  shreds  or  fringes,  which 
lap  over  the  meatus.  Not  seldom  the  hymen  forms  a  membrane 
which  completely  closes  the  inferior  orifice  of  the  vagina,  con- 
stituting the  vice  of  conformation  known  as  imperforate  vagina. 
The  hymen  is  usually  thin  and  fragile,  and  is  easily  ruptured 
on  the  first  sexual  relations.  But  it  may  be  very  resisting, 
fibrous,  or  even  cartilaginous,  and  rendering  copulation  impos- 
sible. It  has  also  happened  that  the  hymen  is  very  loose,  or 
provided  with  a  large  opening ;  has  been  simply  pushed  back 
by  the  penis  without  being  torn,  and  has  been  preserved  intact 
until  the  moment  of  labour.  It  has  even  been  known  to  persist 
in  prostitutes.  When  the  hymen  has  been  torn,  the  bleeding 
shreds  are  retracted  and  cicatrize  ;  they  shrink,  and  give  rise  to 
the  tubercles  called  carunculce  myrtiformt^ s  The  number,  form, 
and  situation  of  these  carunculae  vary  extremely.  Most  fre- 
quently they  are  three,  thick  and  fleshy,  and  occupy — one,  the 
posterior  part,  the  other  two  the  sides  of  the  entrance  of  the 
vagina.  Sometimes,  instead  of  tubercles,  lengthened  shreds  are 
found,  or  slight  eminences  with  hooked  borders,  like  a  cock's- 
comb,  or  small  pediculated  polypi.  The  laceration  of  the 
hymen  may  be  partial ;  then  it  persists  as  a  complete  half-circle, 
narrow,  with  notched  edges,  or  with  fissures  extending  to  the 
base. 

The  hymen  is  constituted  by  a  mucous  fold,  containing 
between  its  lamellse  a  layer  of  cellular  tissue,  enclosing  numerous 
elastic  fibres,  and  some  muscular  bundles  of  organic  life.  Some 
blood-vessels  ramify  in  its  thickness.  Pavement  epithelium 
covers  its  two  surfaces. 

Structure  of  the  Vagina. — Thin  above,  the  vagina  thickens 
considerably  at  the  level  of  the  urethra,  and  terminates  by  a 
rugous,  and  very  prominent  enlargement,  forming  the  protu- 
berance at  the  entrance  of  the  vagina,  already  described.  The 
vagina  invested  behind,  for  a  short  space,  by  the  peritoneum, 
has  membranous  walls  not  at  all  resembling  those  of  the  uterus. 
They  are  composed  essentially  of  an  internal  or  mucous  coat,  and 
of  an  external  or  muscular  coat,  which  it  is  impossible  to  isolate 
by  the  scalpel,  but  which,  on  section,  may  be  distinguished  by 
their  colour.  The  first  is  white,  the  second  reddish.  Their 
thickness  increases  as  we  approach  the  vulvo-vaginal  orifice. 
Around  these  two  tunics  is  stretched  a  thin  layer  of  cellulo- 
fibrous  tissue,  in  which  are  found  numerous  clastic  fibres. 
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The  muscular  tunic  of  the  vagina  is  composed  of  bundles 
anastomosing  and  crossing  so  as  to  form  nets  in  the  large 
openings  filled  up  with  connective  tissue.  Sometimes  the  con- 
nective tissue,  sometimes  the  muscular  predominates. 

The  disposition  of  the  muscular  bundles  presents  nothing 
regular.  The  longitudinal  and  the  circular  fibres  do  not  form 
distinct  layers.  The  first,  however,  predominate  near  the  mucous 
membrane,  the  latter  near  the  external  surface  of  the  vagina. 
According  to  M.  Eouget,  the  longitudinal  or  oblique  fibres 
cross  from  side  to  side  of  the  vagina ;  one  part  are  continuous 
above  with  the  external  longitudinal  fibres  of  the  uterus ;  the 
other  part  more  numerous,  run  downwards  and  backwards  on 
the  sides  of  the  rectum,  and  pass  between  the  large  vessels, 
united  here  into  plexuses. 

The  vaginal  mucous  membrane  is  formed  of  a  very  dense  con- 
nective tissue,  abounding  in  elastic  fibres.  This  it  is  which 
explains  its  great  strength  and  the  enormous  distention  it  can 
undergo  in  the  act  of  labour,  without  bursting.  Numerous 
vascular  papilla?,  conical  or  filiform,  cover  the  surface  of  the 
membrane ;  but  they  are  buried  and  hidden  in  the  investing 
stratified  pavement  epithelium.  They  are  met  with  also  in  the 
interval  of  the  prominences  of  the  vaginal  mucous  membrane. 
They  are  absent  only  in  the  neighbourhood  of  the  uterine  neck. 

There  are  no  glandules  in  the  vaginal  mucous  membrane. 
According  to  Henle  there  are  found  exceptionally  follicles 
analogous  to  the  solitary  follicles  of  the  intestine,  especially  in 
the  upper  portion,  and  on  the  uterine  neck. 

The  Bulb  of  the  Vagina. — Besides  the  rugous  tubercle  found 
in  front  of  the  orifice  of  the  vagina  there  exists  around  this 
orifice  a  swelling  or  large  cavernous  body,  filling  the  space  which 
separates  the  entrance  of  the  vagina  from  the  roots  of  the  clitoris. 
This  is  the  bulb  of  the  vagina.  Not  very  thick  in  front  where 
it  is  placed  between  the  meatus  urinarius  and  the  clitoris,  it 
swells  progressively  from  this  middle  portion,  and  ends  below  on 
the  sides  of  the  vagina  by  a  rounded  extremity.  The  posterior 
part  of  the  vaginal  orifice  only  is  deprived  of  bulb.  It  would 
be  more  exact,  perhaps,  to  admit  two  bulbs,  one  on  either  side. 
These  two  bulbs  have  been  compared  by  Kobelt  to  two  gorged 
leeches.  The  dimensions  of  the  injected  bulb  according  to 
Kobelt  are :  length,  1*50  in. ;  width,  0*50  in.  to  0*80  in. ;  thick- 
ness, 0*36  in.  to  0*50  in.  But  these  vary  extremely  according 
to  age,  frequency  of  sexual  relations,  of  labours,  and,  lastly,  to 
individual  peculiarities.  The  external  surface  of  the  bulb  is 
convex,  and  covered  by  the  constrictor  muscle  of  the  vagina  ;  it 
answers  to  the  ischio-pubic  ramus.  Its  internal  surface  is  con- 
cave, and  is  applied  around  the  vaginal  orifice.  The  two  halves 
of  the  bulb  are  united  anteriorly,  from  which  part  issue  numerous 
veins,  establishing  a  communication  between  the  bulb  and  the 
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gland  and  corpora  cavernosa  of  the  clitoris.  These  veins 
receive  also  those  which  proceed  from  the  frsenum  and  labia 
minora  in  front,  and  from  the  labia  majora  behind.  Some  run 
directly  to  the  dorsal  vein. 

Behind,  the  bulb  furnishes  not  less  numerous  veins  which 
communicate  with  those  of  the  vestibule,  vulva,  urethra,  and 
the  venous  networks  situated  around  the  bladder.  From  the 
terminal  enlargement  of  the  bulb  also,  large  venous  trunks,  the 
true  efferent  vessels  of  the  bulb,  run  to  the  internal  pudic  vein 
and  communicate  with  the  external  hemorrhoidal  veins. 

The  bulb  of  the  vagina  represents  the  corpus  spongiosum  in 
the  urethra  of  man.  It  is  composed  of  an  investing  membrane, 
very  thin,  and  of  an  areolar  spongy  tissue,  the  spaces  of  which, 
rather  large,  are  bounded  by  trabeculse  formed  of  connective 
tissue  and  smooth  muscular  fibres.  The  bulb  receives  from  the 
internal  pudic  artery  a  considerable  branch,  which  penetrates  at 
the  posterior  enlargement.  This  branch  supports  some  very 
delicate  nervous  filaments  which  are  distributed  with  it  in  the 
bulb. 

Vessels  and  Nerves  of  the  Vagina. — The  principal  arteries,  the 
vaginal,  proceed  from  the  hypogastric.  The  uterine,  vesical, 
and  internal  pudic  all  give  branches  to  the  vagina  as  well.  All 
these  branches  ramify  in  the  substance  of  the  muscular  tissue, 
to  which  they  supply  numerous  ramuscles,  and  terminate  in  the 
substance  of  the  mucous  membrane. 

The  veins  arise  from  the  capillary  network  of  the  mucous 
membrane,  reach  the  borders  of  the  vagina,  and  empty  them- 
selves into  the  rich  plexuses  which  surround  it.  These  veins 
communicate  below  with  those  of  the  bulb,  above  with  those  of 
the  uterus. 

The  lymphatic  vessels,  easily  injected  through  the  lymphatic 
network  of  the  mucous  membrane,  proceed  to  the  lymphatic 
ganglia  of  the  pelvis. 

The  nerves  come  from  the  hypogastric  plexus. 

Development  of  the  vagina. — The  origin  of  the  vagina  has 
been  already  considered  at  the  same  time  as  that  of  the  uterus. 
According  to  Meckel,  the  rugae  and  rugosities  of  the  vagina  only 
become  manifest  towards  the  fifth  month  of  intra-uterine  life. 
The  hymen  only  appears  towards  the  middle  of  foetal  life.  It  is 
directed  from  behind  forwards,  is  rough,  thick,  and  more  dis- 
tinctly notched  than  at  a  later  period.  Its  existence  in  the  foetus 
is  constant. 

THE  VULVA. 

Under  the  name  of  vulva  is  comprised  the  collection  of  ex- 
ternal genital  parts — that  is,  the  mons  Yeneris,  the  labia  majora 
and  minora,  the  clitoris,  the  meatus  urinarius,  to  which  might 
be  added  the  orifice  of  the  vagina. 
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1.  The  mons  Veneris. — This  is  the  name  given  to  a  rounded 
eminence,  situated  in  front  of  the  pubes  above  the  vulva..  This 
eminence  is  due  in  part  to  the  projection  of  the  bones,  and  partly 
to  the  adipose  tissue  which  forms  a  cushion  under  the  skin.  At 
the  epoch  of  puberty  it  is  covered  with  hair. 

2.  The  labia  major  a. — These  are  two  prominent  folds  of  skin 
which  bound  an  antero-posterior  opening  to  which  most  anato- 
mists have  given  the  name  of  vulva.  Flattened  transversely, 
thicker  in  front  than  behind,  they  present  an  external  aspect 
covered  with  hair,  and  an  internal  aspect  moist  and  smooth, 
contiguous  with  the  same  aspect  of  the  opposite  labium.  It  has 
also  a  free  border,  convex,  and  covered  with  hairs  ;  an  anterior 
extremity  continuous  with  the  mons  Veneris ;  a  posterior  ex- 
tremity which  is  united  to  that  of  the  opposite  side  to  form  a 
commissure — the  fourchette,  which  is  often  torn  during  labour. 
The  space  between  the  fourchette  and  the  anus  constitutes  theperi- 
nceum,  which  is  an  inch  or  more  long  in  the  majority  of  subjects. 
The  space  which  separates  the  fourchette  from  the  entrance  of 
the  vagina  is  called  the  fossa  navicularis.  The  labia  are  com- 
posed of  a  layer  of  skin  and  a  layer  of  mucous  membrane,  both 
richly  supplied  with  sebaceous  glands.  The  glands  of  the 
cutaneous  surface  open  into  the  hair-follicles,  those  of  the 
mucous  aspect  open,  generally,  directly  on  the  mucous  mem- 
brane. Enclosed  between  the  skin  and  mucous  membrane  is 
a  large  quantity  of  adipose  cellular  tissue  in  subjects  at  all  fat ; 
in  all,  applied  closely  to  the  mucous  aspect  is  a  considerable  layer 
of  a  fibroid  tissue,  whose  fibres  directed  longitudinally,  are 
chiefly  elastic,  but  in  which  are  also  seen  some  longitudinal 
bundles  of  smooth  muscular  fibres.  The  adipose  tissue  is 
situated  beneath  the  cutaneous  aspect.  Arteries,  veins,  lympha- 
tics and  nerves  make  up  the  constituent  structures. 

The  labia  majora  present  great  analogy  to  the  male  scrotum. 
Embryology  establishes  this  analogy  conclusively.  M.  Br  oca 
has  even  described  a  membranous  sac  which  in  its  structure, 
arrangement,  and  relations,  exactly  represents  the  dartos  in 
man.* 

In  the  foetus,  the  peritoneal  prolongation  which  accompanies 
the  round  ligament,  which  is  called  the  canal  of  Mick,  termi- 
nates in  a  cul-de-sac  in  the  mouth  of  the  dartoid  sac. 

3.  The  labia  minora  or  nymphm. — These  organs  come  into  view 
on  separating  the  labia  majora.  They  are  two  mucous  folds, 
narrow  behind  where  they  arise  on  the  internal  aspect  of  the 
labia  majora,  widening  as  they  advance  forwards  and  converg- 
ing. Having  reached  the  level  of  the  clitoris  they  become  a 
little  narrower,  and  bifurcate  before  terminating.  The  inferior 
branch  of  the  bifurcation  is  attached  to  the  posterior  border  of 

*  Bulletin  de  la  Societe  Anatomique,  1851. 
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the  clitoris,  with  which  it  is  continued,  and  thus  forms  the 
frsenum.  The  upper  branch,  uniting  to  that  of  the  opposite 
side,  forms  a  hood-like  fold,  which  is  the  prepuce  of  the  clitoris. 
The  surfaces  of  the  nymphse  are  smooth  or  slightly  roughened ; 
their  free  border  is  convex,  nearly  acute,  and  often  slightly 
notched.  The  dimensions  vary  greatly  according  to  age  and 
race.  In  the  new-born  child,  the  nymphse  project  beyond  the 
labia  majora.  In  the  Hottentot  woman  they  attain  an  enormous 
length,  and  constitute  what  is  called  the  apron.  The  mucous 
membrane  is  covered,  like  that  of  the  rest  of  the  vulva,  with  a 
stratified  pavement  epithelium,  or  rather  with  a  true  epidermis. 
The  dermis  is  provided  with  simple  papillae,  mostly  vascular  and 
conical.  Their  substance  consists  of  a  non-adipose  tissue,  and 
large  bundles  of  elastic  fibres  anastomosing  in  network.  Seba- 
ceous glands,  analogous  to  those  of  the  internal  aspect  of  the 
labia  majora,  but  smaller,  open  on  both  surfaces,  but  principally 
on  the  internal  surface,  where  they  form  a  very  crowded  layer. 

The  vascular  network  of  the  mucous  membrane  is  extremely 
developed;  it  is  fed  by  branches  of  the  internal  pudic  artery.  The 
veins  springing  from  these  vessels  are  very  numerous,  and  form 
a  plexus  seated  in  the  thickness  of  the  cellular  tissue  interposed 
between  the  two  laminae  of  the  nymphse,  giving  to  these  a  sort 
of  erectile  character. 

The  clitoris  is  an  erectile  organ  representing  with  tolerable 
exactness  the  corpora  cavernosa  of  the  penis.  Its  free  extremity 
appears  at  the  anterior  part  of  the  vulva  about  J-inch  behind 
the  anterior  extremities  of  the  labia  majora,  under  the  form  of 
a  median  tubercle,  which  is  capped  by  the  prepuce  of  the 
nymph  a?,  and  which  is  continuous  with  the  inferior  branches  of 
the  bifurcation  of  these  organs.  This  tubercle  compared  with 
the  glans  penis,  is  the  gland  of  the  clitoris  ;  it  is  imperforate,  and 
is  generally  but  little  developed.  When  excessively  developed 
it  may  assume  an  appearance  not  unlike  the  penis  in  size  and 
form,  and  such  cases  have  been  reported  as  instances  of  herma- 
phrodism.  Like  the  corpora  cavernosa  of  man  the  clitoris  arises 
from  the  ischio-pubic  rami  by  two  roots,  which  enlarge  as  they 
converge  at  the  level  of  the  symphysis.  Here  they  unite  to 
form  one  body.  The  clitoris  has  a  suspensory  ligament,  and  an 
ischio-cavernous  muscle,  resembling  those  of  the  penis.  The 
corpora  cavernosa  consist  also  of  a  fibrous  investment,  a  median 
septum  separating  the  right  from  the  left  corpus,  and  a  cavernous 
tissue  formed  of  fine  trabeculse  in  which  the  muscular  element  is 
very  abundant. 

The  arteries  of  the  clitoris  are  the  cavernous  and  the  dorsal. 
The  latter  belongs  almost  exclusively  to  the  gland.  The  veins 
are  very  numerous  ;  some  emerge  from  the  gland,  and  form  the 
anterior  radicles  of  the  dorsal  vein ;  others  arise  from  the 
concavity  of  the  corpora  cavernosa  and  establish  communications 
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between  the  gland  and  the  corpora  cavernosa  on  the  one  hand, 
and  the  bulb  of  the  vagina  on  the  other ;  others,  again,  arise 
from  the  roots  of  the  clitoris  and  proceed  to  the  pubio- vesical 
plexus. 

The  nerves  come  from  the  internal  pudic;  they  are  princi- 
pally distributed  to  the  gland,  in  which  they  form  thick  plexuses. 

5.  The  meatus  urinarius. — Just  behind  the  clitoris,  in  the 
median  line,  and  immediately  in  front  of  the  protuberance  at 
the  orifice  of  the  vagina,  is  the  orifice  of  the  urethra.  It  usually 
exists  as  a  longitudinal  or  starred  slit,  the  borders  of  which  are 
slightly  notched  and  projecting. 

The  mucous  membrane  of  the  vulva  is  continuous  on  the 
one  hand  with  the  skin  of  the  labia  majora,  and  on  the  other 
with  the  mucous  membrane  of  the  vagina.  It  is  composed  of 
a  very  thin  mucous  chorion  formed  of  bundles  of  connective 
tissue  and  very  fine  elastic  fibres,  and  it  is  covered  by  a  layer 
of  cells  rather  to  be  classed  amongst  the  epidermic  than  the 
stratified  epithelia,  since  its  superficial  layers  are  distinguished 
by  their  flattened  laminous  form  and  their  want  of  nucleus. 
Vascular  papillae,  usually  simple  and  conical,  abound  on  the 
mucous  skin.  At  the  level  of  the  labia  minora  and  of  the 
clitoris  numerous  nervous  fibres  are  distributed.  On  the  labia 
majora  and  minora  sebaceous  follicles  are  thickly  seated ;  they 
are  visible  to  the  naked  eye,  and  supply  a  caseiform  odorous 
matter.  The  same  follicles  abound  around  the  meatus  urinarius 
and  the  vestibule,  that  is  to  say,  that  part  situated  between  the 
clitoris  and  the  meatus.  Some  of  them  open  on  the  sides  of 
the  vagina ;  but  the  most  remarkable  orifice  is  that  which  corre- 
sponds to  the  vulvar  gland. 

The  vulvar  or  Bartholin's  gland,  was  described  by  Bartholini, 
Cowper,  and  Duverney ;  hence  it  also  bears  the  name  of  the 
latter  anatomist.  More  recently  it  has  been  studied  by 
M.  Huguier,  who  has  named  it  the  vulvo-vaginal  gland.  It 
is  situated  on  either  side  of,  and  in  the  posterior  part  of  the 
vaginal  opening.  It  is  ovoid,  rounded,  reniform,  or  flattened. 
In  size  it  is  about  that  of  an  almond ;  but  in  this  respect  it 
varies,  and  even  on  the  two  sides.  Sometimes  also  glandular 
lobules,  seemingly  detached  from  the  gland  and  scattered 
amongst  the  surrounding  muscle,  are  found.  The  vulvar 
gland  is  in  relation  inwardly  with  the  vagina,  to  which  it 
adheres  by  a  dense  cellular  tissue ;  outwardly,  with  the  con- 
strictor muscle  of  the  vagina.  It  has  an  excretory  duct  about 
J-inch  long,  directed  from  below  upward,  and  from  without 
inwards,  which  opens  on  the  surface  of  the  vulvar  mucous  mem- 
brane, in  front  of  the  hymen  or  of  the  carunculas  myrtiformes. 
It  is  often  difficult  to  detect,  but  is  sometimes  large  enough  to 
admit  a  probe.  The  constituent  parts  of  the  gland  are  a  fibrous 
envelope,  lobules  formed  of  a  great  number  of  granulations, 
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whence  issue  the  excretory  canals,  arteries,  veins,  lymphatics, 
and  a  few  nervous  filaments.  This  gland  is  the  analogue  of 
the  glands  of  Mery  and  of  Cowper  in  man. 

The  Secretory  Apparatus  of  the  External  Genital  Organs. — 
The  secretory  apparatus  of  the  external  genital  organs  is 
exclusively  constituted — with  the  exception  of  the  vulvo-vaginal 
gland — of  sebaceous  glands  in  clusters,  and  of  some  sudoriparous 
glands,  the  last  being  found  only  on  the  external  aspect  of  the 
labia  majora.  The  sebaceous  glands  increase  in  number  and 
diminish  in  size  from  the  external  aspect  of  the  labia  majora  to 
the  internal  aspect  of  the  labia  minora.  On  the  border  of  the 
labia  minora  they  suddenly  cease.  There  is  no  trace  in  the 
vestibule.  The  muciparous  follicles  of  the  vestibule,  meatus  and 
urethra,  say  C.  A.  Martin  and  Leger,*  described  by  authors  do 
not  exist ;  they  have  probably  been  mistaken  for  mucous  crypts. 
The  sebaceous  glands  of  the  labia  minora  do  not  exist  in  the 
foetus  ;  they  only  attain  complete  development  at  puberty  ;  after 
the  menopause  they  undergo  atrophy,  as  well  as  those  of  the 
inner  aspect  of  the  labia  majora.  During  pregnancy  they 
acquire  a  greater  size  than  at  any  other  period. 


*  Arch.  Generates  de  Med.  1862, 
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CONDITIONS  INDICATING  NECESSITY  FOR  EXAMINATION  DISORDER 

OF    FUNCTION  DISTANT    AND    CONSTITUTIONAL  REACTIONS 

 THE    SUBJECTIVE     SIGNS    OF     LOCAL     DISEASE  INDICATE 

APPEAL    TO    OBJECTIVE    SIGNS  COMPARISON    OF    STUDY  OF 

DISEASE   OF  PELVIC  ORGANS  TO  THAT  OF  SKIN  AND  EYE  

DISTURBANCE    OF     FUNCTIONS     OF    OVARIES,     UTERUS,  AND 

VAGINA  AMENORRHCEA,  REAL  AND  OCCULT  ;  MENORRHAGIA  ; 

DYSMENORRHEA  DYSPAREUNIA  RETENTION    OF  URINE  

STERILITY    ABORTION    DISCHARGES,  SANGUINEOUS, 

MUCOUS,  PURULENT,  ALBUMINOUS,  WATERY,  FLESHY,  MEM- 
BRANOUS PAIN,  LUMBO-DORSAL,  INGUINAL,  PELVIC. 

There  is  nothing  special  in  the  mode  of  studying  the  diseases 
of  women.  Just  as  the  ophthalmic  surgeon  is  led  to  examine  the 
eye  because  the  patient  complains  of  loss  or  disturbance  of  its 
function,  or  because  he  feels  pain  in  it,  or  has  some  other  subjec- 
tive symptom  referred  to  that  organ,  so  by  disturbances  of  func- 
tion or  some  other  subjective  sign  are  we  led  to  the  discovery  of 
disease  of  the  sexual  organs.  When  the  function  of  an  organ  is 
disturbed,  the  prima  facie  inference  is  that  the  organ  itself  which 
constitutes  the  mechanism  by  which  that  function  is  performed 
is  out  of  gear.  This  is  not  indeed  always  absolutely  true  ;  be- 
cause an  impaired  state  of  the  blood,  or  disordered  innervation, 
or  derangement  of  a  different  organ,  may  entail  the  functional 
disorder  which  arrests  our  attention.  The  genital  organs  are  no 
exception  to  this  proposition.  The  functions  of  the  ovaries, 
uterus,  or  vagina  may  be  seriously  deranged  by  a  state  of 
ansemia  or  blood-poisoning,  by  disease  of  the  nervous  centres, 
by  disease  of  the  heart,  lungs,  or  liver.  These  functions  may 
be  even  more  seriously  affected  by  mechanical  pressure  in  con- 
tiguous parts.  Still  the  fact  remains  that  we  can  hardly  appre- 
ciate rightly  or  successfully  treat  these  primary  or  correlated 
diseases  if  we  do  not  fake  into  careful  consideration  the  state  of 
the  genital  organs  themselves.  The  general  or  distant  affections 
require  to  be  investigated  and  treated ;  but  it  is  not  safe  to  over- 
look the  organs  that  may  be  secondarily  involved. 

It  is  needless  to  say  that  every  woman  who  is  ill  and  seeks 
advice  does  not  suffer  from  disorder  of  the  sexual  system.  She 
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may  labour  under  various  constitutional  disorders,  and  under 
disorders  of  parts  of  the  body  quite  independent  of  the  sexual 
system.  On  the  other  hand,  general  or  local  disorders  may  in 
their  course  react  upon,  and  induce  disorder  in,  the  sexual 
system.  And  there  are  disorders  of  this  special  system,  com- 
mencing in  it,  and  in  their  turn  reacting  upon,  and  inducing 
disorder  in,  distant  organs  or  in  the  general  system. 

These  inter-reactions  are  exceedingly  frequent.  Indeed,  it 
may  be  affirmed  that  no  severe  constitutional  disorder  can  long 
continue  in  a  woman  during  the  predominance  of  the  ovarian 
function  without  entailing  disturbance  in  this  function.  And 
the  converse  is  also  true,  that  disorder  of  the  sexual  organs  can- 
not long  continue  without  entailing  constitutional  disorder,  or 
injuriously  affecting  the  condition  of  other  organs. 

These  facts  point  to  the  necessity  of  guarding  against  the 
error  of  fixing  our  attention  too  specially  upon  one  particular 
class  of  symptoms  or  upon  one  organ.  Whilst  searching  out 
the  part  which  is  more  especially  the  seat  of  diseased  action,  we 
must  be  careful  not  to  overlook  possible  disease  elsewhere,  and 
not  to  neglect  to  observe  the  mutual  reactions.  The  clinical 
physician,  although  led  by  the  intuition  of  experience  to  seize 
quickly  upon  the  offending  part,  will  not  omit  to  pass  under 
review  the  state  and  working  order  of  the  other  parts.  In  this 
manner  most  important  complications  are  often  brought  most 
unexpectedly  to  light ;  and  in  every  case  some  useful  indication 
in  treatment  is  discovered.  The  late  Professor  Chomel,  a  man  of 
admirable  skill,  sagacity,  and  judgment,  never  failed,  when  a 
new  case  of  disease  came  under  his  care,  to  interrogate  successively 
every  function.  Thus,  I  have  seen  him  in  a  case  of  pneumonia,  the 
signs  of  which  at  once  arrested  attention,  proceed  nevertheless 
to  explore  the  abdomen,  the  uterus,  and  the  rectum.  This  may 
look  like  carrying  out  a  principle  to  extremes.  Yet  who  shall  say 
that  Chomel,  as  a  clinical  teacher  or  as  a  physician,  was  wrong  ? 

It  is  not,  indeed,  necessary,  in  ordinary  practice,  to  follow 
out  in  rigorous  completeness  the  plan  which  to  the  clinical  pro- 
fessor may  seem  desirable.  It  will  therefore  be  useful  to  ascer- 
tain what  are  the  leading  symptoms  which, alone  or  grouped,  indicate 
such  disorder  of  the  sexual  organs  as  to  call  for  direct  exploration  ? 

This  is  the  question  we  have  set  before  us  :  When  a  woman 
presents  herself,  complaining  of  certain  symptoms,  chiefly  sub- 
jective, some,  or  perhaps  none,  referred  to  the  pelvis,  how  are 
we  to  act  ?  Will  these  subjective  symptoms  enable  us  to  refer 
them  to  their  cause,  to  establish  a  diagnosis,  to  give  satisfactory 
indications  for  treatment  ?  Hardly.  We  must  therefore  call 
to  our  aid  the  objective  signs ;  we  must  weigh  and  determine 
the  significance  of  these  before  we  can  arrive  at  a  conclusion  at 
all  precise  or  trustworthy  as  to  the  underlying  pathological  con- 
dition.   The  whole  tendency  of  modern  medicine  is  to  subject 
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every  organ  which  manifests  functional  disorder  to  direct  phy- 
sical exploration,  in  order  that  it  may  solve  the  question  presented 
obscurely  by  the  subjective  signs.  The  sound,  the  probe,  the 
stethoscope,  the  laryngoscope,  the  otoscope,  the  ophthalmoscope, 
the  various  forms  of  speculum,  are  only  so  many  contrivances 
for  enabling  us  to  project  or  extend  the  senses  of  touch,  sight, 
and  hearing  into  the  internal  structures.  In  the  case  of  the 
skin,  all  is  at  once  exposed  to  direct  observation  ;  and,  as  Alibert 
remarked,  we  should  be  glad  to  have  the  same  advantage  in  in- 
vestigating and  treating  the  diseases  of  the  heart,  lungs,  liver, 
kidneys,  and  nervous  centres.  Why  is  it  that  the  study  of  the 
pathology  of  the  skin  and  of  the  eye  is  invested  with  such  fasci- 
nating interest  ?  Those  who  devote  themselves  with  the  greatest 
zeal  and  success  to  this  study  affirm  that  it  is  because  the 
skin  and  the  eye  reveal  their  condition  directly  to  the  senses,  and 
thus  furnish  not  only  positive  objective  signs  which  the  patient 
can  neither  suppress  nor  misrepresent,  but  also  because  in  this 
direct  observation  of  the  skin  and  eye  they  can  read  and  follow, 
as  on  a  map  or  on  a  telegraphic  dial,  the  working  of  distant 
organs  and  of  many  affections  of  the  general  system.  Here,  then, 
we  see  how  the  reputed  special  practitioner,  turning  to  account 
his  special  experience,  often  acquires  an  insight  into  general 
pathology  denied  to  those  who  neglect  the  lessons  they  might 
read  upon  the  visible  organs. 

This  advantage  we  possess  to  a  great  extent  of  perfection  in 
the  case  of  the  pelvic  organs.  It  is  by  the  proper  use  of  this 
advantage  that  so  great  a  degree  of  precision  in  knowledge,  and 
of  success  in  treatment  of  diseases  of  women,  has  of  late  years 
been  attained. 

And  there  is  one  property  in  a  high  degree  characteristic  of 
the  instruments  employed  in  the  investigation  of  the  diseases  of 
women  of  such  singular  value  that  it  ought  to  completely  silence 
the  objections  at  one  time  so  passionately  urged  against  them. 
It  is  this :  the  instruments  have  a  therapeutical  as  well  as  a 
diagnostic  application  ;  the  speculum,  for  instance,  revealing  a 
lesion  of  the  cervix  uteri,  enables  the  surgeon  at  once  to  apply 
his  remedy.  Thus  treatment  follows  upon  the  track  of  diagnosis, 
one  sitting  and  one  operation  serving  for  both. 

Here  then,  as  in  medicine  generally,  our  first  indication  of 
the  direction  in  which  we  have  to  look  for  the  disease  which 
causes  the  patient  to  complain,  lies  in  the  disturbance  of 
function.  We  have  then  to  consider  what  these  functions  are. 
The  first  in  importance,  because  it  is  continued  with  occasional 
interruptions  throughout  the  period  of  active  sexual  life,  is 
menstruation.  The  other  functions  are  incidental  to  married 
life  only ;  these  are  the  relation  to  the  other  sex,  pregnancy  and 
lactation. 

Most  of  the  diseases  which  attack  the  ovaries  and  uterus, 
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whether  primary  or  secondary,  entail  some  disturbance  in  the 
menstrual  function.  The  flow  is  diminished  or  in  excess,  or 
its  periodicity  is  deranged.  It  is  attended  with  pain  in  the 
pelvic  organs  and  other  nervous  phenomena. 

We  shall  discuss  the  history  of  amenorrhcea,  menorrhagia, 
and  dysmenorrhoea  hereafter.  Our  object  now  is  simply  to 
determine  the  conditions  which  suggest  local  examination.  In 
the  great  majority  of  cases  of  amenorrhcea  in  single  women,  no 
local  exploration  is  necessary ;  but  in  some  cases  it  becomes 
imperative  :  for  example,  amenorrhoea  is  sometimes  presumptive 
only — that  is,  the  secretion  takes  place,  but  owing  to  some  im- 
perfection of  structure  it  is  retained  in  the  cavity  of  the  uterus 
or  vagina.  This  may  be  called  occult  menstruation.  The  suffer- 
ing becomes  urgent  in  the  highest  degree,  and  nothing  short  of 
an  operation  which  shall  liberate  the  retained  secretion  will  save 
the  patient.  Some  cases  again  of  suppressed  menstruation, 
leading  to  effusion  of  blood  behind  the  uterus,  setting  up  cir- 
cumscribed peritonitis,  and  displacing  the  uterus  so  as  to  press 
upon  the  bladder,  may  cause  retention  of  urine.  Here  again 
local  examination  is  imperative.  This  may  be  said  of  every 
case  of  retention  of  urine.  In  almost  every  case  of  retention  of 
urine  in  women  the  cause  is  external  to  the  bladder,  and  in  the 
great  majority  it  is  due  to  some  disease  or  displacement  of  the 
uterus. 

Menorrhagia  is  a  relative  term ;  that  is,  some  women  lose 
much  more  than  the  average  without  suffering  in  health ;  but 
whenever  the  loss  continues  profuse,  obviously  entails  ansemia 
and  general  debility,  and  persists  in  spite  of  internal  remedies, 
local  examination  is  clearly  necessary.  We  shall  often  find  a 
sufficient  local  cause  in  polypus,  tumour,  inflammation,  con- 
gestion, hypertrophy,  displacement,  or  malignant  disease,  all  of 
which  conditions  require  local  treatment. 

When  we  come  to  study  the  history  of  dysmenorrhoea  we  shall 
find  abundant  proof  of  the  almost  constant  association  of  this 
disorder  with  a  mechanical  condition  of  the  uterus  impeding  the 
easy  performance  of  the  function.  So  long,  however,  as  the 
distress  does  not  clearly  affect  the  general  system,  so  long  as  it 
does  not  exceed  endurable  bounds,  and  if  it  appears  to  be 
moderated  by  general  remedies,  it  is  not  necessary  to  examine  ; 
but,  in  the  contrary  event,  examination  should  not  be  long 
postponed.  To  postpone  examination  is  to  postpone  discovery 
of  the  cause  and  effective  treatment.  This  is  more  especially 
imperative  in  the  case  of  a  married  woman  in  whom  dysmenor- 
rhoea is  complicated  with  "  dyspareunia  "  and  sterility.  Abor- 
tion, if  not  primarily  depending  upon  some  local  disease  or 
displacement  of  the  uterus,  is  so  very  likely  to  be  followed  by 
some  such  condition  that  an  examination  should  be  instituted. 
If  a  sanguineous  discharge,  even  periodical,  resembling  men- 
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struation,  goes  on  during  lactation,  especially  if  it  be  excessive 
in  quantity,  and  attended  by  leucorrhceal  discharge,  it  may  be 
almost  confidently  predicated  that  there  exists  some  uterine 
disorder  requiring  local  treatment. 

I  have  used  a  new  word,  "  Dyspareunia"  It  is  incumbent 
upon  everyone  who  coins  a  new  word  to  explain  its  meaning 
and  to  justify  the  innovation.  Just  as  the  word  "  dys- 
menorrhoea"  has  been  coined  in  order  to  express  compendiously 
the  condition  of  difficult  or  painful  menstruation ;  just  as 
"  dyspepsia  "  is  used  to  signify  difficult  or  painful  digestion, — 
we  want  a  word  to  express  the  condition  of  difficult  or  painful 
performance  of  the  sexual  function.  Such  a  word  would  be 
convenient  in  may  ways.  It  would  enable  us  to  avoid  the 
longer  and  coarser  forms  in  use,  by  substituting  a  single  word 
at  once  euphonious,  expressive,  and  in  harmony  with  medical 
language.  After  consulting  with  my  colleague,  Dr.  W.  H. 
Stone,  whose  high  classical  attainments  give  authority  to  his 
advice,  I  have  determined  to  adopt  the  word  "  dyspareunia. " 
It  is  derived  from  bvairaptvvos,  a  word  used  in  this  sense  by 
Sophocles.  However  disagreeable  the  topic  may  be,  it  is  im- 
possible to  escape  reference  to  a  function  so  important. 
Dyspareunia  in  the  female  is  perhaps  the  most  absolute  of  all 
the  indications  of  local  malformation  or  disease.  It  calls  the 
most  imperatively  for  local  examination  as  to  its  cause.  In  its 
milder  forms  it  may  make  the  sufferer's  life  a  course  of  physical 
and  mental  wretchedness;  in  its  severe  forms  it  virtually 
unsexes  her ;  and  in  any  form  it  may  lead  to  the  most  disastrous 
social  calamities. 

Taking  this  condition,  dyspareunia,  as  a  symptom  of  disor- 
dered function,  we  shall  be  astonished,  when  we  proceed  to  direct 
examination  of  the  organs  concerned,  at  finding  how  many 
those  causes  may  be,  and  what  a  wide  field  of  pathological 
inquiry  is  associated  with  it.  For  example,  there  may  be 
original  defect  or  malformation  ;  there  may  be  obstructing 
tumours  or  growths,  inflammation,  dislocation  or  altered  form, 
disordered  innervation.  In  short,  almost  every  disease  to  which 
the  sexual  organs  are  liable  may  entail  dyspareunia  for  one  of 
its  consequences ;  and  in  not  a  few  of  these  diseases  disregard 
of  this  symptom  may  entail  positive  danger. 

The  existence  of  certain  discharges,  such  as  blood,  under  condi- 
tions of  quantity  and  times  of  occurrence  which  distinguish  it  from 
normal  menstruation,  mucous,  purulent,  albuminous,  aqueous, 
fleshy,  or  membranous,  if  at  all  protracted,  point  clearly  to  some 
local  disorder  as  their  origin  which  requires  direct  exploration. 

Then  there  are  some  subjective  signs,  as  pain,  lumbo-dorsal, 
iliac,  pelvic,  or  crural,  and  a  sense  of  bearing  down  or  pressure 
upon  the  rectum  or  bladder,  entailing  disorder  in  the  function 
of  these  organs.    These,  especially  if  connected  with  abnormal 
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discharges  and  other  symptoms,  call  distinctly  for  local 
investigation. 

Then  we  must  observe  the  constitutional  or  remote  effects  of 
the  foregoing  conditions.  Disorder  of  the  pelvic  organs  seldom 
goes  on  long  without  entailing  anaemia,  disordered  digestion, 
hyperesthesia,  neuralgia,  or  other  manifestations  of  nervous 
derangement  or  prostration.  When  these  conditions  are 
observed  in  association  with  marked  signs  of  derangement  of 
function  of  the  pelvic  organs,  the  necessity  for  exploring  the 
physical  state  of  these  is  as  clear  as  is  that  of 'examining  the 
state  of  the  heart  or  lungs  when  these  organs  perform  their 
function  with  distress,  and  the  whole  system  suffers. 

Such,  then,  is  a  summary  view  of  the  conditions,  chiefly 
subjective,  which  point  out  to  us  the  desirableness  of  instituting 
direct  observation  of  the  pelvic  organs.  This  direct  observation 
commonly  enables  us  to  analyse  the  groups  of  subjective  symp- 
toms ;  to  determine  the  cause  and  significance  of  each,  separately 
and  collectively.  It  always  brings  to  our  assistance  the  dis- 
covery of  other  symptoms,  entirely  objective  ;  and  almost  always 
puts  it  in  our  power  to  apply  the  proper  treatment. 

The  special  study  of  the  significance  of  the  several  symptoms 
of  pelvic  disease,  subjective  and  objective,  will  be  traced  in  sub- 
sequent chapters. 

We  have  ranked  discharges  amongst  the  most  pressing  indi- 
cations for  instituting  local  exploration.  In  health  it  may  be 
said  that,  excepting  the  monthly  discharge  of  menstruation, 
there  is  no  escape  of  fluid  from  the  vagina.  It  is  true  that  in 
some  women  leucorrhcea  to  a  moderate  extent  precedes  and 
follows  the  menstrual  sanguineous  flow ;  it  is  also  true  that  in 
some,  leucorrhcea  continues  throughout  the  intermenstrual 
period  without  in  any  obvious  way  entailing  local  or  consti- 
tutional distress.  Admitting  this,  the  rational  and  safe  rule  in 
practice  still  is,  to  examine  in  all  cases  where  a  discharge  at  all 
copious  escapes  from  the  vagina  attended  by  pain  and  signs  of 
constitutional  impairment.  This  may  be  stated  as  a  general 
proposition  without  distinction  as  to  the  nature  of  the  discharge. 
But  we  will  now  examine  what  the  discharges  are,  and  what  is 
the  special  significance  of  each.  And,  in  limine,  let  us  agree 
upon  the  meaning  to  attach  to  two  words  which  we  shall  fre- 
quently have  occasion  to  use.  "  Secretion  "  and  "  excretion  " 
must  be  accurately  applied.  Following  Continental  custom,  I 
shall  use  the  word  "  secretion  "  to  distinguish  the  act  of  separa- 
tion of  the  discharge  from  the  free  surface  of  the  organs ;  and 
the  word  "  excretion  "  to  distinguish  the  act  of  voiding  from  the 
body  altogether.  To  take  an  example  :  the  menstrual  fluid  may 
be  poured  out  from  the  mucous  surface  of  the  Fallopian  tubes 
and  uterus — that  is  secretion.  The  escape  of  the  fluid  by  the 
vulva  is  excretion.    Excretion  is  the  natural  complement  of 
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secretion.  But  the  process  may  stop  short  at  secretion — that  is, 
the  secreted  fluid  may  be  retained.  Thus,  if  there  be  occlusion 
of  the  genital  canal  at  any  point  below  the  os  uteri  internum, 
the  secreted  menstrual  fluid  will  be  shut  up  in  the  cavity  of  the 
uterus  and  in  the  Fallopian  tubes.  There  is  no  excretion,  and 
therefore,  apparently,  no  discharge. 

Taking  the  discharges  as  they  first  come  under  the  notice  of 
the  clinical  observer,  that  is,  after  their  excretion,  they  may  be 
roughly  classed  under  the  following  heads : — 1.  Sanguineous. 
2.  Mucous.  3.  Purulent.  4.  Watery.  5.  Membranous.  6.  Solid 
or  fleshy.  7.  In  the  case  of  fistulous  openings  into  the 
bladder  or  rectum,  urine  or  faeces  may  escape.  8.  Then  there 
are  foreign  matters,  fluid  or  solid,  which  find  their  way  into 
the  uterus  and  vagina  from  without.  Amongst  these  may  be 
mentioned  semen  distinguished  by  spermatozoa. 

If  we  limited  our  inquiry  to  the  examination  of  these  dis- 
charges when  excreted,  we  should  hardly  attain  to  any  more 
precise  knowledge  than  is  expressed  in  the  general  terms  by 
which  we  have  designated  them.  We  cannot  arrive  at  a  certain 
knowledge  of  their  source,  or  form  a  trustworthy  estimate  of 
their  pathological  significance,  unless  we  examine  minutely  the 
organs  from  which  they  are  secreted. 

I  may  state  another  proposition :  most  of  the  diseases  of  the 
uterus  and  vagina  are  attended  by  discharges.  But  it  must  not 
be  assumed  that,  when  no  discharge  exists,  or  is  noticed  by  the 
patient,  there  is  no  disease.  Serious  disease  of  the  ovaries  and 
.  uterus  may  exist  for  a  long  time  without  being  attended  with 
any  discharge.  And  still  more  frequently  discharges  are  over- 
looked by  the  patients,  but  become  obvious  enough  on  exami- 
nation. 

Of  all  the  discharges  the  only  one  which  can  be  called  strictly 
normal  is  blood ;  and  this  is  only  normal  within  certain  con- 
ditions of  circumstance,  time,  and  quantity.  Previous  histo- 
logical study  will  lend  the  most  material  aid  to  direct  observation 
in  determining  the  sources  and  significance  of  discharges.  We 
may  start  from  the  proposition  that,  with  one  or  two  rare 
exceptions,  all  the  discharges  we  have  to  deal  with  come  from 
mucous  membrane,  or  at  least  from  organs  normally  clothed 
by  mucous  membrane.  The  discharges  will  generally  bring 
with  them  some  of  the  distinctive  elements  of  the  part  of  the 
mucous  tract  from  which  they  are  secreted.  Hence  microscopical 
examination  of  a  discharge  will  almost  always  reveal  epithelium- 
cells  which  tell  their  own  tale  as  to  the  region  they  come  from. 
In  this  way  we  can  distinguish  uterine  mucus  from  vaginal. 

The  whole  genital  tract  secretes  mucus.  It  is  only  when 
excessive  in  quantity,  or  altered  in  quality,  that  the  secretion  of 
mucus  acquires  a  pathological  significance. 

The  natural  mucous  secretions  are  : — 
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1.  A  whitish  mucus  from  the  Fallopian  tubes  and  cavity  of 
the  uterus  proper.  This  probably  comes  principally  from  the 
uterine  glands.  It  has  an  alkaline  reaction.  It  is  distinguished 
under  the  microscope  by  the  presence  in  it  of  columnar  ciliated 
epithelium-cells.  In  health  this  secretion  is  moderate  in  quantity, 


Eig.  27. 

MUCOUS  DISCHARGE  FROM  THE  HEALTHY  CERVIX  UTERI,  TAKEN  FROM  THE  MUCOUS  CRYPTS. 
THE  MUCOUS  CORPUSCLES  ARE  ARRANGED  IN  STRINGS  BY  THE  VISCIDITY  OF  THE  PLASMA 
IN  WHICH  THEY  ARE  ENTANGLED — (AFTER  TYLER  SMITH  AND  HASSALL.) 

and  attracts  no  attention.  But  in  the  condition  known  as  uterine 
catarrh  it  is  very  abundant,  sometimes,  especially  in  aged  women, 
accumulating  in  the  uterine  cavity,  and  causing  colic  pains  to 
expel  it.  The  uterine  mucous  membrane  may  also  be  stimulated 
to  excessive  secretion  by  gonorrhoeal  infection  spreading  from 
the  vagina. 

2.  A  transparent  viscid  mucus  in  the  cervix  uteri.  This  is 
also  alkaline.  It  consists  chiefly  of  mucous  corpuscles,  caudate 
corpuscles,  minute  oil-globules,  and  occasionally  dentated  epithe- 
lium, all  entangled  in  a  thick  tenacious  plasma  (See  Fig.  27) .  In 
health  this  secretion  is  rarely  formed  in  such  excess  as  to  appear 
externally,  but  it  is  almost  always  found  in  the  cervix  filling  up 
the  canal.  The  mucous  plug  thus  formed  is  washed  away  at  each 
menstrual  flow  ;  it  exists  generally  throughout  pregnancy.  Its 
uses  are  probably  to  shut  off  the  uterine  cavity,  so  as  to  protect 
it  from  external  agencies,  and  to  form  a  suitable  medium  for  the 
passage  of  the  spermatozoa.  At  the  beginning  of  labour  this 
secretion  is  formed  in  increased  copiousness,  and  serves  to  lubri- 
cate the  passages,  and  to  facilitate  their  dilatation.  In  certain 
morbid  conditions  the  cervical  glandular  structure  also  acquires 
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extraordinary  activity,  and  then  the  proper  cervical  mucus 
assumes  the  character  of  a  discharge.  It  is  poured  in  large 
quantity  into  the  vagina,  so  freely,  indeed,  as  to  be  a  serious 
drain  upon  the  system,  and  a  source  of  weakness.  It  constitutes 
the  most  frequent  form  of  so-called  "  whites "  or  leucorrhoea. 


Fig.  28. 

mucous  corpuscles,  epithelial  p articles,  and  oil  granules  from  cervical  leucorrhoca 

— (AFTER  TYLER  SMITH  AND  HASSALl). 

If  the  speculum  he  used  it  may  he  seen  issuing  from  the  uterus 
as  a  glairy,  albuminous  fluid,  resembling  unboiled  white  of  egg. 
This  exaggerated  secretion  is  almost  always  the  consequence  of 
inflammation,  more  or  less  acute,  of  the  cervical  canal,  or  of  a 
condition  analogous  to  catarrh  of  the  bronchial  or  intestinal 
mucous  membrane. 

3.  A  mucus  consisting  of  plasma,  not  viscid,  but  containing 
multitudes  of  scaly  epithelium-cells.  This  comes  mainly  from 
the  external  surface  of  the  cervix  uteri,  labia  uteri,  and  the 
fundus  of  the  vagina.  It  is  of  acid  reaction.  The  proportion 
of  epithelial  cells  to  that  of  the  fluid  plasma  varies  considerably. 
In  some  cases  the  fluid  part  is  so  scanty  that  the  secretion 
adheres  to  the  mucous  membrane,  covering  the  os  uteri  as  with 
flakes,  or  a  layer  of  opaque  yellowish- white  friable  membranous- 
looking  substance,  simulating  and  suggesting  diphtheria.  It  often 
adheres  in  the  form  of  a  thick  layer  upon  india-rubber  pessaries. 
Under  the  microscope  this  is  found  to  consist  almost  entirely  of 
scaly  epithelium  and  oil-globules.  In  other  cases,  the  plasma 
being  a  little  more  abundant,  the  secretion  looks  like  cream  or  pus. 
But  in  these  cases  the  microscope  reveals  the  same  constituents 
— namely,  scales  of  epithelium.  These  forms  of  secretion  depend 
upon  chronic  or  subacute  inflammation  of  the  mucous  membrane 
— vaginitis,  not  necessarily  accompanied  with  abrasion  or  ulcera- 
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tion.  The  puriform  mucus,  more  or  less  opaque  and  viscid, 
varying  in  tinge  from  creamy- white  to  yellowish  or  light  green, 
is  often  due  to  gonorrhceal  infection,  or  to  suppuration  from 
surfaces  denuded  of  epithelium  and  granulating.  When  due 
to  gonorrhceal  infection  the  mucous  membrane  from  os  uteri  to 
vulva  is  swollen,  angry-red,  and  painful,  and  the  meatus  urin- 
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arius  exhibits  the  same  characters.  The  creamy  form  of 
secretion  is  frequently  found  during  pregnancy  on  the  vaginal 
portion  of  the  uterus.  It  is  the  result  of  the  active  throwing  off 
of  squamous  epithelium  due  to  hypersemia. 

4.  The  remaining  or  lower  tract  of  the  vagina  secretes  an  acid 
mucus.  Under  morbid  states  this  sometimes  contains  pus- 
globules,  an  infusorium,  the  Trichomonas  vaginalis  of  Donne,  and 
a  fungus,  the  Leptothryx  buccalis  of  Eobin.  But  the  parasites  are 
really  mainly  due  to  neglect  of  cleanliness.  Whitehead  sug- 
gests that  the  use  of  the  acid  of  the  vaginal  mucus  is  to  prevent 
the  coagulation  of  the  catamenial  fluid  in  the  vagina.  It  certainly 
seems  to  possess  the  property  of  coagulating  the  alkaline  mucus 
coming  from  the  cervix.  I  doubt  the  correctness  of  Whitehead's 
theory.  It  is  important  that  the  blood  should  not  coagulate  in 
the  uterus,  because  clots  there  cause  severe  pain  and  congestion, 
and  are  apt  to  keep  up  haemorrhage ;  but  a  clot  in  the  vagina  is 
of  little  consequence.  Pus  stops  coagulation;  so  does  mucus 
provided  the  proportion  of  blood  is  small.  I  believe  it  is  the 
normal  mucus  which  maintains  fluidity.  Whenever  the  pro- 
portion of  blood  is  greatly  in  excess  it  is  apt  to  coagulate. 

5.  There  is  a  clear  viscid  secretion  from  Bartholini's  glands, 
which  is  discharged  in  jets  during  copulation.    It  has  been  seen 
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to  escape  on  irritation,  expelled  by  the  action  of  the  muscular 
fibres  in  the  ducts.  It  is  also  poured  out  freely  during  labour, 
serving  to  lubricate  the  vulva. 

6.  The  small  sebaceous  and  mucous  glands  of  the  vulva  and 
labia  majora  secrete  an  oily  mucus,  serving  for  lubrication. 
This  is  sometimes  increased  in  quantity,  becoming  puriform. 

We  may  here  refer  very  briefly  to  one  or  two  other  points 
connected  with  mucous  discharges.  Donne  says  when  the 
acidity  of  the  vaginal  mucus,  or  the  alkalinity  of  the  uterine 
secretion,  is  morbidly  exaggerated,  the  spermatozoa  are  killed. 
Hence  one  explanation  of  the  frequency  of  sterility  when  there 
is  inflammatory  disease  of  these  parts ;  and  of  the  recurrence  of 
pregnancy  when  the  disease  which  gives  rise  to  the  morbid 
secretions  is  cured. 


CHAPTER  VII. 


THE  SIGNIFICANCE  OF  LEUCORRHCEA. 

The  preceding  summary  of  the  various  mucous  discharges  will 
enable  us  to  estimate  more  accurately  the  history  of  leucorrhoea. 

Although  leucorrhoea,  or  white  discharge,  is  generally  a 
symptom  only,  and  not  an  essential  morbid  condition,  it  is 
necessary  to  study  its  history  and  significance  separately  from 
the  morbid  conditions  which  produce  it.  In  a  considerable 
number  of  cases  leucorrhoea  may  be  regarded  as  a  catarrh  of 
the  uterine  or  vaginal  mucous  membrane  analogous  to  catarrh 
in  other  mucous  tracts.  "We  accordingly  see  not  infrequently 
that  leucorrhoea  is  cured  or  cures  itself  without  topical  treat- 
ment. Nearly  twenty  years  ago  I  drew  attention  to  the  fact, 
that  the  uterine  mucous  membrane  was  subject,  like  other 
mucous  membranes,  to  epidemic  influence.  For  example, 
whilst  in  some  this  influence  would  affect  the  alimentary  canal 
causing  diarrhoea ;  whilst  in  others,  or  at  other  seasons,  it 
would  cause  bronchitis  or  pneumonia ;  in  some  women  it  would 
give  rise  to  uterine  catarrh.  This  is  explained  in  some  cases 
by  sudden  changes  of  temperature,  checking  the  secretions  of 
the  skin ;  in  other  cases  the  direct  exposure  of  the  patulous 
vagina  to  draughts  of  cold  air,  as  from  using  an  open  privy, 
has  appeared  to  be  the  cause.  Certainly,  I  have  known  this  to 
bring  on  pelvic  cellulitis  and  peritonitis  in  patients  who  were 
predisposed  by  recent  delivery,  or  the  recent  performance  of 
operations  on  the  pelvic  structures. 

In  the  article  "  Leucorrhoea  "  in  the  Dictionnaire  des  Sciences 
Medicales,  facts  illustrating  the  occasional  epidemicity,  are 
referred  to  on  the  authority  of  the  physicians  of  Breslau,  in 
1702  ;  of  Morgagni  in  1710  ;  of  Bassius  in  1730  ;  by  Raulin,  at 
Paris,  in  1765 ;  and  by  Leake,  in  England. 

Certain  forms  of  leucorrhoea  may  be  regarded  as  physiological. 
Amongst  these  may  be  classed  that  excessive  secretion  of 
mucus  which  often  attends  the  hypersemia  of  pregnancy.  This 
may  not  always  be  so  profuse  as  to  escape  externally  and  attract 
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the  notice  of  the  subject ;  but  it  is  rarely  absent,  and  by  the 
speculum  it  is  seen  as  a  white  opaque  secretion  of  creamy  con- 
sistency, occupying  the  bag  of  the  fundus  and  furrows  of  the 
vagina.  This  secretion  also  consists  chiefly  of  epithelium  scales. 
If  the  vaginal  mucous  membrane  exhibit  with  this  secretion  a 
deep  violet-red  or  purple  colour,  and  prominent  rugae  or  brain- 
like corrugations,  the  presumption  in  favour  of  pregnancy  is  great. 

This  form  of  leucorrhcea  requires  no  treatment. 

Another  form  of  leucorrhcea  which  may  be  called  physiological, 
is  that  pale  mucous  discharge  which  precedes  and  follows,  but 
chiefly  follows,  the  proper  menstrual  now.  The  first  effect  of 
the  flux  which  takes  place  under  the  ovarian  nisus,  is  to 
stimulate  the  glands  of  the  uterus  to  increased  activity.  Hence 
the  secretion  of  mucus  in  larger  quantity,  which  sometimes 
appears  externally  before  the  proper  menstrual  blood  exudes 
and  mixes  with  it.  This  increased  secretion  of  mucus  goes  on 
all  through  the  stages  of  menstruation,  and  persists  for  a  while 
after  the  exudation  of  blood  has  ceased.  This  post-menstrual 
leucorrhcea  may  be  likened  to  the  so-called  "  green- waters  "  of 
childbed.  It  flows  from  the  uterine  cavity,  as  does  the  proper 
menstrual  discharge. 

An  allied  variety  of  this  form  of  leucorrhcea  is  that  which  is 
often  witnessed  in  girls  who  do  not  menstruate  properly.  In 
these  cases,  leucorrhcea  is  the  substitute  for  the  healthy  menstrual 
sanguineous  flow.  It  is  evidently  the  result  of  an  imperfect 
menstrual  molimen.  It  is  provoked  by  ovulation  more  or  less 
perfect.  It  may,  therefore,  with  strict  justice  be  called 
"  menstrual  leucorrhcea. "  It  is  more  especially  prevalent  in 
chlorotic  girls,  and  then  may  degenerate  into  a  morbid  flux. 

What  has  been  said  about  physiological  leucorrhcea  sufficiently 
proves  that  inflammation  is  not  a  necessary  factor.  Indeed, 
inflammation  may  exist  without  leucorrhcea,  and  leucorrhoea 
without  inflammation.  In  the  great  majority  of  cases  of 
leucorrhoea,  uterine,  vaginal,  or  vulvar,  there  has  been  no  history 
of  inflammation.  Those  forms  which  are  more  directly  traced 
to  inflammatory  conditions,  as  acute  and  chronic  catarrhal 
metritis,  will  be  more  conveniently  discussed  when  describing 
the  pathology  of  the  uterus. 

Leucorrhoea  may  be  the  expression  of  a  constitutional 
diathesis.  Thus  the  strumous  diathesis  is  known  to  be  com- 
monly attended  by  a  tumid  development  of  the  mucous  mem- 
branes, and  a  disposition  to  glandular  engorgements.  Girls 
and  women  possessing  this  diathesis  are  frequently  the  subjects 
of  leucorrhoea  without  showing  any  special  alteration  of  the 
genital  mucous  membrane.  But  occasionally  there  is  a  distinct 
tuberculous  condition  of  the  mucous  membrane.  When  this 
is  the  case,  the  attendant  leucorrhoea  is  peculiarly  intractable, 
even  incurable. 
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Leucorrhoea  is  not  uncommon  in  women  suffering  from 
tubercular  disease  of  the  lungs. 

The  syphilitic  diathesis  produces  analogous  effects  ;  and  that 
not  only  when  the  diathesis  has  been  acquired  by  primary 
infection,  or  through  the  gestation  of  an  infected  ovum,  but 
also  when  the  diathesis  has  been  transmitted  hereditarily. 

The  gouty  and  the  rheumatismal  diathesis  are  described  by 
some  writers  as  disposing  to  leucorrhoea,  and  that  of  a  very 
obstinate  form. 

In  certain  states  of  great  debility,  marked  by  anaemia  and 
defective  nutrition  of  the  tissues,  mucous  fluxes  are  easily 
excited,  and  the  genital  mucous  tract  is  especially  prone  to  be 
so  affected.  In  such  cases  there  need  be  no  inflammation,  no 
breach  of  surface,  no  abnormal  growth.  The  coats  of  the 
vessels,  the  tissues  of  the  mucous  membrane,  the  muscular 
structure  of  the  uterus  are  all  so  deficient  in  tone  and  contract- 
ility, and  the  blood  is  so  wanting  in  plasticity,  that  an  exuda- 
tion of  the  watery  element,  mingled  with  mucous  secretion, 
readily  takes  place.  This  state  of  anaemia  may  be  induced  by 
various  causes,  as  acute  or  chronic  disease,  haemorrhages,  or  by 
over-suckling.  It  may  also  be  induced  by  town-life  and 
unhealthy  occupations  pursued  in  bad  hygienic  conditions. 
Accordingly,  leucorrhoea  is  believed  to  be  more  frequent  in  towns 
than  in  the  country,  although  the  statistics  cited  to  prove  this 
position  are  by  no  means  free  from  fallacy.  The  feeble,  relaxed 
state  of  health  induced  in  Europeans  living  in  tropical  climates, 
is  certainly  often  attended  by  leucorrhoea ;  and  in  this  we  see 
another  example  of  the  relationship  between  leucorrhoea  and 
haemorrhage.  Thus,  I  have  known  instances  of  women  who 
always  suffered  from  leucorrhoea  whilst  in  India,  remain  free 
whilst  staying  in  England. 

Diet  has  been  supposed  to  have  some  influence  in  the  pro- 
duction or  promotion  of  leucorrhoea.  No  doubt  a  diet  deficient 
in  nutritive  power  may,  by  inducing  general  debility,  favour 
the  occurrence  of  leucorrhoea  ;  and  it  is  equally  certain  that  a 
good  nutritive  diet,  by  imparting  tone  and  general  health, 
will  tend  to  prevent  or  cure  leucorrhoea ;  but  I  am  not  aware 
of  any  precise  observations  to  prove  that  any  particular 
articles  of  food  have  a  distinct  or  specific  action  in  promoting 
leucorrhoea. 

Leucorrhoea  is  common  in  association  with  disorder  of  the 
digestive  organs.  Dyspepsia,  flatulence,  distention  of  the 
stomach  and  abdomen,  constipation  or  diarrhoea  are  frequently 
observed.  To  determine  which  was  the  antecedent  disorder  is 
not  always  easy ;  but  this  much  is  certain :  almost  all  the 
dyspeptic  women  who  have  copious  leucorrhoea,  and  in  whom 
physicians  are  so  ready  to  explain  the  leucorrhoea  by  the  dis- 
orders of  digestion,  have  uterine  disease.    Leucorrhoea  rarely 
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lasts  any  considerable  time  without  entailing  dyspepsia  and 
mal-nutrition. 

Leucorrhoea,  however,  is  frequent  among  women  who  follow 
sedentary  occupations,  and  in  whom  the  bowels  are  habitually 
loaded.  I  have  known  women  who  were  leading  a  fairly  active 
life  always  subject  to  leucorrhoea  when  their  bowels  were  con- 
stipated.   The  same  condition  favours  menorrhagia. 

But  after  making  every  allowance  for  the  influence  of 
disordered  digestion,  and  of  other  distant  or  indirect  fac- 
tors in  producing  leucorrhoea,  the  fact  remains  that  in  the 
great  majority  of  instances,  after  childhood,  leucorrhoea  is 
dependent  upon  some  uterine  abnormality.  I  may  repeat  what 
I  have  already  said  that  almost  every  morbid  condition  of  the 
uterus  is  liable  to  be  attended  by  discharge.  When  there  is 
acute  or  chronic  endometritis,  abrasion,  tumour,  polypus,  or  dis- 
placement, leucorrhoea  is  rarely  absent.  Hence  the  significance 
of  leucorrhoea  as  a  symptom  pointing  to  uterine  disease. 

In  women  who  are  in  any  way  constitutionally  predisposed 
to  leucorrhoea  slight  causes  will  provoke  it.  Excessive  exercise, 
as  in  walking,  excess  in  sexual  indulgence,  the  wearing  a 
pessary,  in  short,  almost  any  local  irritation  is  sufficient. 
When  there  is  no  special  predisposition,  the  like  causes  long 
acting  may  provoke  leucorrhoea.  The  presence  of  a  tumour 
in  the  wall  of  the  uterus  attracting  an  undue  quantity  of  blood, 
the  chafing  of  a  polypus  against  the  walls  of  the  cervix  or 
vagina,  or  even  the  presence  of  a  hypertrophied  vaginal-portion 
will  seldom  fail  to  produce  leucorrhoea. 

The  division  of  leucorrhoea  into  uterine,  vaginal,  and  vulvar, 
as  propounded  by  Donne  and  Tyler  Smith,  is  based  not  less  on 
clinical  than  on  anatomical  foundation.  As  we  have  seen,  the 
microscopical  and  chemical  analysis  exhibits  distinctive  charac- 
ters, and  the  pathological  history  too  is  often  different.  It  may 
be  stated  as  a  general  proposition,  one  admitting,  indeed,  of 
numerous  exceptions,  that  vulvar  leucorrhoea  is  more  peculiar 
to  childhood,  vaginal  to  young  women,  and  cervical  and  uterine 
to  middle  and  advanced  age.  All  the  forms  may  co-exist  in  the 
same  patient,  but  in  many  one  may  exist  alone.  This  is  espe- 
cially the  case  with  the  vulvar  leucorrhoea  of  children.  It  is 
also  often  true  of  the  vulvar  leucorrhoea  attending  pruritus 
in  aged  women.  The  characters  of  the  discharge  in  vulvar 
leucorrhoea  are  different  at  different  ages.  Thus  in  children  in 
whom  the  sebaceous  glands  are  not  yet  developed  the  discharge 
is  serous  or  sero-purulent,  resembling  that  which  results  from 
eczema  of  the  skin.  At  puberty,  and  during  the  child-bearing 
epoch,  the  same  kind  of  sero-purulent  secretion  may  exist,  but 
it  is  commonly  mingled  with  the  proper  secretions  of  the  vulvo- 
vaginal glands  and  of  the  sebaceous  glands  which  are  at  the 
acme  of  their  development  at  this  time.    The  secretion  will  be 
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viscid,  unctuous,  giving  a  characteristic  cheesy  or  fishy  odour. 
The  vulvar  leucorrhoea  of  advanced  age  reverts  to  the  characters 
of  infancy,  the  sebaceous  follicles  having  in  great  measure  dis- 
appeared from  atrophy. 

Vaginal  leucorrhoea  at  all  ages  consists  essentially  of  an  exag- 
gerated formation  and  shedding  of  pavement  epithelium-scales 
(see  Fig.  28).  In  many  instances  a  great  part  of  the  fluid 
element  of  the  vaginal  discharge  arises  from  the  cervical  cavity. 

Cervical  leucorrhoea  is  most  frequent  in  the  child-hearing  period. 
It  is  essentially  mucous,  and  exhibits  the  characters  seen  in 
Figs.  27  and  28.  Uterine  leucorrhoea  or  catarrh  will  vary  in 
character  according  to  age.  During  the  child-bearing  epoch  the 
uterine  glands  contribute  a  quantity  of  mucus  to  mix  with 
the  epithelial  debris.  At  a  later  period  the  epithelial  debris 
assume  a  creamy  or  milky  consistence  from  fatty  metamorphosis 
and  the  admixture  with  a  serous  exudation.  In  all  the  cases 
pus  may  be  found  if  there  is  breach  of  surface,  as  from  ulceration 
and  granulation.  Uterine  and  cervical  leucorrhoea  is  a  frequent 
attendant  upon  dysmenorrhcea,  especially  of  that  form  which 
is  characterized  by  partial  retention.  If  there  be  atresia  or 
narrowing  at  the  os  externum,  the  congestion  consequent  on  the 
futile  attempts  of  the  uterus  to  expel  its  contents  excites  to 
increased  activity  of  the  uterine  and  cervical  glands.  And  the 
product  of  this  increased  activity  finding  in  its  turn  difficult 
escape,  tends  to  accumulate,  and  to  dilate  the  cavities  of  the 
cervix  and  body  of  the  uterus.  Thus  spasm  or  colic  is  exerted, 
and  the  mucous  accumulation  may  be  expelled  en  masse.  It  is 
in  this  way  we  account  for  the  frequently  intermittent  character 
of  leucorrhceal  discharges. 

If  called  upon  to  describe  summarily  the  distinguishing 
characters  of  uterine,  vaginal,  and  vulvar  leucorrhoea,  we  might 
say  that  the  first  is  mucous,  the  second  epithelial,  and  the  last 
sebaceous.  The  somewhat  greasy  character  of  vaginal  leu- 
corrhoea is  mainly  attributable  to  the  fatty  metamorphosis  of 
the  epithelial  scales. 

The  leucorrhoea  of  children  deserves  careful  attention.  The 
occurrence  of  a  dischargo  being  often  attended  with  local  irri- 
tation, the  child  is  likely  to  resort  to  friction  or  scratching  for 
relief.  The  redness  and  tumefaction  thus  added  to  the  discharge 
are  very  apt  to  excite  suspicions  of  foul  play,  and  thus  to  lead 
to  false  accusations.  It  is  therefore  in  the  last  degree  important 
to  bear  in  mind  the  conditions  under  which  leucorrhoea  in 
children  may  arise,  lest  we  too  hastily  adopt  the  suspicions  that 
may  be  suggested  to  us  by  others. 

Many  years  ago*  I  made  the  observation  that  acute  exanthe- 
mata, as  small-pox  and  scarlatina,  which  we  know  affect  the 


*  Medical  Gazette,  1850. 


LEUCORRHOEA. 


73 


whole  mucous  tract,  as  well  as  the  skin,  occasionally  left,  as 
sequelae,  vaginitis  and  leucorrhoea  even  in  children.  Graves, 
Scanzoni,  and  others  have  confirmed  this  observation. 

Strumous  children  are  especially  subject  to  vaginal  and 
vulvar  leucorrhoea.  Irritation  of  the  rectum  as  from  ascarides, 
commonly  produces  it.  In  children  of  this  taint  it  alternates 
with,  or  accompanies  crusta  lactea  or  impetigo,  herpes,  eczema. 
It  is  said  to  be  due  to  the  irritation  of  teething,  but  this  I  have 
not  noticed,  except  in  cases  where  a  strumous  diathesis  offered  a 
sufficient  explanation. 

In  many  cases  the  vulvar  leucorrhoea  in  children  is  kept  up 
by  neglect  of  cleanliness. 

The  principal  features  which  would  favour  the  conclusion  that 
leucorrhoea  observed  in  a  child  is  due  to  a  criminal  attempt, 
are  :  marks  of  contusion,  swelling,  ecchymosis,  turgescence,  of 
the  vessels  of  the  vulva  and  vagina ;  extreme  rapidity  and 
intensity  of  the  disease.  If  there  was  gonorrhoeal  infection,  then 
there  will  be  a  purulent  discharge,  greenish-yellow  in  colour, 
copious  enough  to  bathe  the  external  parts  and  to  stain  the 
linen,  thick  enough  when  drying  to  glue  together  the  lips  of 
the  vulva,  and  flowing  equally  from  the  vagina  and  urethra. 
This  urethral  complication  is  especially  important,  for  according 
to  Tardieu,  violence  done  to  the  sexual  organs  of  a  child  by  a 
healthy  man  may  produce  an  inflammation  as  acute,  and  a  dis- 
charge as  copious  and  thick,  as  that  done  by  a  man  affected  with 
gonorrhoea. 

It  is  obvious  from  the  foregoing  considerations  that  the 
greatest  possible  circumspection  is  necessary  before  committing 
one's  self  to  the  expression  of  a  positive  opinion  as  to  the  origin 
of  an  apparently  virulent  discharge  in  a  child. 

A  question  which  has  attracted  some  attention  is  this  :  Does 
the  leucorrhoeal  discharge  by  contact  with  the  mucous  mem- 
brane, on  whose  surface  it  is  retained  or  over  which  it  flows, 
exert  any  irritating  or  injurious  action  ?  We  frequently  find 
associated  with  leucorrhoea  patches  of  the  surface  of  the  vaginal 
portion  denuded  of  epithelium,  small  ulcerations  they  may  be 
called,  a  state  of  tumefaction,  even  redness.  Are  these  caused 
by  the  leucorrhoea  ?  In  the  majority  of  cases  they  assuredly 
are  not.  They  mostly  take  their  origin  in  those  processes  which 
produced  the  leucorrhoea  as  well.  They  are  frequently  the 
consequence  of  labour  or  abortion,  during  which  processes  the 
cervix  uteri  undergoes  severe  injury.  It  is  conceivable,  how- 
ever, that  long-continued  maceration  of  a  mucous  membrane  in 
leucorrhoeal  fluid  may  effect  some  alteration,  as  softening  of  its 
tissue,  and  this,  leading  to  excessive  exfoliation  of  its  epithelial 
layer,  may  facilitate  the  denudation  of  the  basement  layer. 
This  would  be  especially  likely  to  happen  under  the  influence 
of  any  unusual  accidental  irritation,  as  excessive  walking,  or 
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sexual  indulgence.  Dr.  Tyler  Smith,  however,  submitted  that 
sometimes  the  discharge  possessed  decided  acrid  or  irritating 
properties,  capable  of  directly  inducing  ulcerations,  granulations, 
follicular  cysts,  and  other  disorders.  That  is,  he  looked  upon 
leucorrhcea  as  a  primary  disease.  This  opinion  appears  to  me 
to  want  confirmation.  It  is  intelligible  that  the  permanent 
increased  turgidity  of  vessels,  and  the  consequent  altered  con- 
dition of  the  tissues  attending  habitual  leucorrhsea,  may  in  the 
end  entail  the  alterations  named  :  but  this  is  a  different  thing 
from  their  direct  production  by  the  irritating  property  of  the 
discharges. 

If  fluid  be  retained  inside  the  cavity  of  the  uterus,  then  it 
will  act  mechanically  according  to  hydrostatic  laws.  It  then 
excites  contractile  efforts  of  the  uterus,  and  as  the  fluid  does  not 
escape,  or  only  partially,  the  equal  eccentric  pressure  of  the  fluid 
against  the  walls  of  the  containing  cavity  leads  to  the  dilatation 
of  this  cavhVy.  Its  retention  on  the  surface  of  the  mucous  mem- 
brane would  also  interfere  materially  with  the  performance  of 
some  at  least  of  the  functions  of  this  membrane,  as  for  example, 
the  healthy  course  of  menstruation  and  the  carrying  of  sper- 
matozoa. 

There  is,  however,  reason  to  believe  that  the  sebaceous  secretion 
of  vulvar  leucorrhcea,  if  retained,  may  become  especially  offen- 
sive and  acrid,  and  keep  up  or  produce  an  inflammatory  state 
of  the  tissues  bathed  by  it.  Another  question  has  been  started  : 
Can  the  secretions  classed  as  leucorrhcea  be  absorbed,  and  give 
rise  to  constitutional  toxaemia  ?  I  content  myself  with  citing 
the  question.  I  know  of  no  precise  evidence  to  support  an 
affirmative  answer.  There  is,  however,  evidence  to  show  that 
such  poisons  as  lead,  carbolic  acid,  chromic  acid,  used  to  vaginal 
surfaces  bared  of  epithelium  may  be  absorbed,  and  produce  their 
specific  toxical  effects  on  the  system. 

It  is  also  certain  that  foul  secretions  retained  in  utero  may 
be  taken  up  into  the  uterine  veins  and  lymphatics,  and  give 
rise  to  inflammation  of  the  broad  ligaments,  peritonitis,  and 
general  septicaemia.  This  is  especially  the  case  in  the  puer- 
peral state  after  childbirth  at  term  and  after  abortion,  and  also 
from  cancerous  ulceration. 

But  these  facts,  although  proving  that  the  way  is  open  to 
invasion,  do  not  prove  that  the  system  is  ever  so  invaded  by 
the  matter  of  ordinary  leucorrhcea. 

The  diagnosis  of  the  kinds  of  leucorrhcea  from  each  other  is 
sometimes  presumptive,  sometimes  almost  absolute.  It  is  gene- 
rally presumptive  in  cases  of  constitutional  disorder,  as  in 
strumous  or  chlorotic  girls,  in  whom  it  may  be  reasonably  in- 
ferred that  there  is  no  uterine  lesion,  and  in  whom  physical 
exploration  is  not  pursued.  Diagnosis  is  still  presumptive, 
even  in  married  women  who  have  had  children,  until  local 
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examination  is  made.  The  sources  of  the  discharge  may  be 
demonstrated  by  the  speculum.  We  may  actually  see  the 
viscid  albuminous  secretion  coming  out  of  the  cervix.  So 
again  in  the  chronic  uterine  catarrh  of  old  age,  with  narrowing 
of  the  os  externum,  and  in  that  form  which  is  associated  with 
dysmenorrhea  from  retention,  we  may  by  dilating  the  os  uteri 
through  the  speculum  give  vent  to  the  retained  secretion. 

Not  rarely,  leucorrhoea  exists  to  a  very  considerable  degree, 
and  yet  escapes  the  observation  or  attention  of  the  subject. 
Women  not  seldom,  when  questioned  as  to  the  existence  of  dis- 
charge, say  they  have  none,  whilst  examination  shows  copious 
collection  of  mucous  fluids  in  the  vagina,  and  issuing  from  the 
cervix  uteri.  This  arises  from  the  patient  either  not  being  con- 
scious of  the  escape  of  discharge,  or  being  careless  about  it. 
Sometimes  the  uterine  viscid  secretion  is  expelled  in  a  mass 
during  defecation,  and  thus  is  not  noticed. 

This  unobserved  leucorrhoea  might  be  called  "  occult  leucor- 
rhoea." As  a  general  rule,  wherever  leucorrhoea  exists,  other 
subjective  symptoms  are  present,  and  indicate  the  expediency  of 
examination. 

Treatment. — The  principle  in  therapeutics  should  be,  first,  to 
determine  whether  the  leucorrhoea  depend  upon  or  be  com- 
plicated with  any  constitutional  diathesis  or  disorder.  If  this 
be  determined  in  the  affirmative,  our  treatment  should  first  be 
directed  to  the  correction  of  this  complication. 

The  treatment,  even  when  the  leucorrhoea  depends  upon 
a  morbid  diathesis,  is  general  and  local.  We  may,  for  ex- 
ample, accomplish  a  certain  amount  of  good  by  internal  reme- 
dies and  hygienic  means,  in  producing  improved  general 
nutrition,  and  thus  in  improving  the  condition  of  the  tissues, 
including  the  affected  mucous  membrane.  And  in  some  cases, 
perhaps  in  many,  these  general  measures  may  be  successful.  This 
is  especially  true  of  the  strumous  and  chlorotic  cases.  But  in 
others,  topical  applications  to  bring  about  a  healthier  tone  of  the 
mucous  membrane  will  be  extremely  useful,  if  not  indispensable. 
We  must  not  then  too  hastily  assume  that  the  treatment  of 
strumous  or  of  syphilitic  leucorrhoea  resolves  itself  into  the  con- 
stitutional treatment  of  the  struma  or  the  syphilis.  When  the 
conjunctiva  is  affected  with  catarrh  or  other  form  of  inflammation 
which  takes  its  rise  in,  or  some  of  its  characters  from  a  strumous 
or  syphilitic  taint,  we  find  the  most  precious  adjuvant  in  topical 
applications  to  the  eye.  So  of  the  skin.  No  less  so  is  this  the 
case  with  uterine  and  vaginal  leucorrhoea.  It  would  un- 
necessarily encumber  this  work  to  enter  with  any  degree  of 
detail  into  the  general  treatment  of  scrofula  or  syphilis.  If  X 
pass  this  by,  it  is  not  because  I  in  any  way  undervalue  its 
importance.    Greneral  treatment  is  indispensable. 

Before  topical  treatment  is  adopted,  we  ought  to  form  a 
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fairly  precise  diagnosis  as  to  the  source  of  the  leucorrhoea,  that 
is,  whether  it  be  uterine,  vaginal,  or  vulvar.  It  is  for  want  of 
attention  to  this  point  that  vaginal  injections  are  found  to  be  so 
often  useless.  Vaginal  injections  fail,  because  they  do  not 
touch  the  main  seat  of  the  disorder,  which,  in  the  majority  of 
cases,  is  in  the  uterus  itself.  But  although  they  fail  to  cure, 
they  may  be  useful  as  far  as  they  go.  In  constitutional  leu- 
corrhoea, the  vaginal  mucous  membrane  as  well  as  the  uterine 
is  commonly  involved  ;  and  something  is  gained  if  we  improve 
the  condition  of  a  part  of  the  affected  tract.  There  is  therefore 
sufficient  reason  to  prescribe  them,  and  thus  to  enlist  the 
patient  in  her  own  service.  She  may  herself  manage  the 
vaginal  injection.  For  the  topical  treatment  of  the  uterine 
mucous  membrane  she  must  have  recourse  to  her  physician. 

The  most  useful  and  convenient  topical  applications  in 
strumous  and  most  other  forms  of  leucorrhoea  are  astringent 
liquids.  Amongst  these,  acetate  of  lead,  sulphate  of  zinc,  sul- 
phate of  alumina,  decoction  of  oak-bark,  solutions  of  tannin. 

The  topical  applications  best  suited  for  the  interior  of  the 
uterus  are  sulphate  of  zinc,  nitrate  of  silver,  sulphate  of 
alumina,  iodine.  The  best  mode  of  applying  these  will  be 
described  hereafter.    (See  Chapter  XV.) 

In  the  case  of  syphilitic  taint  the  same  means  are  useful,  but 
in  addition  1  commonly  use  the  iodide  of  mercury  ointment, 
introduced  by  means  of  the  ointment-carrier,  I  have  contrived 
for  the  purpose.    (See  Chapter  XY.) 

In  the  strumous  leucorrhoea  of  children,  cod-liver  oil  and  iron 
are  of  signal  service. 

The  second  indication  is,  if  we  discover  any  local  disease, 
as  a  tumour,  a  polypus,  displacement,  abrasion,  congestion, 
hypertrophy,  to  endeavour  to  remove  this  cause  or  compli- 
cation. 

The  third  indication  is,  in  the  event  of  our  detecting  no  con- 
stitutional diathesis  or  local  disease,  to  treat  the  leucorrhoea  as 
an  independent  disease,  if  the  discharge  be  excessive  or  entailing 
obvious  local  distress  or  general  weakness.  In  this  class  of 
cases  we  should  begin  by  correcting  any  disorder  of  the  digest- 
ive organs.  We  should  be  especially  careful  to  regulate  the 
action  of  the  bowels,  to  remove  and  to  prevent  the  accumula- 
tion of  faeces  in  the  lower  bowel.  We  should  then  endeavour 
to  restore  the  general  tone  and  strength  by  good  diet,  tonics, 
and  exercise.  Amongst  the  remedies  most  useful  are  strychnine, 
iron,  quinine,  and  arsenic.  The  last  is  often  remarkably  effi- 
cacious in  leucorrhoea  depending  upon  debility.  Local  remedies, 
as  alum  or  zinc  injections,  are  often  useful  adjuncts ;  but  in 
young  women,  in  whom  the  presumption  is  against  any  morbid 
condition  of  the  mucous  membrane,  they  will  be  generally 
unnecessary,  and  for  other  reasons  it  is  desirable  to  avoid  them. 
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Balsamic  medicines,  especially  turpentine,  are  often  very  use- 
ful, and  now  that  they  can  be  given  in  capsules,  or  "  pearls," 
the  chief  objection  to  their  use  is  overcome.  Courty  speaks 
highly  of  the  advantage  to  be  derived  from  tar-water  mixed 
with  the  wine  drunk  at  meals.  It  is  made  palatable  at  first  by 
mixing  with  seltzer- water.  The  same  excellent  author  extols 
hydro-therapeutics.  In  the  chronic  forms  of  leucorrhcea  cold 
water  in  every  form,  as  full  baths  or  hip  baths,  produces  the 
best  results.  It  is  at  the  same  time  the  best  revulsive  and  the 
best  tonic. 

In  this  chapter  I  have  attempted  to  give  merely  a  general 
account  of  leucorrhcea,  regarding  it,  as  for  practical  purposes  it 
often  is  regarded,  as  a  distinct  pathological  condition.  Leu- 
corrhcea, as  a  symptom  dependent  upon  morbid  conditions  of 
the  uterus  and  vagina,  will  be  incidentally  described  as  a  part 
of  the  history  of  these  several  morbid  conditions. 

The  watery  and  purulent  discharges  might  not  inaccurately 
be  included  under  the  common  head  of  "  Leucorrhcea."  But 
I  have  thought  it  more  useful  to  describe  them  in  distinct 
chapters. 


CHAPTER  VIII. 


DISCHARGES  OF  AIR. 

Air  may  get  into  the  vagina,  if  not  into  the  uterus,  in  the 
non-pregnant  state.  In  the  normal  condition  the  walls  of  the 
vagina  are  maintained  in  perfect  contact,  and  no  air,  or 
probably  very  little,  is  admitted.  But  where  the  parts  are 
greatly  relaxed,  the  vulva  open  as  when  the  perineum  is  torn, 
the  lower  part  of  the  vagina  is  no  doubt  exposed  to  the 
contact  of  air,  but  the  very  condition  of  patency  prevents  the 
retention  of  the  air  to  such  a  degree  as  to  lead  to  its  escape  in 
perceptible  volume.  Air  also  penetrates  where  too  large  a 
pessary  is  worn,  which  keeps  the  vaginal  walls  apart.  But 
under  peculiar  circumstances  air  enters  in  large  quantity,  to  be 
expelled  with  noise.  Dr.  Greorge  Harley  details*  a  curious 
case,  in  which  he  carried  out  decisive  experiments,  to  prove  the 
correctness  of  the  diagnosis.  A  pluripara  frequently  expelled 
air  from  the  vagina  with  a  loud  noise.  It  was  ascertained  that 
no  connexion  existed  between  the  rectum  and  vagina.  Dr. 
Harley  took  a  full-sized  male  catheter,  to  which  was  attached  a 
long  india-rubber  tube  with  a  stopcock  at  the  other  end.  The 
catheter  was  introduced  into  the  uterus,  the  end  of  the  tube  with 
the  stopcock  being  placed  in  a  tumblerful  of  water.  No  air 
escaped  when  the  instrument  was  in  this  position ;  but,  on 
placing  the  open  end  of  the  catheter  in  the  vagina,  an  instan- 
taneous discharge  of  gas  took  place.  The  water  was  found  to 
be  sucked  up  through  the  tube  into  the  vagina.  It  was  found 
that  the  vagina  sucked  in  and  expelled  the  air  by  spasmodic 
action.  It  was  further  observed  that  the  abdominal  muscles 
assisted  in  the  suction  process.  The  uterus  was  completely 
retroverted.  This  displacement  being  remedied,  and  the  health 
improved  by  tonics,  a  cure  ensued.  Dr.  M'Clintock  says :  f 
"  Two  or  three  women  who  had  prolapse  of  the  womb  have  told 
me  that  soon  after  getting  up  in  the  morning  they  have  been 

*  "  Obstetrical  Transactions,"  1863.  f  "Diseases  of  Women,"  p.  54. 


DISCHARGES  OF  AIR. 


79 


conscious  of  the  escape  of  air  from  the  vagina.  The  vagina 
was  enlarged,  the  lower  part  of  the  uterus  hypertrophied. 
There  was  no  fistula  ;  the  air  came  from  without." 

If  we  observe  the  vagina  when  the  duck-bill  speculum  is 
applied,  the  movements  of  rise  and  fall  under  the  influence  of 
the  rise  and  fall  of  the  diaphragm  are  seen.  Dr.  Adolph  Rasch 
has  investigated*  these  phenomena  with  great  care.  He  says,  if 
a  multipara,  whose  genitals  are  normal,  be  placed  on  her  back, 
with  the  thighs  flexed  and  abducted,  and  the  vaginal  orifice 
closed,  movements  caused  by  respiration  are  seen,  but  no  air 
enters.  In  the  lateral  position  the  same  thing  is  observed  even 
if  the  vagina  is  lax,  and  even  when  the  perineum  is  ruptured . 
When  the  patient  is  placed  in  the  prone  position,  or  on  all-fours, 
if  the  vulva  be  open,  air  will  enter,  because  the  intestines  fall- 
ing downwards  by  gravity  causes  a  vacuum.  Under  this  con- 
dition violent  exertion  may  expel  air,  giving  rise  to  vaginal 
flatus.  If  the  abdomen  be  supported  by  the  hands  or  a 
bandage,  no  air  enters. 

There  are  several  interesting  applications  of  this  knowledge. 
It  teaches  that  the  best  position  after  labour,  if  not  during 
labour  also,  is  the  dorsal  decubitus;  that  the  same  position  is 
also  best  in  the  case  of  pelvic  abscess  or  hsematocele  discharging 
into  the  vagina;  and  that  we  must  carefully  consider  this 
respiratory  rise  and  fall  of  the  vagina  when  selecting  pessaries. 
It  is  by  turning  to  account  this  action  that  we  derive  the  greatest 
advantage  from  the  spoon  or  Sims'  speculum.  The  blade  draw- 
ing the  perineum  well  back,  whilst  the  semi-prone  position  of 
the  patient  favours  the  falling  forwards  of  the  abdominal  viscera, 
air  fills  the  vagina,  counteracts  the  effect  of  inspiration,  and 
thus  enables  us  to  get  a  good  view  of  the  os  uteri.  The  same 
position  also  greatly  aids  our  efforts  at  reducing  inversion  of  the 
uterus,  and  in  replacing  a  prolapsed  umbilical  cord.  On  the 
other  hand,  in  most  operations  upon  the  uterus  and  vagina, 
where  it  is  of  importance  to  bring  the  uterus  as  low  down  near 
the  vulva  as  possible,  the  dorsal  position,  by  bringing  the  force 
of  gravity  to  counteract  the  respiratory  rise  of  the  uterus,  and 
which  can  further  be  greatly  aided  by  direct  pressure  by  an 
assistant's  hand  above  the  symphysis  pubis,  is  the  best. 


*  "  Obstetrical  Transactions,"  1870. 
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THE  WATERY  DISCHARGES. 

"When  these  occur,  we  must  first  of  all  determine  the  presence 
or  absence  of  pregnancy.  It  is  no  uncommon  thing  that  dis- 
charges of  water,  more  or  less  profuse,  take  place  in  pregnant 
women.  This  is  the  "  hydrorrhea  gravidarum"  Gushes  of 
water,  quite  clear,  may  occur  at  almost  any  time  during  preg- 
nancy ;  but  they  are  more  frequent  in  the  latter  months,  and 
especially  in  the  last  month.  Happening  at  this  time,  they 
are  commonly  taken  as  an  indication  of  commencing  labour, 
and  many  are  the  false  alarms  which  patient  and  doctor  have 
to  suffer  from  this  cause.  "  The  waters  have  broke,"  says 
the  nurse.  You  go,  as  in  duty  bound,  and  find  probably  the 
os  uteri  closed,  nothing  resembling  active  labour  pains.  What 
are  you  to  do  ?  If  you  wait  for  labour,  you  may  wait  for  a 
week,  or  two  or  three  weeks.  If,  on  examination,  by  ballotte- 
ment,  you  find  the  child  still  floats  in  the  uterus,  the  os  uteri 
not  open,  and  no  active  pains,  you  may  go  home  and  wait  in 
peace  for  another  summons. 

What  is  the  source  and  nature  of  this  hydrorrhoea  gravidarum  ? 
Several  theories  have  been  expounded.  The  character  of  the  fluid 
differs  in  some  respects  from  that  of  liquor  amnii.  It  is  odour- 
less, and  resembles  blood-serum  or  the  serous  fluid  effused  in  the 
peritoneal  sac.  Puysch  and  Pcederer  thought  it  came  from 
rupture  of  lymphatic  vessels,  or  of  hydatids  of  the  uterus  ; 
Bohmer  thought  it  escaped  from  a  second  abortive  ovum ;  Dela- 
motte  and  Cruveilhier  that  it  came  from  a  cyst  near  the  ovum  : 
Deleurye,  Puzos,  Naegele,  and  Dubois  that  it  came  from  the 
inner  surface  of  the  uterus,  being  secreted  externally  to  the 
ovum.  Dubois  says  it  is  the  result  of  loosening  of  the  mem- 
branes from  the  uterus  when  the  vessels  pour  out  serum.  Hegar 
says  the  source  is  the  uterine  glands  of  the  decidua.  Thus  he 
describes*  the  glands  of  the  mucous  membrane  as  being  found 


*  "  Monatsschrift  fur  Geburtskunde,"  1863. 
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in  the  decidua  at  the  sixth  month  of  gestation,  and  argues  that 
their  sudden  disappearance  in  the  subsequent  months  is  impro- 
bable. In  a  case  of  hydrorrhcea  he  found  in  the  decidua  vera, 
at  the  beginning  of  the  eighth  month,  an  enormously  developed 
glandular  body.  At  the  bottom  of  this  morbid  growth  was  a 
general  hypertrophic  condition  of  the  decidua  and  its  glands. 
These  gave  out  the  excessive  secretions.  In  a  case  related  by 
Dr.  Grraef,*  repeated  discharges  took  place,  and  the  foetus  was 
expelled  at  the  end  of  six  months.  The  membranes  were  very 
delicate,  and  openings  were  found  in  them.  In  this  case,  it  is 
probable  that  the  fluid  was  true  liquor  amnii.  In  another  case 
the  patient  suffered,  during  the  last  three  months,  from  repeated 
watery  discharges ;  the  uterus  rising  and  falling  with  the 
gathering  and  escape  of  the  fluid.  The  membranes  were  found 
without  rent.  Grraef  regarded  this  as  a  case  of  catarrhal 
hydrorrhcea. 

I  believe  there  are  various  sources.  In  some  cases  the  fluid 
is  liquor  amnii.  This  may  come  either  from  rupture  of  the 
membranes  ;  from  rapid  transudation  under  pressure  ;  from  rapid 
formation  and  accumulation  of  liquor  amnii  in  the  amnion ; 
or  from  the  bursting  of  a  cyst  formed  between  the  amnion  and 
chorion,  or  between  two  layers  of  chorion,  the  proper  amniotic 
sac  remaining  intact.  In  the  majority  of  cases,  however,  the 
fluid  is  not  amniotic.  It  is  then,  the  result  of  a  rapid  secretion 
from  the  uterine  glands  or  from  the  cervical  cavity.  In  the  early 
months,  whilst  there  is  still  a  free  space  between  the  decidua 
vera  and  the  decidua  reflexa,  there  is  a  large  area  of  developed 
glandular  surface. 

I  have  observed  a  puerperal  form  of  hydrorrhcea.  Thus  watery 
discharges  may  continue  for  a  month  or  longer  beyond  the 
proper  lochial  flow.  Generally  in  these  cases  the  water  is  dirty, 
discoloured,  occasionally  stained  with  blood,  and  offensive. %  The 
most  common  cause  I  have  found  to  be  the  retention  of  a  portion 
of  placenta  or  of  clots  in  the  uterus  ;  but  a  polypus  may  produce 
like  results.  The  watery  discharges  alternate,  but  not  always, 
with  discharges  of  blood.  The  fluid  may,  under  certain  condi- 
tions, collect  in  considerable  quantity  in  the  uterus,  so  that  the 
organ  becomes  greatly  distended  before  the  collection  is  expelled 
in  a  gush. 

Sometimes  watery  fluid  is  mingled  with  air,  constituting 
physo-hydrometra.  This  is  also  a  puerperal  or  post-puerperal 
condition,  and  is  commonly  the  result  of  retention  of  some  por- 
tion of  placenta  or  membranes,  and  the  admission  of  air  into 
the  uterine  cavity.  If  an  examination  is  made  when  the  uterus 
is  relaxed  after  labour,  especially  if  the  hand  be  introduced  into 
the  uterus,  the  vaginal  walls  are  separated  from  their  usual 

*  "  Jenaische  Zeitsckrift,"  1865. 
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contact,  and  a  channel  is  formed  along  which  air  easily  enters. 
Merely  turning  on  the  side,  or  a  little  more  prone,  will  often, 
by  favouring  the  fall  of  the  uterus  forwards,  produce  a  vacuum 
into  which  air  will  rush.  This  is  one  reason  amongst  others 
why  I  am  unable  to  approve  of  the  abolition  of  the  old-fashioned 
binder,  which  some  people  would  condemn,  for  no  better  reason 
that  I  can  see  than  because  it  is  old-fashioned.  After  labour, 
especially  in  pluriparoe,  the  abdominal  walls  are  so  relaxed  that 
they  can  give  no  support  to  the  uterus.  The  binder  does  tem- 
porary duty  for  the  inert  abdominal  walls.  The  history  of 
physo-hydrometra  is,  I  believe,  this :  a  portion  of  placenta, 
membranes,  or  clots,  remains  in  the  cavity  of  the  uterus  after 
labour ;  some  air  gets  in  as  I  have  described ;  decomposition 
ensues,  and  the  gases  of  putrefaction  are  added  to  the  air  from 
without,  whilst  the  os  uteri  is  occluded  by  the  placental  or 
blood-mass  falling  over  it.  "When  this  occurs,  there  is  inva- 
riably hectic  or  irritative  fever ;  peritonitis  and  septicaemia 
commonly  attend ;  great  abdominal  pain.  The  enlarged,  dis- 
tended uterus  can  be  mapped  out  rising  as  high  as,  or  higher 
than  the  umbilicus ;  and  resonance  is  made  out  on  percussion. 

One  condition,  the  result  of  impregnation,  often  leads  to 
copious  and  repeated  discharges  of  watery  fluid:  the  hydatidiform 
degeneration  of  the  chorion.  In  this  case  the  ordinary  signs  of 
pregnancy  may  not  be  present,  and  even  the  patient  herself  may 
not  think  she  is  pregnant.  There  is,  however,  always  evidence 
of  enlargement  of  the  uterus,  and  generally  great  pelvic  distress. 
The  water  escapes  in  gushes  at  uncertain  times  ;  it  is  often 
tinged  with  blood,  resembling  red-currant  water ;  it  has  not  the 
offensive  odour  belonging  to  the  watery  discharges  of  cancer ; 
sometimes,  but  not  often  until  late  in  the  progress  of  the  case, 
cysts  will  be  found  swimming  in  the  water;  it  is  generally 
expelled  with  painful  uterine  contractions.  In  a  case  we  recently 
had  in  St.  Thomas's  Hospital,  the  nature  of  the  disease  was 
not  at  first  suspected.  There  was  some  abdominal  enlargement, 
retention  of  urine  requiring  the  catheter,  and  most  distressing 
pelvic  pain  with  irritative  fever.  The  os  uteri  was  found  high 
up  above  the  symphysis  pubis,  whilst  behind  it  the  pelvic  cavity 
was  filled  with  a  large,  rounded,  firm  mass,  taken  to  be  either  the 
retroverted  gravid  womb  or  a  fibroid  tumour.  One  day  a  large 
quantity  of  water,  blood,  and  a  mass  of  chorion- cysts  were  ex- 
pelled. We  had,  in  fact,  the  condition  of  retroverted  gravid 
womb  complicated  with  hydatidiform  or  cystic  degeneration  of 
the  chorion. 

Apart  from  pregnancy,  watery  discharges  are  often  of  grave 
significance.  During  and  after  the  climacteric  period,  the  most 
frequent  cause  is  some  form  of  malignant  disease,  especially  the 
so-called  cauliflower  excrescence  of  the  uterus.  In  this  case 
other  symptoms  will  probably  point  to  the  seat  and  nature  of 
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the  disease.  The  fluid  discharged  is  seldom  clear ;  it  is  gene- 
rally turbid,  dirty,  often  tinged  with  blood,  resembling  water  in 
which  flesh  has  macerated  ;  it  contains  shreds  or  flocculi  of  solid 
matter,  the  proceeds  of  superficial  erosion  or  necrosis  of  the  sur- 
face of  the  diseased  growth,  and  is  almost  always  of  a  peculiar 
offensive  odour.  It  often  alternates  with  haemorrhage.  Local 
exploration  will  place  the  nature  of  the  case  beyond  doubt. 
Another  form  of  malignant  disease  giving  rise  to  watery  dis- 
charges is  the  "oozing  excrescence  of  the  labia." 

But  we  must  remember  that  similar  discharges  may  take 
place  from  polypus  or  inversion  of  the  uterus.  Hence  we  have 
another  example  of  the  wisdom  of  not  pronouncing  a  diagnosis 
until  we  have  made  an  internal  examination.  Water  may 
escape  in  large  quantity  from  the  rupture  or  perforation  of  an 
ovarian  cyst  in  the  vagina.  In  such  a  case,  the  rapid  concurrent 
diminution  of  the  abdominal  tumour  will  lead  to  the  right 
conclusion. 

Watery  discharge  may  be  urine  escaping  from  a  vesico- 
vaginal fistula.  The  character  of  the  fluid  and  other  circum- 
stances seldom  fail  to  establish  the  exact  nature  of  the  case. 

Under  certain  conditions  of  the  mucous  membrane  of  the 
uterus,  more  especially  of  the  cervix,  copious  secretion  of  watery 
fluid  may  take  place  rapidly.  I  believe  this  chiefly  occurs  when 
the  mucous  membrane  is  hypertrophied.  In  this  case  the 
numerous  glands  are  probably  also  hypertrophied,  and  acquire  a 
greatly-increased  activity.  It  will  be  remembered  that  all  the 
mucous  membranes  at  times  discharge  large  quantities  of  watery 
fluid.  Thus  the  mouth  is  the  seat  of  ptyalism,  the  stomach  of 
pyrosis,  the  intestinal  canal  of  diarrhoea.  It  is  rational  to  infer 
that  causes  analogous  to  those  which  induce  watery  secretion 
from  the  mucous  membranes  in  these  organs,  may  induce  the 
like  event  in  the  mucous  membrane  of  the  genital  tract. 


CHAPTEE  X. 


THE  PURULENT  DISCHARGES. 

Some  purulent-looking  discharges  are  in  reality  mucous,  the 
appearance  being  due  to  epithelium-cells,  not  to  pus-globules. 
When  pus-globules  in  large  proportion  are  found,  they  indicate 
generally  a  breach  of  continuity  of  the  mucous  surface  —that  is,  a 
granulating  or  ulcerated  surface.  When  pus  escapes  in  quantities, 
suddenly  at  intervals,  and  sometimes  by  continuous  draining, 
the  source  probably  is  an  abscess  whose  seat  is  outside  the  uterus 
or  vagina,  as  in  what  is  called  pelvic  cellulitis,  opening  into  the 
vagina.  In  such  a  case  examination  by  touch  internally,  and 
externally  in  the  iliac  regions,  will  reveal  the  extra-uterine 
disease.  The  uterus  will  be  felt  set  fast  by  surrounding  firm 
plastic  effusion.  The  os  uteri  will  generally  be  found  in  the 
centre  of  the  pelvis,  low  down,  or  inclined  to  one  side,  if  the 
pelvic  peritonitis  is  chiefly  unilateral.  This  position  of  the  os 
uteri  distinguishes  pelvic  peritonitis  from  retro-uterine  hemato- 
cele, which  pushes  the  os  uteri  forwards  close  behind,  and  some- 
times above,  the  symphysis  pubis,  and  which  may  also  be 
attended  by  suppuration. 

A  suppurating  ovarian  cyst  may  contract  adhesion  with  the 
roof  of  the  vagina,  and  form  a  fistulous  perforation  through 
which  pus  may  escape. 

I  have  now  under  my  care  a  case  in  which  pus  is  voided  by 
the  vagina,  the  origin  of  which  is  an  abscess  in  the  left  hypo- 
chondriac region  opening  into  the  intestine,  and  which  at  a 
lower  part  has  formed  a  fistulous  communication  with  the  vagina. 
We  thus  see  how  numerous  and  strange  are  the  sources  of  pus 
in  the  vagina,  and  that  a  purulent  discharge  is  no  sure  evidence 
of  disease  of  the  uterus  or  vagina.  Exploration  must  extend 
beyond  these  organs. 

Many  discharges  which  to  the  naked  eye  cannot  be  dis- 
tinguished from  pus  are  really  mucous.  The  microscope  dis- 
criminates them  easily.  The  distinction  is  important,  because 
it  is  generally  true  that  the  unbroken  mucous  membrane  of  the 
genital  tract  does  not  yield  pus.    When  true  pus  appears,  it  is 
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therefore  mostly  an  indication  of  erosion,  ulceration,  or  abscess. 
As  Yirchow  has  pointed  out,  all  mucous  membranes  with  cylin- 
der-epithelium are  little  disposed  to  form  pus.  The  matter 
which  is  produced  is  found,  on  accurate  examination,  to  be  only 
epithelium,  though  it  may5  to  the  naked  eye,  have  a  thoroughly 
purulent  appearance.  The  intestinal  mucous  membrane  rarely 
produces  pus  without  ulceration.  The  mucous  membrane  of 
the  uterine  tubes,  which  is  often  covered  with  a  thick  mass  of 
entirely  puriform  appearance,  shows  almost  always  only  epithe- 
lial elements. 

On  other  mucous  membranes — the  urethra,  for  example — we 
observe  copious  discharges  of  pus  without  the  least  ulceration. 


CHAPTER  XL 


THE  SIGNIFICANCE  OF  HEMORRHAGIC  DISCHARGES. 

Discharges  of  blood  from  mucous  membranes  are  not  necessarily 
significant  of  local  disease.  For  example,  epistaxis  from  the 
Schneiderian  membrane  is  not  infrequent  in  childhood  and  old 
age,  unconnected  with  organic  disease  anywhere.  Although 
when  it  has  once  set  in,  the  bleeding  is  apt  to  go  on  to  an  exces- 
sive, to  an  alarming,  and  sometimes  even  to  a  fatal  extent,  it  seems 
in  the  first  instance  to  be  determined,  by  an  effort  of  the  vascular 
system,  to  unburthen  itself  of  a  superfluous  accumulation.  It 
appears  to  be  critical,  and  in  many  cases  to  be  beneficial. 
During  the  period  of  sexual  life  the  uterine  mucous  membrane 
is  the  outlet  towards  which  any  overflow  is  directed  ;  during  this 
period  Schneiderian  epistaxis  or  other  forms  of  haemorrhage  are 
rare ;  the  seat  of  election  for  critical  and  other  haemorrhages  is 
the  uterus.  And  it  is  remarkable  that,  as  a  result  probably  of 
the  disposition  which  the  uterus  had  acquired  of  acting  as  a 
periodical  evacuant  long  after  the  cessation  of  menstruation 
proper,  it  still  continues  to  be  the  safety-valve  by  which  vascular 
repletion  is  relieved. 

The  aptitude  of  the  uterus  to  serve  in  this  way  is  occasionally 
manifested  also  at  an  early  age ;  that  is,  just  before,  or  about 
the  institution  of  the  menstrual  function.  Young  girls  some- 
times begin  with  a  copious  flooding,  which  does  not  appear  to 
be  distinctly  determined  by  ovulation. 

In  the  cases  referred  to,  haemorrhage  even  copious  does  not 
imply  disease,  at  least  not  disease  of  the  ovaries  or  uterus,  any- 
more than  does  bleeding  from  the  nose  imply  disease  of  the  Schnei- 
derian membrane.  It  is  an  expression  of  constitutional  or  general 
vascular  tension.  Still  haemorrhage  from  the  uterus,  especially 
if  prolonged  or  repeated,  is  so  commonly  a  consequence  of 
disease  of  that  organ,  that  it  ought,  as  a  general  rule,  to  be 
taken  as  a  warning  to  make  local  examination.  This  is  the 
more  imperative,  because  in  many  cases  this  examination  leads 
at  once  to  the  detection  of  a  cause  which  can  be  quickly  removed; 
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and  in  almost  all  cases  the  surest  way  of  stopping  dangerous 
haemorrhage  is  by  topical  applications. 

This  tendency  of  the  vascular  system  to  seek  its  outlet  by  the 
uterus  is  fortunate.  If  a  vent  were  not  found  here,  the  risk 
of  internal  effusions  would  be  enormously  increased.  And  not 
even  excepting  the  Schneiderian  membrane,  the  uterine  mucous 
membrane  is  the  most  under  control. 

Climacteric  uterine  haemorrhage  may  avert  an  attack  of 
apoplexy.  The  outlet  of  blood  from  the  uterus  may  avert 
effusion  from  the  ovary  or  its  plexuses  into  the  peritoneum.  In 
this  way  Nature  often  proves  herself  a  better  physician  than 
the  modern  practitioner  who  has  abandoned  the  use  of  the 
lancet. 

It  may  be  stated,  as  a  general  proposition,  that  whatever  pro- 
duces hyperaemia  predisposes  to  haemorrhage.  Thus  inflamma- 
tion takes  high  rank  as  a  cause  of  haemorrhage.  Inflammation 
involves  a  vis  dfronte,  attracting  blood  to  a  part,  and  so  filling 
the  capillaries  that  they  may  burst. 

As  in  other  parts  of  the  body,  haemorrhage  from  the  uterus 
may  be  active  or  passive.  In  active  haemorrhage  rupture  of 
vessels  arises  from  the  attraction  of  an  inordinate  quantity  of 
blood  into  them.  In  passive  haemorrhage  the  escape  arises  not 
simply  from  distention  from  excess  of  blood,  but  generally  also 
from  the  depraved  quality  of  the  blood,  from  the  ill-nourished, 
weakened  condition  of  the  coats  of  the  vessels,  and  the  impeded 
return  of  the  venous  blood.  In  a  woman  who  had  suffered 
much  from  metrorrhagia,  the  blood  contained  only  2  parts  in 
1,000  of  globules,  1*8  of  fibrin,  61  of  solid  materials  of  serum, 
and  915  of  water. 

Haemorrhage  from  the  uterus  is  sometimes  called  menorrhagia, 
sometimes  metrorrhagia,  sometimes  flooding. 

The  term  menorrhagia  implies  an  excessive  flow  of  the  men- 
strual discharge.  Although  in  fact  the  menstrual  nisus  or 
ovulation  exerts  a  powerful  initiative  and  aggravating  influence 
in  the  production  of  haemorrhage,  yet  there  often  exists  in  asso- 
ciation with  apparent  menorrhagia  some  local  disease  which  is 
more  strictly  the  cause.  That  is,  without  this  local  disease 
the  ovarian  stimulus  would  produce  no  more  than  the  ordi- 
nary menstrual  flow.  But  a  mucous  membrane  once  set  bleeding 
easily  goes  on  pouring  off  blood.  It  may  be  likened,  and 
indeed  often  is  so  by  patients,  to  the  turning  on  of  a  tap. 
The  vessels  of  the  mucous  membrane,  whether  they  have  burst 
or  not,  pour  off  blood  with  the  greatest  readiness ;  and  the 
stream  being  once  directed  to  a  given  part  which  affords  ready 
outlet,  a  derivative  action  towards  this  part  is  easily  kept  up. 

Metrorrhagia  means  very  much  the  same  thing  as  flooding. 
It  is  used  to  express  a  copious  flow  of  blood  not  obviously 
associated  with  menstruation.    Uterine  haemorrhage  is  another 
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synonym.  As  a  general  term  it  is  free  from  the  objection  which 
applies  to  "  menorrhagia,"  as  it  expresses  simply  a  fact  inde- 
pendently of  all  theory  of  causation. 

In  almost  every  case  of  uterine  disease  leading  to  haemorrhage, 
periodicity  more  or  less  regular  is  observed.  There  are  com- 
monly intervals  of  remission  or  cessation.  Women  observe  that 
their  courses  last  for  two  or  three  weeks  at  a  time,  leaving  only 
one  or  two  weeks  of  freedom.  This  periodicity  is  often  preserved 
long  after  the  natural  menopause,  when  any  disease,  as  cancer 
or  tumour,  continues  to  be  the  cause  of  haemorrhage.  In  the 
same  way  as  patients  of  tuberculous  diathesis  are  eager  to 
persuade  themselves  that  occasional  haemoptysis  is  due  to 
accidental  insignificant  causes,  so  women  in  whom  losses  of 
blood,  more  or  less  periodical,  continue  or  recur  long  after  the 
menopause,  are  ready  to  believe  that  these  losses  are  natural  or 
exaggerated  menstrual  discharges,  and  that  they  may  be  taken 
as  evidence  of  protracted  sexual  life. 

To  determine  what  losses  must  be  ascribed  to  natural  men- 
struation and  what  to  pathological  causes,  we  must  seek  to  define 
the  characters  of  natural  menstruation.  Any  marked  departure 
from  these  characters  must  then  be  made  the  subjects  of  closer 
investigation,  in  order  to  separate  or  analyse  the  often  com- 
bined physiological  and  pathological  factors. 

The  history  of  menstruation  will  be  studied  more  methodi- 
cally hereafter.  It  will  be  enough  to  state  the  leading  features 
of  healthy  uncomplicated  menstruation.  Fluid  blood,  somewhat 
glutinous,  is  discharged  gradually,  to  the  amount  of  two  to  four 
or  six  ounces,  over  a  period  of  two,  three,  or  four  days,  at  regular 
intervals  of  twenty-eight  days,  or  nearly  so,  beginning  at  the 
age  of  twelve,  thirteen,  or  fourteen,  and  lasting  until  forty-five 
or  forty- eight. 

There  is  a  range  of  variation  in  all  these  characters,  depend- 
ing in  some  cases  upon  individual  peculiarities.  For  this 
allowance  must  be  made.  But  it  is  a  safe  and  prudent  clinical 
rule  to  suspect  that  any  wide  departure  from  these  characters 
depends  upon  some  pathological  complication.  Taking  the 
characters  of  normal  menstruation  as  our  standard,  we  shall  be 
justified  in  concluding  that  discharges  of  coagulated  blood,  dis- 
charges habitually  exceeding  four  or  six  ounces,  discharges  con- 
tinued for  a  week  or  more,  leaving  intervals  of  freedom  shortened 
to  three  weeks  or  less,  discharges  occurring  during  the  proper 
intervals  between  the  periods,  and  discharges  occurring  long 
after  the  age  of  forty-five  or  forty-eight,  especially  if  excessive 
or  irregular  as  to  periodicity,  are  of  pathological  significance. 
The  same  thing  may  be  said  of  haemorrhagic  discharges  recur- 
ring in  women  after  the  menopause ;  that  is,  after  a  complete 
cessation  of  the  ordinary  menstrual  flow  for  a  year  or  more. 
It  may  be  assumed,  as  a  physiological  fact,  that  the  function 
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of  ovulation  is  not  resumed  after  having  been  suspended  at  its 
natural  term.  The  ovary  then  has  undergone  a  process  of 
involution  or  atrophy  which  is  incompatible  with  the  develop- 
ment of  ova.  Discharges  of  blood,  then,  after  the  menopause 
depend  upon  other  causes  than  normal  ovarian  stimulus.  The 
circumstances  under  which  haemorrhage  appears  will  occasionally 
declare  its  character.  For  example,  haemorrhage  may  imme- 
diately follow  some  accident,  as  sudden  exertion,  or  coitus. 

In  addition  to  the  general  or  average  standard  deduced  from 
the  study  of  the  natural  history  of  menstruation,  we  shall  often 
draw  the  most  trustworthy  conclusions  from  the  particular  study 
of  the  individual  patient.  She  herself  must  often  furnish  her 
own  standard  of  comparison.  Any  marked  change  from  the 
habitual  characters  of  the  menstrual  function  will  point  to  the 
necessity  of  inquiring  into  the  cause. 

All  haemorrhages  may  be  considered  abnormal  which  are 
irregular  in  their  appearance,  or  excessive  in  duration  or  quantity, 
or  which  obviously  tell  upon  the  system  by  inducing  anaemia  or 
debility.  Another  test  of  abnormality  will  often  be  found  in 
the  association  of  other  symptoms  with  the  haemorrhage. 

Abnormal  haemorrhage  is  not  always  marked  by  excessive 
quantity.  Blood  may  appear  in  streaks  or  small  quantities 
mixed  with  the  mucus  of  leucorrhoea.  This  will  often  be  con- 
nected with  breach  of  surface  of  the  mucous  membrane,  as 
abrasion  or  ulceration ;  often,  however,  with  simple  congestion 
or  inflammation.  Apart  from  pregnancy,  a  copious  flow  of 
blood  will  generally  depend  upon  some  organic  alteration  in  the 
structure  of  the  uterus,  as  hypertrophy  of  the  body  or  cervix, 
the  growth  of  tumours  or  polypi,  or  malignant  disease. 

If  copious  haemorrhages  occur  in  a  woman  past  the  child- 
bearing  age,  the  probability  is  great  that  the  cause  is  malignant 
disease ;  and  this  probability  rises  if  the  cessation  or  diminution 
of  the  blood-flow  is  followed  by  a  watery  discharge  stained  with 
blood,  offensive  in  odour,  and  showing  debris  of  tissue  in  the 
form  of  shreds.  It  must  be  remembered,  however,  that  the  dis- 
charges attendant  upon  polypus  and  inversion  of  the  uterus  may 
present  very  similar  characters.  Many  cases  of  polypus  have 
been  seen  in  which  the  history,  subjective  symptoms,  and  dis- 
charges so  nearly  resembled  those  of  malignant  disease  that  the 
probability  in  favour  of  cancer  seemed  great  until  examination 
was  made. 

Abortion  or  labour  at  term  is  not  seldom  followed  by  haemo- 
rrhages more  or  less  continuous  or  intermittent  for  many  weeks 
or  even  months ;  so  long,  indeed,  that  their  dependence  upon 
the  puerperal  changes  may  be  lost  sight  of. 

Uterine  haemorrhages  may  be  classified  as  follows  : — 
A.  Haemorrhages  escaping  externally,  without  alteration  of 
the  structure  of  the  uterus,  as — 
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1.  From  primordial  disease  of  the  heart,  liver,  or  lungs. 

2.  Exaggerations  of  the  menstrual  function,  as  in  plethoric 

girls  at  the  onset  of  menstrual  life,  and  in  women  at  the 
menopause. 

3.  Throughout   menstrual  life,  or  beginning   towards  its 

close,  from  abdominal  or  hepatic  congestion  or  obstruc- 
tion. In  some,  haemorrhagic  menstruation  seems  here- 
ditary. 

4.  From  emotion  or  physical  shock. 

5.  Complementary  of  hemorrhages  suppressed  elsewhere. 

6.  From  sudden  suppression  of  the  action  of  the  skin. 

7.  From  ovarian  or  mammary  excitation.   Excess  of  coitus, 

especially  if  at  menstrual  epoch. 

8.  The  climacteric  and  senile  haemorrhage. 

9.  From  blood-disease ;  as  variola,  scarlatina,  typhoid,  acute 

atrophy  of  the  liver,  leucocythemia,  scurvy. 

In  this  class  we  see  that  the  cause  of  haemorrhage  may  be 
distant  from  the  uterus.  Hypertrophy  of  the  heart  is  a  not 
uncommon  cause  of  uterine  haemorrhage,  especially  in  pregnancy 
and  childbed.  The  hypertrophy  may  be  the  result  of  antecedent 
disease,  or  of  pregnancy.  This  is  one  cause  why  the  risk  of 
haemorrhage  increases  with  the  number  of  pregnancies.  There 
is  an  increasing  difficulty  in  the  process  of  involution  of  the 
heart,  and  an  increasing  disposition  to  fall  into  fatty  degene- 
ration. A  feeble,  fatty  heart  also  I  have  observed  disposes  to 
uterine  haemorrhage. 

Liver  disease  may  act  simply  or  as  complicating  heart-disease. 
It  acts  especially  in  women  past  forty,  during  the  climacteric, 
and  in  those  who  indulge  in  drink. 

Lung-diseases,  especially  those  marked  by  dyspnoea  and 
hyperaemia  or  oedema,  dispose  to  uterine  congestion  and 
haemorrhage. 

Uterine  haemorrhage  is  sometimes  observed  in  phthisis, 
although  more  commonly  this  disease  induces  amenorrhoea. 

It  is  not  always  safe  or  judicious  to  stop  haemorrhage  depending 
upon  remote  obstructions  to  the  circulation  hastily  or  completely. 
There  can  be  no  doubt  that  they  act  as  useful  evacuants  and 
derivatives. 

Menorrhagia  has  occasionally  proved  fatal  at  the  onset  of  the 
menstrual  function  in  girls.  The  late  Mr.  Obre  related  the  case 
of  a  virgin,  aged  fourteen  years  and  three  months,  in  whom  the 
first  menstruation  set  in  violently,  and  could  not  be  checked. 
Everything  was  found  healthy,  except  the  uterine  mucous  mem- 
brane, which  was  softened  and  ecchymosed,  and  in  some  places 
detached  from  the  muscular  coat.  This  alteration  was  probably 
nothing  more  than  the  menstrual  decidua  infiltrated  with  blood. 

B.  The  haemorrhages  of  pregnancy — - 

1,  Abortion. 
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2.  Detachment  of  placenta. 

3.  Extra-uterine  gestation. 

4.  Eetained  placenta  or  clots, — placental  or  fibrinous  polypus. 

5.  Hydatidiform  placenta. 

6.  Yarix  of  the  vulva  or  vagina. 

It  must  be  borne  in  mind  that  in  many  cases  of  hemorrhage 
in  pregnant  women  the  blood  does  not  come  from  the  cavity  of 
the  uterus,  but  from  the  cervix  uteri,  which  may  be  abraded  and 
hypertrophied.  The  intense  hyperemia  of  pregnancy  easily 
issues  in  haemorrhage  when  the  mucous  surface  is  unsound. 

Many  of  the  conditions,  with  or  without  alteration  of  struc- 
ture which  occur  in  non-pregnant  women  may  occur  also  in  the 
pregnant ;  and  pregnancy  may  even  increase  the  disposition  to 
haemorrhage. 

C.  Haemorrhages  with  alteration  of  structure — 

1.  Metritis  proper. 

2.  Inflammation  of  the  cervix  uteri. 

3.  Engorgement  of  the  body  and  cervix  induced  by  stenosis 

or  displacement  or  distortion  of  the  uterus  or  other 
causes. 

4.  Hypertrophy  of  the  cervix  or  of  the  body  of  the  uterus, 

especially  of  the  mucous  membrane,  as  from  syphilis. 

5.  Fungous  granulations  of  the  os,  abrasions,  ulcerations, 

especially  if  there  is  syphilitic  complication. 

6.  Fibroid  tumours. 

7.  Polypi  of  the  uterine  cavity,  cervix,  or  os,  or  of  the  vagina. 

8.  Cancer  or  sarcoma  in  the  non-ulcerated  state,  and  in  the 

ulcerated  state. 

9.  Wounds  of  the  uterus,  vagina,  or  vulva  from  accident, 

operations,  leech-bites,  abrasion  or  irritation  as  from  ill- 
selected  pessaries. 

10.  Voiding  the  blood  of  thrombi  or  of  retro-uterine  hema- 
toceles. 

11.  Varicosity  of  the  vessels  of  the  labia,  which  may  burst. 

12.  Imperfect  involution  of  the  uterus  and  obstruction  of  cir- 
culation kept  up  by  impeded  mobility  from  peri-uterine 
effusions. 

13.  Hyperemia  induced  by  the  uterus  being  within  the  range 
of  any  abnormal  vascular  activity,  as  an  extra-uterine 
gestation-cyst. 

Hematuria,  or  disease  of  the  meatus  urinarius,  may  possibly 
be  mistaken  for  hemorrhage  of  uterine  origin. 

D.  Hemorrhages  poured  out  internally — 

1.  Eetro-uterine  hematocele,  from  blood  from  ovary,  ovarian 
plexuses,  or  Fallopian  tubes,  under  menstrual  nisus. 

2.  Peri -uterine  hematocele  or  thrombus,  or  effusion  into  the 

connections  of  the  broad  ligaments,  or  between  the  bladder 
and  cervix  uteri. 
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Similar  events  may  happen  from  abnormal  ovarian  conges- 
tions ;  from  rupture  of  ovarian  tumours,  or  of  vessels  in  their 
walls  ;  from  rupture  of  varices  of  the  ovary  or  broad  ligaments. 

Under  ovarian  menstrual  stimulus  blood  may  be  poured  out 
into  the  abdominal  cavity,  because  there  is  some  obstruction  in 
the  course  of  the  genital  canal. 

1.  The  Fallopian  tubes  may  be  occluded ;  there  may  be 

stenosis  or  atresia  of  the  uterus,  vagina  or  vulva  ;  there 
may  be  retroflexion  of  the  uterus. 
In  these  cases  blood  may  accumulate  above  the  seat  of  the 
obstruction,  and  regurgitate  into  the  abdomen. 

2.  There  may  also  be  retrograde  haemorrhage  from  abortion. 

3.  Abdominal  haemorrhage  may  arise  from  rupture  of  the 

sac  of  an  extra-uterine  gestation.  External  haemorrhage 
commonly  precedes  or  attends  the  rupture  and  the  in- 
ternal effusion. 

4.  The  gravid  uterus  may  rupture,  with  or  without  violence, 

after  the  fourth  month.     This  is  more  likely  to  happen 
when  the  gestation  is  mural,  or  in  one  horn  of  a  two- 
horned  uterus.   In  these  cases  there  will  probably  be  some 
external  haemorrhage  also. 
A  methodical   analysis  of  the  various   causes  of  uterine 
haemorrhage  for  diagnostic  purposes  would  carry  us  through 
almost  the  entire  field  of  ovarian  and  uterine  pathology.  The 
morbid  conditions  which  are  attended  by  haemorrhage  will  be 
described  in  their  proper  places.    We  can  only  now  enumerate 
the  conditions,  physiological  or  pathological,  which  are  associ- 
ated with  haemorrhage ;  and  seek  to  lay  down  compendious 
principles  of  diagnosis  and  treatment. 

In  practice  we  are  continually  called  upon  to  treat  symptoms 
or  consequences  of  disease.  It  is  the  merest  folly,  or  affectation 
of  science  in  many  cases,  to  pretend  to  remove  a  disease  by  at  once 
attacking  the  presumed  cause.  The  folly  is  as  great  to  postpone 
treatment  until  we  have  discovered  the  cause.  In  no  case  is 
this  pretension  more  absurd  or  more  dangerous  than  in  that  of 
haemorrhage  from  a  mucous  membrane.  Whilst  we  are  waiting 
to  discover  the  cause,  the  patient  may  bleed  to  death.  If  we 
apply  ourselves  at  once  to  stop  the  haemorrhage,  we  may  save 
her. 

Treatment. — The  first  practical  rule  to  observe  when  in  presence 
of  a  profuse  flooding  is  to  take  off  the  pressure  of  gravitation,  by 
placing  the  patient  in  a  horizontal  posture  with  the  pelvis  some- 
what elevated ;  to  remove  all  articles  of  dress  which,  by  their 
pressure  upon  the  chest  or  waist,  impede  the  circulation ;  to 
remove,  as  far  as  possible,  all  sources  of  excitement  or  emotion ; 
above  all,  to  obtain  absolute  rest.  Wounds  or  injuries  which 
would  be  of  no  consequence  if  the  patient  remained  perfectly 
quiet  and  recumbent,  may,  so  rich  is  the  vascularity  and  so  free 
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the  intercommunication  of  the  vessels  of  the  pelvis,  lead  to 
fatal  haemorrhage,  if  she  assume  the  erect  posture,  or  undertake 
any  bodily  exertion. 

The  next  practical  rule  is  to  endeavour  to  stop  the  bleeding 
as  quickly  as  possible,  without  waiting  to  inquire  into  its  cause. 
This  can  rarely  be  done  effectually  or  certainly  without  the 
application  of  topical  remedies.  This  necessarily  implies  a 
preliminary  examination  by  the  finger,  hand,  or  speculum. 
We  thus  obtain  incidentally  useful,  often  adequate,  diagnostic 
information.  For  example,  we  may  find  a  polypoid  tumour  or 
a  wound.  The  haemorrhage  may  then  be  stopped  by  removing 
the  cause.  We  may  find  malignant  disease ;  and  then  all  we 
can  do  is  to  stop  the  bleeding  by  the  application  of  powerful 
astringents  or  cauteries,  as  the  perchloride  of  iron  or  chromic 
acid.  We  may  find  a  fibroid  of  the  uterus ;  and  the  haemorrhage 
may  be  controlled  by  the  same  remedies,  postponing  treatment 
adapted  to  prevent  the  recurrence  of  bleeding  to  a  more 
favourable  opportunity. 

We  may  find  an  ovum  presenting  at  the  os  uteri,  or  some 
other  form  of  haemorrhage  connected  with  pregnancy.  The 
treatment  of  these  forms  cannot  be  discussed  in  this  work.  I  have 
described  it  carefully  in  my  "  Lectures  on  Obstetric  Operations." 

Where  we  find  no  cause  that  admits  of  immediate  removal, 
we  may  still  arrest  the  haemorrhage.  The  method  which  is 
commonly  the  readiest,  because  it  requires  no  special  appliances, 
is  plugging  the  vagina.  Whilst  waiting  for  these  special  appli- 
ances, it  may  be  desirable  to  plug.  This  is  done  by  pushing 
pieces  of  lint,  linen,  sponge,  or  silk  handkerchiefs  into  the  vagina. 
First  of  all,  it  is  desirable  to  remove  clots  by  the  hand,  and  to 
wash  out  the  vagina  with  cold  water.  Then  holding  the  labia 
apart  with  the  expanded  fingers  of  one  hand,  the  plugging 
materials  lubricated  in  oil,  or  better  with  oil  containing  an 
eighth  or  tenth  part  of  carbolic  acid,  or  lard,  are  pushed  in 
gradually  by  the  fingers  of  the  other  hand,  or  by  aid  of  the 
uterine  sound,  the  handle  of  a  tooth-brush,  or  any  other 
accessible  instrument.  The  plugging  must  be  firm,  packing 
the  vagina  pretty  tightly.  It  is,  however,  generally  preferable 
to  plug  by  the  aid  of  a  speculum.  The  pieces  are  thus  accurately 
packed,  and  the  speculum  is  gradually  withdrawn.  In  this 
way  uterine  and  vaginal  haemorrhage  may  frequently  be  checked 
for  a  while,  and  time  be  gained  for  choice  of  more  scientific 
remedies.  But  plugging  is  not  free  from  objections.  In  the 
first  place,  if  the  case  be  one  of  malignant  disease,  tight  packing 
of  the  vagina  is  apt  to  break  down  the  fragile  malignant  tissue, 
to  increase  the  bleeding,  and  favour  ulceration.  In  the  next 
place,  after  a  while  the  elastic  and  contractile  vagina  compresses 
the  plug,  saturated  with  blood  into  a  compact  ball  or  cylinder 
which  no  longer  fits  its  calibre ;  blood  then  easily  flows  past ;  or 
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being  retained  concealed,  may  give  rise  to  a  false  security, 
and  lead  us  to  defer  more  effectual  remedies.  In  the  third  place, 
plugs,  by  heating  and  distending  the  parts,  are  a  source  of 
irritation  and  distress ;  they  often  in  this  way  seem  even  to  keep 
up  haemorrhage.  In  the  fourth  place,  if  retained  a  few  hours, 
the  plugs,  or  the  retained  blood,  decompose  and  become  exceed- 
ingly foul.  Fifthly,  the  compression  of  the  urethra,  or  the 
metastatic  irritation,  often  causes  retention  of  urine.  And  even 
if  the  plug  have  arrested  the  haemorrhage,  this  often  breaks  out 
again  when  the  plug  is  removed. 

In  the  majority  of  cases,  therefore,  it  is  wise  to  look  upon 
plugging  as  a  mere  temporary  expedient,  to  be  adopted  whilst 
preparing  for  more  trustworthy  means. 

I  could  give  no  rule  of  more  general  application  or  more 
valuable  than  this  : — In  all  cases  of  hcemorrhage  coming  from  the 
body  of  the  uterus  obtain  and  maintain  free  patency  of  the  cervical 
canal. 

In  cases  of  abortion,  of  the  haemorrhages  of  gestation,  of 
intra-uterine  polypi,  or  fibroids,  of  hypertrophy  of  the  mucous 
membrane,  of  malignant  disease  of  the  interior  of  the  uterus,  to 
obtain  free  external  escape  for  the  haemorrhage  and  free  access 
to  the  source,  in  order  to  control  the  bleeding,  is  the  first 
necessity.  We  might,  it  is  true,  in  almost  every  case  introduce 
a  catheter  or  tube  to  carry  a  styptic  injection  into  the  uterus. 
But  this  proceeding,  invaluable  if  properly  carried  out,  may  be 
useless  or  even  dangerous  if  resorted  to  whilst  the  cervix  uteri 
is  contracted.  Blood  retained  in  the  cavity  of  the  uterus  forms 
clots  which,  under  the  spasmodic  contractions  they  excite,  be- 
come compressed  into  firm  masses  of  fibrin  by  the  squeezing  out 
of  the  serum.  These  coagula  cannot  make  their  way  through 
the  constricted  cervical  canal ;  they  may  even  become  closely 
adherent  to  the  walls  of  the  uterus,  forming  the  ' '  fibrinous 
polypi."  Their  presence  in  any  form  is  a  source  of  irritation  and 
suffering  :  by  causing  alternate  contraction  and  dilatation  of 
the  uterus  they  keep  up  haemorrhage ;  and  occupying  the 
uterus,  injections  thrown  into  the  cavity  are  lost  upon  the  clots 
instead  of  constringing  the  bleeding  surface.  Moreover,  as  I 
shall  show  hereafter,  wherever  there  has  long  existed  a  narrowing 
of  the  cervical  canal,  there  will  be  produced  a  dilatation  of  the 
genital  tract  above  the  stenosis.  Hence,  there  will  be  serious 
danger  of  injected  fluids  being  driven  along  the  dilated 
Fallopian  tubes  into  the  abdominal  cavity.  As  a  consequence  of 
the  same  condition,  there  is  also  serious  danger  of  the  blood 
which  gathers  in  the  uterine  cavity  and  tubes  being  driven  in  a 
retrograde  course  into  the  peritoneum.  This  is  one  way  in 
which  retro-uterine  haematocele  is  produced.  It  is  the  way 
which  may  most  successfully  be  guarded  by  securing  a  free 
outlet  by  the  vagina. 
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In  the  case  of  retained  ova,  membranes  or  placenta,  or  clots, 
the  first  indication  is  usually  to  remove  these.  To  do  this  it  is 
often  necessary  to  pass  in  one  or  two  fingers  to  break  them  up 
and  to  bring  them  away.  In  the  case  of  intrauterine  polypi, 
there  must  be  room  to  introduce  an  instrument,  as  well  as  a 
guiding  finger.  In  the  case  of  an  unhealthy  condition  of  the 
uterine  mucous  membrane,  free  passage  is  wanted  for  the  appli- 
cation of  haemostatics.  These  are,  I  believe,  most  useful  if 
applied  in  a  tolerably  concentrated  form.  To  do  this,  it  is 
preferable  to  introduce  them  soaked  in  swabs  mounted  on 
sticks  or  whalebone  rods.  If  a  swab  cannot  be  introduced, 
and  it  is  difficult  to  do  it,  unless  the  cervix  be  very  widely 
open,  because  the  charged  swab  as  it  touches  the  cervix  in  its 
passage  contracts  the  canal,  it  is  then  necessary  to  resort  to 
injection,  or  the  introduction  of  styptics  in  the  solid  form. 

If  any  further  reason  were  wanted  to  recommend  the  pre- 
liminary dilatation  of  the  cervix  uteri,  it  would  be  this : — It  is 
in  many  cases  enough  to  arrest  the  bleeding.  And,  if  not  of 
itself  successful,  it  at  any  rate  opens  the  road  by  which  we  can 
pursue  a  treatment  that  will  succeed. 

What  are  the  means  of  dilating  the  cervix  ? — These  are  various, 
and  the  choice  will  depend  upon  the  nature  of  the  case.  If  it 
be  one  of  abortion,  of  intra-uterine  polypus  or  tumour,  or  of 
morbid  condition  of  the  mucous  membrane,  it  will  generally  be 
easy  to  place  one  or  more  laminaria-tents  or  sponge-tents,  which 
in  the  course  of  a  few  hours  will  effect  the  desired  dilatation, 
and,  whilst  acting,  will  generally  check  the  bleeding.  If  the 
case  be  metrorrhagia  from  fibroid  tumour,  or  menstruation 
obstructed  by  stenosis  of  the  os  externum  uteri,  it  may  be 
necessary  to  dilate  the  part  by  incision.  This  operation  will 
frequently  not  only  prepare  the  way  for  relief  from  the  im- 
mediate danger,  but  it  is  an  essential  condition  of  prevention  in 
the  future. 

When  we  have  stopped  or  moderated  the  bleeding,  our  next 
inquiry  will  be,  how  we  are  to  prevent  its  recurrence  ?  This 
will  lead  to  the  study  of  the  causes  immediate  and  remote  of  the 
haemorrhage,  and  of  the  means  of  alleviating  or  removing  those 
causes.  I  cannot  in  this  place  further  anticipate  the  history  of 
the  conditions  associated  with  haemorrhage.  They  will  be 
systematically  discussed  under  their  appropriate  heads. 

Active  hemorrhage  is  characterized  by  symptoms  of  fluxion  or 
rapid  determination  of  blood  to  the  pelvic  organs,  by  heat, 
throbbing,  perhaps  pruritus,  pain,  sense  of  fulness  at  night,  and 
bearing  down  of  the  uterus.  If  examination  be  made  by  touch 
the  vagina  is  felt  hot ;  perhaps  the  vaginal  pulse  is  perceived ; 
there  is  increased  softness  of  the  vaginal  portion  ;  and  tenderness 
of  the  uterus,  when  pressure  is  made  upon  its  walls  through  the 
vaginal  roof.    The  general  system  evinces  the  perturbation 
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caused  by  the  local  molimen.  There  is  a  state  of  febrility,  of 
vertigo,  of  swimming  of  the  eyes,  the  eyes  are  suffused,  and 
nervous  symptoms  of  an  hysterical  kind  are  frequent. 

Passive  hcemorrhage  is  not  marked  by  the  signs  of  fluxion  or 
active  determination.  There  is  not  the  same  local  hyperaemia 
as  in  the  active  form  ;  and  it  is  not  preceded  by  the  same  heat, 
vascular  tension,  or  attended  by  the  vaginal  pulsation.  Having 
once  occurred,  passive  haemorrhage  tends  to  establish  itself  by 
degrading  the  quality  of  the  blood,  and  by  altering  the  tissues, 
impairing  their  tonicity,  and  rendering  them  more  easily 
permeable.  The  blood  discharged  often  becomes  more  serous 
in  character. 

We  may  try  to  turn  aside  the  fluxion  from  the  uterus  by  the 
application  of  cold.  This  is  best  done  by  introducing  ice 
into  the  vagina.  It  is  usual  to  apply  cold  wet  cloths  to  the 
vulva  and  abdomen.  This  may  sometimes  be  serviceable,  but  it 
is  often  the  reverse.  The  patient  gets  soaked  in  water  ;  and  the 
resulting  chill  may  favour  the  development  of  subsequent 
peritonitis  or  bronchitis. 

In  the  passive  haemorrhages  it  is  of  great  importance  to 
secure  free  evacuation  of  the  bowels.  Passive  haemorrhages  are 
most  frequent  in  women  who  have  reached  or  passed  middle 
age.  It  is  then  that  hepatic  congestion  and  inaction  of  the  intes- 
tines are  most  common.  And  any  loading  of  the  colon  or  rectum 
is  always  a  serious  aggravation  in  cases  of  pelvic  hyperaemia. 

Marked  advantage  is  sometimes  obtained  from  the  use  of 
remedies  which  promote  contraction  of  the  uterine  muscular 
fibre ;  or  which  in  some  other  way  possess  haemostatic  properties. 
Amongst  these  the  most  trustworthy  are  ergot  of  rye,  digitalis, 
cinchona,  turpentine,  ipecacuanha,  acetate  of  lead,  tannin, 
alum,  dilute  sulphuric  acid. 

After-treatment. — Haemorrhage,  especially  the  active  form,  is 
followed  by  a  stage  of  reaction,  of  erythism,  which  has  been,  not 
inaptly,  called  hemorrhagic  fever.  The  pulse  is  quickened, 
the  skin  is  warm  and  dry,  there  is  intense  beating  headache, 
restlessness,  hyperaesthesia  manifested  in  general  irritability, 
and  morbid  sensitiveness  to  light  and  sound.  In  this  con- 
dition it  is  a  serious  clinical  error  to  administer  iron.  It  may 
be  theoretically  true  that  the  vascular  system  wants  iron ;  but 
the  effect  of  giving  it  is  to  add  fuel  to  the  fever  and  excite- 
ment, to  parch  the  tongue  and  mucous  membranes  generally,  to 
check  secretions,  to  increase  headache  and  restlessness,  to  dis- 
turb digestion  and  nutrition.  The  system  may  want  iron,  but 
it  wants  saline  solutions  more  ;  and  it  wants  these  first.  Saline 
solutions  serve  better  than  anything  else  to  replenish  the 
exhausted  circulating  fluid.  The  vessels  seem  to  crave  in  the 
first  instance  for  a  sufficient  volume  of  fluid  as  a  necessary 
condition  for  the  efficient  dynamic  action  of  the  circulating 
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apparatus.  It  is  a  fact  determined  by  the  observations  of  Dr. 
Little  and  Mr.  L.  S.  Little  on  cholera  patients,  that  the  injec- 
tion of  saline  solutions  of  about  the  specific  gravity  of  the  blood 
will  revive  persons  on  the  point  of  sinking.  I  can  affirm,  from 
large  experience,  that  the  exhibition  of  salines  after  hemo- 
rrhages is  followed  by  the  best  effects.  They  exert  a  marked 
influence  in  subduing  vascular  excitement ;  they  allay  the  fever, 
calm  nervous  irritability,  improve  the  secretions,  and  prepare  the 
way  for  iron  and  other  tonics,  which  at  a  later  stage  find  useful 
application.  The  best  form  of  saline  is  the  acetate  of  ammonia, 
freshly  prepared.  To  this  may  usefully  be  added  a  sedative,  as 
Battley's  solution,  and  sometimes  digitalis.  At  a  later  stage 
mineral  acids  and  bark,  in  decoction,  or  the  liquor  cinchonse 
may  be  given ;  and  later  still  iron.  The  best  chalybeate 
preparations  are  the  citrate  of  iron,  given  in  an  effervescent  form, 
or  the  acetate  of  iron.  The  doses  at  first  should  be  small,  so  as 
to  feel  the  way.  Strict  rest  must  be  maintained,  so  as  to 
economise  to  the  utmost  the  feeble  powers  of  the  system ;  to 
promote  this,  sedatives  to  procure  sleep  are  often  of  signal 
service.  If  opium  can  be  borne,  as  it  often  is,  it  may  be  given 
with  the  saline,  or  separately,  in  the  solid  form,  as  the  compound 
opium  pill,  in  5 -grain  doses,  or  as  Dover's  powder,  in  10-grain 
doses.  If  it  is  not  borne,  we  have  a  precious  resource  in 
chloral,  which  may  be  given  in  scruple  doses. 

Alcohol  in  the  form  of  wine,  or  spirits,  will  at  times  act  as 
an  efficient  sedative,  as  well  as  a  stimulant.  But  stimulation,  or 
"  keeping  the  patient  up,"  is  often  overdone.  Stimulants  must 
be  given  watchfully,  and  with  discretion.  Taken  largely,  they 
disturb  the  balance  of  the  stomach,  provoke  vomiting,  excite 
the  circulation  unduly,  aud  may  even  maintain  or  cause  a 
return  of  the  haemorrhage. 

Light,  easily  assimilable  nourishment  should  be  given  in 
small  quantities,  at  short  intervals. 
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THE  SIGNIFICANCE  OF  PAIN. 

It  may  be  stated,  as  a  general  law,  that  pain  referred  to  a 
particular  part  or  organ  is  presumptive  evidence  of  disorder, 
structural  or  functional,  of  that  part  or  organ.  Of  course,  in 
some  cases,  the  disorder  is  only  secondary  or  consequential 
upon  disorder  in  some  other  part.  Thus,  one  form  of  head- 
ache is  the  consequence  of  disordered  stomach,  and  is  cured  by 
correcting  the  condition  of  the  digestive  organs.  Pain  in  one 
part  may  be  the  reflex  response  to  distress  in  another  part.  Of 
this  we  see  repeated  examples  in  the  history  of  ovarian  and 
uterine  disease.  Pain  in  the  dorsal,  lumbar,  and  sacral  parts  of 
the  spine  is  a  frequent  phenomenon  in  connection  with  uterine 
disease.  It  is  often  the  predominant  symptom.  The  spinal 
pain  may  be  so  severe  and  enduring  that  it  attracts  the  chief 
attention  ;  and,  unless  the  rule  of  interrogating  all  the  func- 
tions be  carefully  followed,  it  is  easy  to  fall  into  the  snare  of 
regarding  the  case  as  one  of  spinal  irritation,  vertebral  disease, 
or  simply  hysteria.  If  this  error  be  committed  the  patient  will 
probably  be  doomed  to  a  long  course  of  mechanical  or  medicinal 
treatment,  under  which  the  general  health  may  break  down, 
the  original  disease  pursuing  its  course  all  the  while. 

Attempts  well  deserving  consideration  have  been  made  by 
observing  the  seat  of  the  pains  complained  of,  and  interpreting 
by  the  knowledge  of  the  sources  and  distribution  of  the  nerves 
supplying  the  pelvic  organs,  to  diagnose,  with  something  like 
precision  the  nature  and  seat  of  the  pelvic  disease. 

There  are  certain  facts  which  are  so  frequent  in  their  recur- 
rence and  association  as  to  lend  weight  to  this  method  of 
analysis.  But,  like  all  other  methods  of  clinical  research  con- 
ducted upon  one  line,  it  is  exceedingly  apt  to  lead  astray.  It 
is  useful  as  a  means,  but  not  as  the  only  means.  We  want 
help  from  every  quarter. 

Pain,  in  association  with  ovarian  and  uterine  disease,  is 
referred,  first,  to  the  region  of  the  ovary  or  uterus  itself;  secondly, 
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chiefly  to  the  sacral,  or  lumbar,  or  lumbo- sacral  region;  thirdly, 
to  the  hips,  thighs,  and  down  the  legs.  In  many  cases  pains 
may  be  said  to  radiate  from  the  pelvis  as  a  centre,  in  various 
directions,  as  to  the  back,  abdomen,  and  thighs. 

Pain  in  an  organ,  arising  during  or  aggravated  by  the  per- 
formance of  its  functions,  is  especially  presumptive  evidence 
of  structural  disorder  of  that  organ.  This  is  true  of  pain 
during  menstruation,  and.  of  pain  in  the  performance  of  the 
sexual  act.  This  part  of  the  subject  will  be  discussed  more 
particularly  under  the  heads  "  Dyspareunia"  and  "  Dysmeno- 
rrhoea." 

Pain  described  as  in  one  or  other  inguinal  region  or  rather 
deeper,  is  often  referred  to  the  ovary,  and  is  taken  as  evidence 
of  ovaritis,  or  of  ovarian  irritation.  But  in  the  great  majority 
of  instances  this  presumed  ovarian  pain  is  the  signal  of  sub- 
acute or  chronic  inflammation  of  the  neck  of  the  uterus.  This 
has  been  insisted  upon  by  Dr.  Henry  Bennet.  I  find  this 
pain  so  frequent  in  connection  with  disease  of  the  neck  of  the 
uterus,  there  being  no  perceptible  concurrent  disease  of  the 
ovary,  that  I  hesitate  in  every  case  to  regard  it  as  due  to 
ovarian  disease  until  I  have  examined  by  touch  the  ovaries 
themselves,  as  well  as  the  uterus.  If  under  touch  we  make  out 
that  the  ovaries  are  swollen,  and  exhibit  increased  tenderness, 
we  get  the  required  confirmation  as  to  the  implication  of  these 
organs.  I  have  several  times  obtained  experimental  proof  of 
pain  in  the  ovary  being  due  to  uterine  disease.  Touching 
the  os  uteri  has  caused  j3ain  referred  to  the  region  of  the 
ovary. 

By  those  who  do  not  examine  at  all  either  uterus  or  vagina, 
except  by  external  palpation,  this  ovarian  pain  is  often  called 
"ovarian  irritation,"  or  "ovaritis;"  and  leeches,  blisters,  or 
irritating  ointments  are  resorted  to  to  subdue  it.  This  so-called 
"  ovarian  irritation,"  however,  does  not  deserve  to  be  ranked  as 
a  morbid  entity  demanding  special  treatment.  There  may 
indeed  be  irritation  of  the  ovary ;  but  then  there  must  be 
something  to  irritate  it.  It  is  this  something  we  should  search 
for.  And  this  something,  in  the  majority  of  cases,  has  its  seat 
not  in  the  ovary  itself,  but  in  the  uterus.  The  pain  is  more 
frequent  in  the  left  ovary  than  in  the  right. 

Pain  referred  to  the  uterus  itself,  intensified  under  touch, 
is  often  attributed  to  "  irritable  uterus,"  and  this  vague  expres- 
sion is  sometimes  accepted  as  a  satisfactory  diagnosis.  Now, 
as  in  the  case  of  "  ovarian  irritation,"  logic  and  clinical  obser- 
vation compel  to  the  conclusion  that  since  the  uterus  shows 
signs  of  being  irritated,  there  is  an  irritating  cause,  which  it  is 
our  business  to  find  out. 

Another  expression  which  is  often  adopted  as  a  conventional 
substitute  for  precise  diagnosis  is  "neuralgia  of  the  uterus,"  or 
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"  hysteralgia."  These  terms  really  mean  nothing  more  than 
"  pain  in  the  uterus."  To  employ  Greek  compounds  to  express  this 
idea  seems  superfluous,  unless  it  be  to  lull  the  spirit  of  inquiry 
by  fostering  the  false  belief  that  these  terms  embody  a  patho- 
logical entity.  It  must  not  be  forgotten  that  these  terms, 
seemingly  so  definite,  and  yet  so  vague,  took  their  rise  at  a 
period  when  the  precise  and  minute  methods  of  investigation 
at  present  in  vogue  were  comparatively  unknown.  These  im- 
posing terms,  therefore,  are  the  reflection  of  imperfect  patho- 
logical knowledge.  They  no  longer  satisfy  any  but  those  who 
are  satisfied  with  the  imperfect  pathological  knowledge  of  the 
past.  Advancing  knowledge  has  gradually  contracted  the 
proportion  of  cases  in  which  pain  cannot  be  referred  to  its 
cause.  And  with  this  advance  we  are  less  under  the  necessity 
of  treating  pain  as  an  essential  disease ;  we  are  more  able  to 
attack  successfully  the  real  disease  of  which  the  pain  is  a 
symptom. 

If,  then,  we  consent  to  retain  the  terms  "  irritable  uterus"  and 
"  hysteralgia,"  it  must  be  because  they  have,  by  long  pre- 
scription, established  for  themselves  a  kind  of  footing  in 
nosology. 

Neuralgia  of  distant  parts,  as  of  the  face  or  breast,  is  often, 
if  not  strictly  symptomatic,  certainly  consequent  upon  uterine 
and  ovarian  disease.  This  dependence  is  often  quite  over- 
looked by  physicians  who  devote  special  attention  to  neuro- 
pathy. Neuralgia,  studied  apart  from  its  antecedents,  is  apt 
to  assume  much  of  the  importance  attached  to  an  idiopathic  or 
essential  disease ;  and  being  treated  accordingly,  it  persists 
rebellious  against  all  the  artillery  of  the  Pharmacopoeia.  The 
following  is  the  chronological  history  of  a  large  proportion  of 
the  cases  of  neuralgia  in  women.  Uterine  disease,  attended  by 
hseniorrhagic  and  leucorrhoeal  discharges,  saps  the  general 
strength,  degrades  the  quality  of  the  blood ;  then  all  the 
organs,  especially  those  concerned  in  digestion  and  assimilation, 
being  badly  nourished,  perform  their  functions  imperfectly. 
Concurrently  with  this  general  impairment  of  nutrition,  the 
nervous  centres  suffer ;  these  centres  become  extremely  suscep- 
tible to  the  exhausting  influence  of  pain — and  pain  is  con- 
stantly proceeding  from  the  uterine  disease.  Thus  the  tone  of 
the  nervous  centres  is  constantly  being  worn  down,  and  pre- 
paration is  made  for  every  kind  of  irregular  or  aberrant  nervous 
action.  The  nerves  of  the  face,  breast,  and  limbs  become 
keenly  sensitive  to  external  impressions  of  cold,  and  to  what  are 
called  the  sympathetic  impressions  brought  from  internal 
organs.  Neuralgia  is  the  culmination  of  all  this.  To  cure  it 
we  cannot  depend  upon  quinine,  morphia,  actea,  alteratives, 
the  hot  iron,  or  division  of  the  nerve  ;  we  must  trace  the 
disorder  back  to  its  source,  and  by  curing  the  uterine  disease, 
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arrest  the  primary  cause  of  the  blood  -degradation  and  nervous 
wear  and  tear.  This  done,  constitutional  correctives  and  tonics 
will  act  beneficially,  and  we  may  reasonably  expect  the  neuralgia 
to  disappear. 

The  history  of  a  vast  number  of  cases  of  "  hysteria  "  is 
exactly  the  same.  In  short,  hysteria  is  commonly  one  phase 
of  aberrant  nervous  action,  the  result  of  nervous  exhaustion 
from  disease  and  mal-nutrition. 

Pains  referred  to  the  uterus,  and  described  as  "  expulsive," 
"  bearing-down,"  likened  to  colic,  generally  indicate  retention 
of  fluid,  or  solid  matter,  in  the  uterine  cavity.  This  explains 
the  chief  part  of  the  pain  of  dysmenorrhea  a,  though,  no  doubt, 
the  ovaries,  by  their  direct  participation  in  the  trouble  of  men- 
struation, and  by  the  reflected  distress  from  the  uterus,  con- 
tribute to  the  suffering. 

Pain  referred  to  the  uterine  region,  causing  the  patient  to 
bend  the  body  forward,  is  often  found  in  connection  with  sub- 
acute metritis  and  sub-involution  of  the  uterus  after  labour. 

Pain  in  the  lumbo-sacral  region  of  a  dull  wearing  character, 
attended  with  more  or  less  impairment  of  the  use  of  the  legs, 
is  frequently  associated  with  retroversion  and  retroflexion  of 
the  uterus.  The  presumption  that  this  displacement  exists  will 
be  increased,  if  there  is  dyschezia  and  habitual  constipation. 
The  want  is  probably  not  due  so  much  to  direct  pressure  of  the 
body  of  the  uterus,  even  when  enlarged,  upon  the  sacral  nerves, 
as  upon  the  indirect  pressure  occasioned  by  the  accumulation  of 
hardened  faeces  in  the  rectum. 

Pain  and  irritability  of  the  bladder  frequently  attend  ante- 
version  of  the  uterus,  or  pressure  from  the  uterus  enlarged  by 
fibroid,  or  the  advance  of  cancer.  It  may  also,  of  course,  be  the 
consequence  of  disease  of  the  bladder  or  urethra. 

Pains  extending  down  the  legs,  especially  if  attended  with 
sensation  of  numbness  and  a  degree  of  motor  paralysis,  is  pre- 
sumptive evidence  of  pressure  upon  the  sacral  plexus  and  other 
nerves  in  the  pelvis.  This  presumption  acquires  greater  force 
if  there  be  attendant  oedema  of  the  feet  and  legs,  indicating 
pressure  upon  the  pelvic  and  abdominal  veins. 

Pains  in  either  side  of  the  pelvis,  described  as  of  a  dragging 
character,  and  attended  often  with  lumbo-sacral  aching,  is  a 
frequent  consequence  of  prolapsus.  It  is,  in  all  probability,  due 
to  stretching  of  the  uterine  ligaments. 

A  pain,  described  as  "  throbbing,"  and  attended  with  a  sense 
of  fulness,  often  precedes  the  onset  of  the  menstrual  flow, 
especially  in  women  who,  from  the  presence  of  tumours  or  other 
disease  in  the  uterus,  are  subject  to  metrorrhagia. 

A  valuable  presumptive  test  of  the  dependence  of  pain 
upon  local  diseases,  especially  inflammation  or  displacement, 
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is  the  production  or  aggravation  of  it,  after  exertion  and 
fatigue. 

In  some  cases  pain  is  relieved  by  walking  or  by  the  erect 
posture,  and  is  aggravated  by  the  sitting  or  recumbent  postures. 
Where  there  is  uterine  disease,  attended  by  inflammatory  action 
or  enlargement,  the  pain  is  usually  aggravated  in  a  remarkable 
degree  by  the  kneeling  posture. 

Various  reflex  pains  in  distant  parts  are  often  associated  with 
uterine  and  ovarian  disease.  The  dorsal,  lumbar,  and  sacral 
pains  have  been  already  referred  to.  Other  instances  are  the 
occipital  headache,  the  left  hypochondriac  stitch  or  pain,  and 
pains  in  the  breasts. 

Pain,  described  as  "  pricking,"  "  stabbing,"  "  shooting," 
usually  persistent,  is  commonly  considered  to  be  pathognomic 
of  cancer.  In  the  advanced  stages  of  malignant  disease  pain  of 
this  kind  is  not  unusual.  But  it  is  by  no  means  constant.  Its 
presence  cannot  be  accepted  as  proof  of  malignant  disease,  nor 
can  its  absence  be  accepted  as  proof  of  the  absence  of  malignant 
disease.  Physical  examination  alone  can  solve  this  question. 
Pain  must  be  taken  as  an  indication  for  this  proceeding. 

Pains  in  one  side  of  the  body,  attended  with  sensations  of 
numbness  and  pricking,  or  tingling  in  the  arm,  and  especially 
of  the  leg  of  the  affected  side,  constituting  what  might  be  called 
pseudo-paralysis,  are  not  uncommon  at  the  climacteric  age. 
They  do  not  indicate  ovarian  or  uterine  disease,  although  the 
two  conditions  are  frequently  associated. 


CHAPTER  XIII. 


THE  SIGNIFICANCE  OF  "  DYSPAREUNIA,"  INCLUDING 
"  VAGINISMUS." 

I  have  ventured  to  introduce  the  term  "  dyspareunia "  as  a 
convenient  and  concise  description  of  an  affection  which  is  often 
the  immediate  occasion  of  great  physical  and  mental  suffering, 
which  is  apt  to  entail  the  most  serious  disruptions  of  conjugal 
relations,  and  which  is  almost  always  a  symptom  of  some 
morbid  condition  that  admits  of  more  or  less  successful  treat- 
ment. 

There  is  no  disturbance  of  function,  no  subjective  symptom 
which  more  imperatively  dictates  resort  to  physical  exploration 
than  difficulty  or  pain  in  the  performance  of  the  sexual  func- 
tion. In  the  great  majority  of  cases  dyspareunia  depends  upon 
some  local  imperfection  or  disease.  In  many  instances  it  is  not 
safe  to  neglect  the  warning  which  this  symptom  gives  of  some- 
thing wrong  ;  in  many  this  neglect  condemns  the  subject  to  the 
keenest  agony — agony  not  the  less  hard  to  bear  because  affection 
or  other  motives  too  often  induce  her  to  conceal  it. 

The  causes  of  dyspareunia  may  be  classed  under  the  congenital 
and  the  acquired. 

Under  congenital  conditions  are  ranged  absence  or  imperfection 
of  the  vagina  or  vulva  ;  a  dense  unyielding  hymen  ;  too  short 
a  vagina,  the  uterus  being  set  too  low  in  the  pelvis,  so  that  the 
os  uteri  is  within  an  inch  or  a  little  more  of  the  vulva  ;  undue 
length  of  the  vaginal-portion,  or  its  projection  as  a  conical  mass 
into  the  vagina.  I  lately  amputated  at  St.  Thomas's  Hospital, 
by  the  galvano-caustic  wire,  a  redundant  vaginal-portion,  the 
cause  of  intolerable  dyspareunia,  with  complete  relief.  In  the 
case  of  the  uterus  being  set  too  low  in  the  pelvis,  the  vagina 
being  short  and  not  easily  distensible,  dyspareunia  results  from 
the  uterus  not  being  able  to  rise  or  retreat  under  the  impact  of 
the  male  organ.  Hence  congestion  and  inflammation  not 
uncommonly  arise.  In  many  cases  a  ^compensatory  condition 
is  established  in  time,  by  the  gradual  dilatation  of  the  post- 
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cervical  vaginal  roof.  This  is  developed  into  a  considerable 
pouch.  Although  the  dyspareunia  may  gradually  subside,  these 
cases  often  remain  sterile. 

I  have  met  with  a  form  of  dyspareunia  which,  in  one  case, 
gave  rise  to  the  question  of  seeking  for  a  divorce.  The  pubic 
arch  was  unusually  deep  and  continued  so  far  back  that  the 
vulvar  fissure  was  carried  far  behind  the  normal  seat.  In  this 
case,  as  in  many  others  where  ineffectual  or  unsatisfactory 
attempts  at  intercourse  have  been  continued  for  a  long  time,  an 
extreme  degree  of  mental  irritability  and  local  hypersesthesia 
had  been  induced. 

Acquired  Causes  of  Dyspareunia. — Amongst  these  are  found  : 
Contraction  or  atresia  of  the  vulva  and  vagina,  the  result  of 
disease,  injury,  or  cicatricial  processes.  Cases  belonging  to  this 
order  will  be  discussed  under  "  Atresia." 

Almost  all  the  inflammatory  affections  of  the  pelvic  organs 
entail  dyspareunia.  Congestion  and  inflammation  are  commonly 
attended  with  increase  of  nervous  irritability.  Structures  which 
in  the  ordinary  state  evince  little  sensibility  become,  when 
congested  or  inflamed,  intensely  painful.  This  is  markedly  the 
case  with  the  vaginal-portion.  Proof  of  this  is  obtained  when 
the  finger  presses  upon  it ;  by  the  speculum  when  the  blades 
are  being  expanded,  and  the  ends  chafe  against  the  inflamed 
vaginal-portion  ;  when  in  adapting  a  Hodge  pessary  the  posterior 
limb  is  being  pushed  back  across  the  os ;  in  some  cases,  when 
the  patient  is  at  stool  the  solid  motion  pressing  upon  the  tender 
os.  In  all  these  cases  pain  is  complained  of ;  it  is  not  surprising 
that  coitus  should  also  be  painful. 

"When  the  body  of  the  uterus  is  enlarged  from  hypersemia  or 
congestion,  dyspareunia  is  an  almost  certain  result.  In  this 
case  on  making  an  examination,  touching  the  vaginal-portion 
may  not  evoke  pain  ;  but  pressure  by  the  finger  upon  the  body 
of  the  uterus,  through  the  roof  of  the  vagina  or  through  the 
rectum,  is  almost  sure  to  do  it. 

Inflammation  or  congestion  of  one  or  other  ovary  is  attended 
by  the  same  result. 

A  frequent  cause  of  dyspareunia  is  colpitis  or  inflammation  of 
the  vagina,  no  matter  to  what  the  inflammation  may  be  due. 
Thus  inflammation  from  blennorrhagia,  or  from  injuries  during 
labour,  will  frequently  render  sexual  relations  intolerable. 

When  colpitis  exists  there  is  often  entailed  a  spasmodic  con- 
traction of  the  vagina  which  greatly  intensifies  the  suffering. 
This  condition,  for  which  Dr.  Marion  Sims  proposed  the  name 
"  Vaginismus,"  is  exceedingly  distressing.  It  may  be  likened 
to  colitis  or  dysentery.  The  inflammation  excites  spasmodic 
contractions  of  the  muscular  coat  and  especially  of  the  vulvar 
sphincter.  The  friction  of  the  inflamed  mucous  surfaces 
against  each  other  under  these  morbid  contractions  is  the  im- 
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mediate  source  of  pain,  and  it  increases  the  inflammation  and 
spasm. 

The  cure  of  dyspareunia  here  depends  upon  the  cure  of  the 
colpitis.  This  is  to  be  accomplished  by  "  rest "  in  the  most 
comprehensive  sense  of  the  word.  It  is  mainly  by  its  efficacy 
in  securing  rest  from  the  spasmodic  contractions  of  the  muscular 
coat,  that  Dr.  Marion  Sims'  and  my  instruments  for  keeping 
the  walls  of  the  vagina  apart,  act  so  beneficially.  Two  or  three 
weeks'  use  of  one  of  these  instruments  during  the  day-time, 
and  lead  lotions  on  removing  it  at  night,  will  often  effect  a 
cure. 

Pelvic  cellulitis  and  peritonitis,  whether  in  the  acute  or 
chronic  stage,  almost  constantly  entail  dyspareunia.  This  is 
due  not  only  to  the  increased  sensibility  attendant  upon  in- 
flammation, but  also  upon  the  loss  of  mobility  of  the  uterus. 
Whenever  the  uterus  is  fixed  at  a  definite  low  level  in  the  pelvis, 
unable  to  retreat  before  the  propulsion  of  the  male  organ, 
dyspareunia  is  an  almost  inevitable  consequence. 

Hence  this  condition  is  frequently  observed  in  cancer  of  the 
uterus,  and  in  fibroid  tumours  affecting  the  lower  segment. 

Yarious  conditions  of  the  vulva  are  peculiarly  apt  to  cause 
dyspareunia.  This  is  not  surprising  when  it  is  remembered 
that  the  structures  of  this  part  are  richly  supplied  with  sensitive 
nerves,  and  that  they  have  to  encounter  the  chief  force  and  irri- 
tation. All  the  varieties  of  inflammation  of  this  part  necessarily 
expose  the  patient  to  this  form  of  suffering.  I  have  known  it 
depend  upon  vascular  excrescence  of  the  meatus  urinarius,  and 
upon  fissure  at  the  fourchette,  and  removed  when  these  affec- 
tions were  cured. 

It  attends  pruritus  and  the  follicular  inflammation. 

But  the  most  severe  distress  is  often  produced  when  the 
entire  circumference  of  the  vulva  is  involved  in  a  peculiar 
inflammatory  process  which  may  in  many  cases  be  traced  to 
violent  or  unskilful  attempts  at  intercourse. 

In  these  cases  there  may  be  observed  a  dark  red  angry-looking 
ring  of  inflammation  around  the  orifice,  sometimes  even  abrasions 
or  slight  fissures  which  easily  bleed  on  touch,  and  generally  the 
carunculse  myrtiformes  present  the  appearance  of  swollen  in- 
flamed excrescences.  This  local  inflammation  entails  extreme 
sensitiveness  or  hypersesthesia  ;  the  slightest  touch  is  intolerable  ; 
the  patient  shrinks  at  the  very  thought  of  examination,  and 
actual  touch  excites  uncontrollable  spasmodic  constriction  of  the 
part.  This  constitutes  one  of  the  conditions  which  may  be  in- 
cluded under  the  general  term  "  Vaginismus,"  although  the 
vagina  itself  immediately  beyond  the  vulva  may  be  quite  free 
from  disease.  In  some  cases  of  this  kind  it  is  almost  certain 
that  there  has  never  been  complete  intercourse.  Indeed,  where 
this  condition  is  developed  at  the  outset  of  married  life,  the 
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dyspareunia  and  spasmodic  contraction  are  so  acute  that  com- 
plete intercourse  is  all  but  impossible.  The  distress,  so  long  as 
the  patient  continues  exposed  to  attempts  at  intercourse,  is 
generally  aggravated  by  time  ;  health  breaks  down  under  the 
nervous  exhaustion  produced  by  repeated  suffering,  and  what 
may  be  called  the  disappointment  of  Nature  under  an  unfulfilled 
function.  In  some  cases  the  irritability  of  the  nervous  centres 
becomes  so  great,  the  sensitiveness  of  the  peripheral  nerves  at 
the  vulva  so  acute,  and  reflex  action  thereby  so  intensified, 
that  the  attempt  at  intercourse  will  induce  convulsion,  or  be 
followed  by  syncope.  Exaggerated  emotions,  the  conflict  be- 
tween affection  and  the  dread  of  pain,  may  induce  similar 
results. 

Sometimes  vaginismus  is  due  to  the  presence  of  small  fissures 
or  sores  on  the  edge  of  the  perinseum  or  vulva.  These  cases  are 
analogous  to  those  of  spasmodic  contraction  of  the  anus  from 
similar  causes.  Courty  relates  a  case  which  he  cured  by  forcible 
stretching  by  the  fingers  under  chloroform.  Vaginismus  and 
dyspareunia  may  also  be  occasioned  by  disease  of  the  rectum, 
as  fistula,  or  fissure,  or  inflamed  piles.  Indeed  these  reflected 
consequences  are  sometimes  so  much  more  extensive  than  is  the 
direct  distress  at  the  seat  of  mischief,  that  the  true  origin  of  the 
pain  is  apt  to  be  overlooked. 

It  may  arise  from  a  vascular  or  irritable  tubercle  of  the 
meatus  urinarius. 

In  some  cases  no  lesion  of  surface,  no  inflammation  can  be 
discovered ;  and  we  are  driven  to  the  conclusion  that  the  spas- 
modic irritability  is  due  to  hysteria  or  simple  hyperesthesia,  or 
to  emotional  influences. 

The  cure  of  this  painful  affection  obviously  depends  mainly 
upon  a  period  of  rest,  that  is,  suspension  of  all  attempts  to  renew 
sexual  intercourse.  The  exhausted  nervous  system  must  have 
time  and  opportunity  to  recruit,  the  general  health  must  be 
restored,  and  the  local  source  of  irritation  must  be  relieved. 
To  accomplish  the  last  indication  various  measures  are  useful. 
In  a  first  order  of  cases  of  minor  severity,  such  as  are  not 
unfrequent  during  the  first  few  days  of  married  life,  a  few 
days'  rest,  fomentations  with  warm  water,  or  tepid  hip-baths, 
and  the  use  of  lotions  or  injections  of  subacetate  of  lead  may  be 
sufficient. 

In  a  second  order  of  cases  of  longer  standing  than  the  first, 
and  including  some  cases  where  the  difficulty  has  arisen  after 
complete  intercourse,  and  even  after  labour,  the  remedies  men- 
tioned may  be  most  usefully  supplemented  by  wearing  for 
several  hours  during  the  day  Dr.  Mariou  Sims'  dilator,  or  my 
"  vaginal  rest."  The  action  of  these  contrivances  is  to  keep 
the  irritable  surfaces  apart,  and  thus,  by  avoiding  the  irritation 
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of  friction,  to  allow  the  inflammation  to  subside.  They  also 
further  act  beneficially  by  distending  the  vulvar  orifice,  stretch- 
ing the  muscular  sphincter,  thus  wearing  out  spasmodic  contrac- 
tion, and  using  the  parts  to  bear  the  presence  of  a  foreign  body. 
Vaginal  pessaries,  containing  acetate  of  lead,  belladonna,  bis- 
muth, borax,  or  zinc,  and  made  up  with  glycerine,  are  useful 
adjuncts. 

In  the  third  and  more  serious  order  of  cases  surgical  inter- 
vention will  commonly  be  required.  After  subduing  the  acute 
inflammation  by  rest,  fomentations,  and  lead  lotions,  it  may  be 
necessary,  if  the  orifice  of  the  vulva  is  found  unusually  small, 
to  enlarge  it  by  making  two  or  three  incisions  through  the 
skin  on  either  side  of  the  fourchette.  The  subcutaneous  divi- 
sion of  some  of  the  fibres  of  the  sphincter  vaginee  has  been 
recommended.  This,  if  adopted,  could  be  done  by  passing  a 
tenotomy  knife  under  the  mucous  membrane,  just  where  it 
merges  into  skin  at  the  posterior  edge  of  the  vulva,  near  the 
perinseum,  and  when  the  knife  has  penetrated  flatwise  about  an 
inch  by  turning  the  edge  on  and  cutting  outwards  towards,  but 
not  through,  the  skin.  A  period  of  rest  should  follow  this 
operation. 

If  there  are  remains  of  hymen,  or  carunculae  myrtiformes, 
presenting  an  inflamed  hypersensitive  condition,  there  is  no 
remedy  so  effectual  as  the  removal  of  these  parts  by  the  scissors. 
The  operation  is  performed  by  putting  the  patient  under  chloro- 
form, placing  her  in  the  lithotomy  position  or  in  the  semiprone 
position,  with  the  nates  hanging  well  over  the  edge  of  the  bed 
or  operating  table.  Assistants  aid  in  holding  apart  the  labia 
vulvae  by  fingers  or  retractors,  whilst  the  operator,  seizing  a 
portion  of  the  affected  structures  with  tenaculum  forceps,  snips 
them  away  all  round,  removing,  if  need  be,  a  complete  ring. 
The  incision  should  not  be  deep,  the  affected  structure  being 
generally  quite  superficial.  Some  bleeding  usually  attends. 
This  may  be  controlled  by  ice  and  by  pressure,  or  by  Richard- 
son's spray  of  ether  or  styptic  colloid.  Pressure  should  be 
applied  by  plugging  the  vagina  with  pledgets  of  lint  soaked  in 
carbolised  oil.  The  plug  may  be  removed  and  renewed  next 
day.  During  the  healing  of  the  surface  it  is  well  to  wear  an 
elastic  vaginal  rest.  At  the  end  of  three  or  four  weeks  a  cure 
will  generally  be  effected. 

Disappointment  is  apt  to  follow  this  operation  if  the  smallest 
caruncle  or  other  affected  portion  be  left.  Almost  as  much 
irritation  and  suffering  may  be  maintained  by  the  presence  of 
a  small  remnant  of  diseased  structure  as  if  the  whole  were 
allowed  to  remain.  Hence  the  expediency  of  carefully  remov- 
ing the  entire  circle. 

In  some  cases  where  the  hymen  is  very  dense  and  the  four- 
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chette  is  thick  and  unyielding,  so  as  to  contract  excessively  the 
vulva,  enlargement  of  the  opening  by  slight  incisions  is  the 
least  painful  and  the  readiest  proceeding. 

Scanzoni,  summing  up  his  own  very  considerable  experience 
of  cases  of  which  vaginismus  was  the  urgent  symptom,  opposes 
the  use  of  the  knife.  He  has  always  succeeded  in  bringing 
relief  by  first  subduing  all  inflammatory  complications,  and 
next  by  effecting  gradual  dilatation  by  means  of  graduated 
glass  specula  worn  for  short  intervals  at  a  time.  Dr.  Tilt 
prefers  the  proceeding  adopted  in  the  case  cited  from  Courty, 
namely,  of  forcible  stretching.  This  is  carried  out,  the  patient 
being  in  the  state  of  anaesthesia,  by  introducing  the  two  thumbs, 
back  to  back,  and  then  forcibly  distending  the  vulva  for  five  or 
six  minutes. 

I  have  cured  many  cases  by  methods  similar  to  those  used  by 
Scanzoni ;  but  I  have  met  with  cases  where  the  knife  or  scissors 
gave,  in  my  opinion,  not  only  the  quickest  and  most  efficient 
relief,  but  also  at  the  least  cost  of  pain  and  other  distress.  Cer- 
tainly the  judicious  use  of  these  instruments  may  be  far  less 
painful  than  forcible  stretching. 

It  is  needless  to  observe  that  inflammation  of  Bartholini's 
glands  is  a  cause  of  dyspareunia  and  vaginismus.  The  swelling 
attending  this  condition  often  nearly  closes  the  vulva,  and  the 
pain  is  so  exquisite  that  the  slightest  touch  is  intolerable. 

The  painful  excrescence  of  the  meatus  urinarius  commonly 
entails  dyspareunia.  In  this  case  the  attendant  dysuria  will 
direct  the  physician  to  the  source  of  the  evil. 

Dyspareunia  may  be  the  result  of  imperfect  or  dispropor- 
tionate development.  This  is  a  form  not  unfrequently  observed 
in  girls  who  marry  too  young.  It  may  also  be  experienced  by 
women  who  marry  late  in  life.  After  the  climacteric,  especially 
in  women  who  have  not  been  accustomed  to  sexual  relations, 
the  uterus,  vagina,  and  vulva  undergo  a  kind  of  atrophic  invo- 
lution, in  the  course  of  which  the  vagina  and  vulva  lose  much 
of  their  glandular  structure,  and  the  tissues  lose  elasticity  and 
distensibility.  Sexual  relations  under  these  circumstances  may 
be  not  only  painful  but  even  dangerous.  There  is  a  prepara- 
tion in  St.  Greorge's  Museum  of  a  vagina  ruptured  through  the 
roof  by  the  sexual  act. 

The  condition  called  coccygodynia  by  Sir  J.  Simpson  may 
also  be  a  cause  of  dyspareunia. 

It  must  be  remembered  that  dyspareunia  in  women  may  in 
many  cases  be  traced  to  the  other  sex.  Imperfect,  awkward 
intercourse  induces  a  chronic,  nervous  irritability,  which  in  turn 
renders  approach  intolerable.  This  is  a  not  infrequent  source 
of  distress  in  couples  ill-matched  as  to  age  and  physical  strength 
and  disposition. 
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I  think  it  important  to  insist  that  whenever  a  discharge  of 
blood  follows  sexual  intercourse,  whether  it  be  accompanied  by 
pain  or  not,  a  local  examination  should  be  instituted.  Bleed- 
ing excited  in  this  manner  is  often  the  first  indication  obtained 
of  the  existence  of  organic  disease  of  the  uterus  and  vagina  ; 
and  it  is  superfluous  to  say  that  the  prospect  of  curing  organic 
disease  will  in  many  cases  depend  great]y  upon  seizing  the 
earliest  indications. 


CHAPTER  XIV. 


THE  SIGNIFICANCE  OF  STERILITY. 

The  discussion  of  the  significance  of  sterility  naturally  follows 
upon  that  of  the  significance  of  dyspareunia.  It  may  be  stated 
as  an  obvious  general  proposition,  that  dyspareunia  entails 
sterility.  Of  course  there  are  many  exceptions ;  for  although 
intercourse  may  be  difficult  and  painful,  still  it  may  be  accom- 
plished, and  numerous  cases  prove  that  complete  intercourse  is 
not  necessary  to  impregnation.  But  these  exceptions  do  not 
invalidate  the  general  law  that  dyspareunia  is  an  obstacle  to 
fertility.  This  is  further  proved  by  the  frequent  occurrence  of 
pregnancy  when  dyspareunia  is  cured.  It  is  not  simply 
because  dyspareunia  so  frequently  involves  the  suspension  or 
incomplete  performance  of  the  sexual  act  that  it  entails  sterility. 
Various  conditions,  as  inflammation,  displacement,  which  pro- 
duce dyspareunia,  are  also  often  of  themselves  obstacles  to 
impregnation.  This  is  proved  by  the  fact  that  in  numerous 
instances  these  conditions  entail  sterility,  although  sterility  is 
not  complained  of. 

It  is  no  part  of  the  object  of  an  essentially  clinical  work  to 
dwell  upon  the  moral  or  social  aspects  of  this  question.  But 
it  is  strictly  within  the  scope  of  medical  discussion  to  observe 
that  sterility  is  not  a  purely  negative  evil,  that  is,  the  history 
of  sterility  is  not  summed  up  by  saying  that  it  is  simply  the 
negation  of  fertility.  Complete  sexual  life  in  woman  implies 
the  due  succession  of  the  functions  of  ovulation,  of  gestation, 
and  of  lactation.  The  ovaries,  the  uterus,  and  the  breasts  ought 
in  the  natural  cycle  or  order  to  relieve  each  other.  Where  the 
ovaries  alone  act  continuously  under  the  excitation  of  married 
life,  a  sense  of  an  unfulfilled  function  arises  which  in  many 
organizations  is  likely  to  induce  physical  as  well  as  mental 
disturbance.  The  familiar  saying  that  women  in  a  certain 
condition  of  health  would  be  well  if  they  could  have  children  is 
a  popular  mode  of  expressing  this  physiological  fact. 

Referring  to  the  evils  attending  sterile  marriage,  Dr.  West 
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observes  that  chronic  ovarian  irritation  and  chronic  congestion 
of  the  womb  leading  to  hypertrophy  and  menorrhsegia  are  apt 
to  ensne.  This  is  undoubtedly  true  ;  but  I  may  remark  that 
these  cases  would  be  less  frequent,  if  the  necessity  of  dilating 
the  narrow  os  externum  uteri  were  more  generally  recognised. 
When  this  is  done,  even  although  pregnancy  do  not  follow,  the 
injurious  local  affections  are  much  less  liable  to  arise.  The 
significance  of  sterility,  from  a  medical  point  of  view,  then, 
may  be  taken  generally  to  be  painful  or  imperfect  sexual  rela- 
tions, some  disease  of  the  vulva,  vagina,  uterus,  or  ovaries,  or 
disability  on  the  part  of  the  husband.  Sterility  is  in  itself  a 
symptom  or  condition  that  may  call  for  medical  investigation 
and  treatment,  apart  from  the  pain  or  other  symptoms  which 
take  their  rise  in  concomitant  diseases. 

In  discussing  the  subject  it  is  necessary  to  bear  in  mind  the 
distinction  between  sterility  in  a  woman  from  conditions  in- 
herent in  herself,  and  sterility  with  potential  fertility.  It  would 
be  convenient  if  we  could  differentiate  these  cases  by  the  appro- 
priation to  each  of  definite  terms.  Thus  we  might  say  a  woman 
was  "  sterile "  whose  inherent  conditions  precluded  her  from 
conceiving,  and  we  might  say  a  woman  was  "  barren  "  who  was 
in  every  respect  apt  to  conceive,  but  who  remained  childless, 
because,  first,  the  fertilizing  element  was  wanting  ;  or,  secondly, 
because  if  she  conceived,  the  ovum  did  not  come  to  maturity. 
We  should  fall  into  grievous  error,  however,  if  we  were  to 
conclude  that  sterility  always  implied  an  abnormal  condition  of 
the  sexual  organs  in  either  the  man  or  the  woman.  Numerous 
instances  prove  that  sterility  may  be  relative  only.  Certain 
,  degrees  of  affinity  seem  to  be  unfavourable  to  fertility.  Upon 
^this  subject -^tif^tak^Galton  has  adduced  many  most  interesting 
and  valuable  historical  and  statistical  illustrations.  Thus,  he 
shows  in  his  book  on  "  Hereditary  Genius  "  how  evil  is  the 
influence  of  consanguineous  marriages.  The  history  of  the 
Ptolemies  is  especially  striking.  Alexander  the  Great  had  for 
half-brother  Ptolemy  I.,  king  of  Egypt.  This  king  had  twelve 
descendants,  who  became  also  kings  of  Egypt,  and  all  were 
called  Ptolemy.  They  were  matched  in  and  in  like  prize  cattle, 
but  these  near  marriages  were  unprolific.  The  inheritance 
mostly  passed  through  other  wives.  Ptolemy  II.  married  his 
niece,  and  afterwards  his  sister  ;  Ptolemy  IY.  married  his  sister. 
Ptolemies  YI.  and  VII.  were  brothers,  and  they  both  consecu- 
tively married  the  same  sister  ;  Ptolemy  VII.  also  subsequently 
married  his  niece.  Ptolemy  VIII.  married  two  of  his  own  sisters 
consecutively.  Ptolemy  XII.  and  XIII.  were  brothers,  and 
both  consecutively  married  their  sister,  the  famous  Cleopatra. 

Captain  Galton  also  shows  the  bad  influence  of  marriage 
with  "heiresses."  Heiresses  are  presumptively  single  children, 
the  feeble  fruit  of  worn-out  stock.     Many  peerages  have 
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become  extinct  through  this.  One-fifth  of  the  heiresses  have 
no  male  children  at  all,  a  full  third  have  not  more  than  one 
child,  three-fifths  have  not  more  than  two.  It  has  been  the 
salvation  of  many  families  that  the  husband  outlived  the 
heiress  whom  he  first  married,  and  was  able  to  have  issue  by 
a  second  wife.  "  I  look,"  says  Gralton,  "  upon  the  peerage  as  a 
disastrous  institution,  owing  to  its  destructive  effects  upon  our 
valuable  races."  A 

The  researches  of  :Oaptam  Gralton  are  confirmed  by  those  of 
Sir  J.  Simpson  on  the  fertility  of  the  peerage.  Thus  Sir  James 
found  that  out  of  495  marriages  in  the  British  peerage  81 
were  without  issue,  giving  1  in  6*11  as  the  proportion  of  sterile 
marriages ;  whilst  675  marriages  in  the  villages  of  Grange- 
mouth and  Bathgate,  one  being  agricultural  the  other  sea- 
faring, gave  65  sterile,  or  about  1  in  10. 

The  available  materials  for  estimating  the  proportion  of 
sterile  women  are  very  scanty,  so  much  so  that  no  precise 
deductions  can  safely  be  drawn  from  them.  Indeed,  here,  as 
in  so  many  other  cases  where  the  phenomena  of  life  are  con- 
cerned, the  complicating  conditions,  and  therefore  the  sources 
of  fallacy,  are  so  numerous  that  it  is  almost  impossible  to  isolate 
the  bare  fact  of  sterility,  the  word  being  taken  to  imply  inca- 
pacity, absolute  or  temporary,  to  bear  children  in  any  con- 
siderable number  of  instances,  so  as  to  make  up  a  statistical 
column,  all  the  constituent  elements  of  which  shall  have  equal 
significance.  Under  the  usual  statistical  process  there  remains 
nothing  but  a  caput  mortuum,  from  which  all  the  facts,  all  the 
truth,  have  been  sublimed  away. 

As  a  matter  of  general  political  interest,  however,  it  may  be 
stated  that  Dr.  Fair  calculates  the  mean  fruitfulness  of  mar- 
riages in  England  in  ordinary  periods  to  be  in  every  100 
marriages  420  children,  giving  an  average  of  4T\  children  to 
every  marriage.  The  subject  is  pursued  in  many  of  its  bearings 
in  Dr.  Matthews  Duncan's  work  on  "  Fecundity,  Fertility,  and 
Sterility." 

All  speculations  and  calculations  of  this  kind  are  obviously 
of  little  use  in  elucidating  medical  problems.  The  practical 
physician  deals  with  the  concrete,  he  has  to  study  the  individual 
case  that  comes  before  him,  to  search  out  the  conditions  asso- 
ciated with  the  particular  disorder  for  which  relief  is  sought,  to 
endeavour  to  estimate  the  influence  these  conditions  may  exert 
upon  the  disorder,  and  by  removing  as  far  as  he  can  all  -pre- 
sumed interfering  conditions,  to  enable  nature  to  resume  her 
course. 

Applying  this,  the  clinical  method,  we  find  that  sterility  in 
woman  may  be  either  congenital  or  acquired ;  it  may  be  absolute 
and  incurable,  or  relative  and  temporary.  The  cases  may  be 
ranged  under  the  following  heads  : — 
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1.  Those  in  which  ovulation  does  not  take  place  ;  or,  if  taking 
place,  the  escape  of  the  ovule  from  the  ovary  is  prevented. 
The  ovary  may  be  absent,  in  which  case  there  will  probably  be 
absence  or  imperfect  development  of  the  uterus  also.  The  ovary 
may  be  diseased,  so  that  the  Graafian  follicles,  quoad  their  proper 
structure,  may  be  destroyed.  The  ovaries  may  be  covered  with 
false  membranes,  forming  an  investment  through  which  the  ova 
cannot  penetrate.  There  may  be  a  general  or  local  failure  of 
nutrition  arresting  the  maturation  of  ova.  In  such  cases  men- 
struation is  generally  absent.  This  condition  may  be  temporary ; 
indeed,  it  is  often  cured  by  appropriate  constitutional  treatment. 
It  is  exceptional  for  women  who  do  not  menstruate  to  conceive. 
But  Bischoff  relates  a  case  which  appears  to  show  that  an  ovum 
may  ripen,  the  menstrual  flow  occur,  and  sterility  ensue,  because 
the  follicle  does  not  burst.  The  ovum  may  decay  in  the  Graafian 
sac.  A  not  uncommon  result  of  protracted  difficulty  of  ovula- 
tion is  gradual  atrophy  of  the  ovary,  and  hence  entailed 
sterility.  This  fact  is  an  illustration  of  the  general  law,  that 
if  an  organ  is  long  left  idle  it  is  apt  to  degenerate  in  structure, 
and  to  lose  its  functional  capacity.  Seanzoni  further  suggests 
that  a  diseased  ovary  may  produce  diseased  ova. 

2.  Those  in  which  the  ovum  may  mature  and  escape  from  the 
ovary,  but  in  which  its  due  progress  along  the  Fallopian  tube  and 
into  the  uterus  is  prevented.  This  is  the  case  when  the  Fallopian 
tubes  are  absent,  twisted,  or  severed  ;  occluded  by  strictures,  or 
false  membranes  ;  where  the  fimbriae  are  absent  (Baillie)  ;  where 
there  is  multiplication  of  the  abdominal  orifices,  and  pavil- 
ions (Richard)  ;  where  the  fimbriae  are  bound  down  to  neigh- 
bouring structures,  so  that  they  cannot  be  brought  into  apj^o- 
sition  with  the  ovary.  This  was  described  by  Ruysch.  The 
uterus  itself  may  be  absent,  or,  as  Courty  calls  to  mind,  may 
have  no  cavity.  Fibrous  tumours  growing  at  the  uterine  orifices 
of  the  tubes,  blocking  them  up,  or  in  the  walls  of  the  uterus, 
especially  of  its  lower  segment  and  neck,  by  compressing  and 
distorting  the  canal,  may  cause  sterility.  Indeed,  when  fibroid 
tumours  exist,  impregnation  is  comparatively  rare. 

3.  Those  in  which  obstruction  is  interposed  to  the  meeting  of 
the  spermatozoa  and  ovum.  This  order  necessarily  includes  the 
preceding  cases  ;  for  the  obstruction  which  arrests  the  progress 
of  the  ovum  will  equally  arrest  that  of  the  spermatozoa  in  the 
opposite  direction.  But  to  the  causes  which  arrest  the  ovum 
must  be  added  those  which  block  out  the  spermatozoa,  as  atresia, 
congenital  or  cicatricial,  of  the  os  uteri,  vagina,  and  vulva  ; 
those  which  produce  closure  or  deviation  of  the  uterine  canal, 
as  excessive  involution  or  atrophy,  tumours,  polypus,  versions, 
flexions  ;  certain  peculiar  formations  of  the  uterus,  especially  of 
its  vaginal-portion,  as  a  narrow  os  externum,  excessive  length  ; 
excessive   hypertrophic   elongation   of    the   vaginal  -  portion, 
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whether  original  or  acquired,  offers  a  decided  obstacle  to 
impregnation.  It  is  a  not  uncommon  cause  of  dyspareunia. 
For  this  double  reason  I  have  amputated  the  part  with  success ; 
tolerance  of  the  sexual  function,  impregnation,  and  natural 
labour  ensuing.  Dupuytren,  Huguier,  and  others  have  related 
cases  in  point,  and  Scanzoni  relates  one  in  which  impregnation 
followed  six  weeks  after  amputation  of  the  hypertrophied  pos- 
terior lip. 

Excessive  development  of  the  labia  vulvae  may  prove  an 
obstacle  to  inter  course.  In  such  a  case  resection  is  indicated, 
and  may  be  safely  performed. 

Some  cases  of  double  uterus  and  vagina,  as  the  following  : — 
Dr.  Laaser  describes  *  the  case  of  a  lady  who  had  been  married 
several  years  without  pregnancy.  On  examination  it  was  found 
that  the  finger  entered  easily  into  a  capacious  vagina  of  normal 
length,  which  ended  above  in  a  nearly  blind  sac.  There  was 
only  a  rudiment  of  a  vaginal-portion  without  os  uteri ;  but  there 
was  a  longitudinal  septum  forming  a  smaller  vagina,  which 
latter  was  surmounted  by  a  portio- vaginalis  and  os  uteri.  It 
was  presumed  that  the  uterus  was  also  double.  The  sterility 
was  accounted  for  by  the  blind  vagina  only  being  used,  the 
vagina  connected  with  the  normal  cervix  being  pushed  aside. 
The  septum  was  slit,  so  as  to  throw  the  two  vaginae  into  one. 

Inflammatory  diseases  which  induce  hypertrophy,  or  other 
changes  of  structure  or  form. 

4.  Those  in  which  there  is  some  imperfection  in  the  perform- 
ance of  the  sexual  act.  If  Yelpeau  and  Rainey  be  right  in  their 
view  of  the  use  of  the  round  ligaments  in  drawing  forward  the 
fundus  of  the  uterus,  so  as  to  throw  back  the  os  uteri  into  direct 
relation  with  the  penis  during  ejaculation,  and  if  this  relation  is 
as  a  rule  necessary  for  impregnation,  the  reason  why  women  who 
are  the  subjects  of  flexions,  displacements,  and  disease  of  the 
uterus  are  so  commonly  sterile,  is  partly  explained.  This  rela- 
tion is  absent  in  many  cases  where  the  vagina  is  unduly  short, 
where  the  uterus  seems  set  too  low  down  in  the  pelvis,  and  where 
— under  the  effect  of  intercourse — the  vagina  is  gradually  length- 
ened by  stretching  into  a  pouch  extending  considerably  above 
and  behind  the  os  uteri.  In  many  cases  it  is  not  simply  the 
flexion  which  prevents  impregnation  by  distorting  the  uterine 
canal  and  throwing  the  os  uteri  out  of  relation,  but  the  secondary 
accidents,  as  inflammation  or  congestion,  attended  by  unhealthy 
secretions,  which  act  adversely.  It  is  of  course  necessary  that 
the  seminal  fluid  should  be  retained.  But  there  are  cases,  in- 
cluding many  in  which  the  vagina  being  too  short,  shallow,  and 
irritable,  it  is  forcibly  expelled  by  spasmodic  contraction.  It 
has  been  said  that  spasmodic  stricture  of  the  os  internum  may 
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cause  sterility ;  but  the  reality  of  this  condition  is  not  easy  to 
prove.  I  have  also  known  many  cases  of  extreme  gaping  of  the 
vulva,  from  laceration  of  the  perinseum,  in  which  impregnation 
did  not  take  place  until  the  normal  condition  was  restored  by 
operation. 

5.  Those  in  which  unhealthy  secretions  are  formed,  unfitted 
for  the  maintenance  of  the  vitality  of  the  ovum  and  spermatozoa. 
Donne  observed  that  some  kinds  of  vaginal  secretion  instantly 
killed  the  spermatozoa.  The  qualities  shown  to  be  uncongenial 
are  excessive  alkalinity  of  the  cervical  mucus,  excessive  acidity 
of  the  vaginal  mucus,  the  mucus  of  uterine  catarrh,  and  other 
abnormal  secretions  ;  indeed,  any  secretion  excessive  in  quantity 
amounting  to  leucorrhoea  is  also  likely  to  have  an  unfavourable 
effect.    Menorrhagia  is  often  attended  by  sterility. 

Sterility  where  a  vesico-vaginal  fistula  exists  is  not,  of  course, 
a  necessary  result,  but  it  is  nevertheless  frequent. 

Treatment. — Examining  the  foregoing  summary  of  causes 
from  a  therapeutical  or  practical  point  of  view,  it  will  be  seen 
that  there  is  one  order  of  cases  in  which  the  sterility  is  absolute 
from  defect  of  structure  or  other  conditions  which  cannot  be 
removed,  and  which  render  impregnation  impossible.  The 
number  of  such  cases  is  not  great. 

We  see  another  order  of  cases  in  which  there  exists  some 
mechanical  obstacle,  congenital  or  acquired,  which  may  be  re- 
moved by  surgical  operation.  The  number  of  these  cases  met 
with  in  practice  is  considerable.  Fecundity  in  these  exists 
potentially.    It  is  only  necessary  to  remove  the  obstructions. 

We  see  another  order  of  cases  in  which  actual  proof  of  fecun- 
dity has  been  given  by  the  birth  of  a  child.  With  this  one 
effort  the  capacity  seems  to  be  exhausted,  at  least  for  a  time. 
This  is  "  acquired  sterility."  This  condition  is  in  some  cases 
due  to  excessive  involution  of  the  ovaries  and  uterus,  which 
shrinking,  appear  to  undergo  premature  senility.  In  other  cases 
it  is  due  to  the  flexions,  hypertrophies,  subacute  inflammations 
attended  by  unhealthy  secretions  which  sometimes  follow  labour. 
In  these  the  sterility  commonly  ceases  with  the  cure  of  the  ab- 
normal condition.  In  some,  however,  in  which  there  has  been 
pelvic  peritonitis,  the  ovaries  and  tubes  may  have  been  involved 
in  membranous  adhesions  which  impede  the  escape  of  ova  or 
their  reception  into  the  tubes.  But  it  must  not  be  supposed 
that  pelvic  peritonitis  is  at  all  a  necessary  cause  of  sterility.  I 
have  known  many  cases  where  there  was  no  interruption  to  sub- 
sequent pregnancies/  Peritonitis  may  cause  temporary  sterility 
by  binding  down  the  uterus  in  an  unfavourable  position,  espe- 
cially in  retroversion.  This  will  often  admit  of  cure  by  wearing 
a  suitable  lever-pessary,  which,  constantly  tending  to  lift  up  the 
fundus,  puts  the  adhesions  on  the  stretch,  and  gradually  causes 
their  removal  by  absorption. 
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6.  Those  cases  in  which  the  mucous  membrane  of  the  uterus 
is  unfitted  to  afford  a  nidus  for  the  impregnated  ovum.  Thus 
there  is  a  class  of  cases — and  it  is  a  large  one — in  which  preg- 
nancy fails,  not  because  there  is  an  obstacle  to  impregnation, 
but  because  the  structures  upon  which  the  ovum  should  be 
grafted  and  supported  are  not  in  a  condition  to  perform  their 
part.  In  such  an  event  the  ovum,  falling  as  it  were  upon  bad 
soil,  decays.  The  break-down  occurs  at  variable  periods.  In 
many,  probably,  the  ovum  hardly  gets  any  hold  of  the  unhealthy 
mucous  membrane  or  decidua.  In  many  others,  the  mucous 
membrane  undergoes  the  proper  development  for  a  stage,  then 
breaks  down.  In  many  cases  also  there  is  little  doubt  that  the 
ovum  itself,  although  impregnated  and  engrafted  on  the  decidua, 
perishes  from  inherent  defect.  We  thus  see  how,  by  a  large 
class  of  cases,  sterility  is  brought  into  relation  with  abortion.  It 
may  seem  paradoxical  to  say  that  many  of  the  causes  of  sterility 
are  also  causes  of  abortion ;  but  the  proposition  is  nevertheless 
true.  Some  of  the  conditions  above  described,  such  as  a  minute 
os  uteri  externum  and  flexions  of  the  uterus,  do  not  oppose  ab- 
solute obstruction  to  impregnation.  But  when  this  occurs,  espe- 
cially in  the  case  of  retroflexion,  abortion  is  very  apt  to  ensue. 
The  same  is  true  of  hypertrophy,  engorgement,  ulceration,  at- 
tended or  not  with  displacement.  In  these  conditions  impreg- 
nation is  not  very  rare,  but  the  unhealthy  state  of  the  organ 
will  be  apt  to  lead  to  abortion.  There  is  a  kind  of  hyperplasia 
of  the  mucous  membrane,  sometimes  depending  upon  a  strumous, 
sometimes  upon  a  syphilitic  diathesis,  which  is  very  unfavourable 
to  the  support  of  the  impregnated  ovum.  It  is  liable  to  undergo 
fatty  degeneration  and  to  break  down.  Abortion  is  the  result ; 
and  when  this  happens,  as  it  often  does,  repeatedly,  other 
chronic  changes,  as  hypertrophy,  engorgement,  are  more  and 
more  likely  to  ensue,  and  to  add  new  obstacles  to  impregnation 
and  gestation. 

Ovarian  irritation  is  also  likely  to  cause  sterility  and  early  abor- 
tion, especially  when  it  leads  to  menorrhagia.  Excessive  and 
prolonged  flow  will  so  alter  the  mucous  membranes  that  it 
becomes  unfitted  to  form  healthy  decidua.  And  if  impregna- 
tion have  occurred,  the  ensuing  menstrual  nisus,  too  powerful  to 
be  controlled  by  the  pregnancy,  may  be  attended  by  a  profuse 
hemorrhage  which  brings  about  extravasation  into  the  decidua, 
or  such  other  disturbances  in  the  uterus  as  are  incompatible 
with  the  maintenance  of  t  he  ovum.  In  many  cases  of  this 
class  it  is  difficult  or  impossib  le  to  determine  whether  impreg- 
nation have  taken  place  or  not,  that  is,  whether  or  not  the  case 
be  one  of  early  abortion.  The  practical  result,  however,  is 
the  same,  and  the  indication  for  treatment  is  the  same.  Cor- 
rect the  unhealthy  state  of  the  uterine  structures,  allay  the 
morbid  irritability  of  the  ovaries,  and  not  only  will  impreg- 
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nation  be  likely  to  occur,  but  the  ovum  may  be  supported  and 
matured. 

By  far  the  most  common  associated  conditions  with  sterility, 
in  my  experience,  are  congenital  narrowing  of  the  os  externum 
and  retroflexion  of  the  uterus.  These  conditions  are  frequently 
combined.  They  are  commonly  attended  by  dysmenorrhcea ; 
and  dysmenorrhcea  is  often  presumptive  of  sterility.  The  im- 
portance of  this  narrowing  of  the  os  externum  uteri  as  an 
obstacle  to  impregnation  is  questioned  by  some  physicians,  and 
amongst  others  by  Scanzoni.  He  urges  that  he  has  known 
impregnation  take  place  where  the  os  externum  was  no  bigger 
than  a  millet-seed.  Of  this  I  too  have  seen  examples,  but  I  am 
satisfied  from  very  extensive  observation  that  these  cases  are 
quite  exceptional.  So  preponderating  is  the  association  of  a 
minute  os  externum  and  retroflexion,  separately  or  combined, 
that  in  any  given  case  of  a  woman  who  remains  sterile  five  years 
after  marriage  and  suffers  from  dysmenorrhcea,  it  may  be  predi- 
cated with  almost  certainty  that  one  or  other  of  these  con- 
ditions exists.  That  these  are  efficient  causes  of  sterility  is 
further  proved  by  the  frequency  with  which  pregnancy  follows 
upon  their  removal.  Of  this  I  have  seen  many  striking  ex- 
amples. Two  sisters,  both  young,  were  referred  to  me  by  their 
brother,  a  former  pupil.  Both  had  always  suffered  from 
dysmenorrhcea,  which  had  been  increased  by  marriage,  and 
both  remained  sterile  after  two  to  four  years.  In  both  I  found 
exactly  the  same  congenital  formation,  namely,  retroflexion  of 
the  uterus  and  a  minute  os  externum.  In  both  I  divided  the  os 
externum  and  corrected  the  retroflexion  by  the  use  of  a  Hodge- 
pessary.  Both  were  relieved  of  the  dysmenorrhcea,  became 
pregnant,  and  bore  children.  This  subject  will  be  further  dis- 
cussed under  the  head  of  "  Dysmenorrhcea." 

The  waters  of  Schwalbach  and  Kreuznach  have  acquired  a 
certain  reputation  for  the  cure  of  sterility.  It  is  true  that  a 
number  of  women  have  become  pregnant  after  visiting  these 
places  ;  but  I  have  good  reason  for  saying  that  in  some  of  them 
at  least  the  happy  result  was  not  due  to  using  the  waters. 
Some  had  previously  tried  them  in  vain,  and  having  subse- 
quently been  submitted  to  surgical  treatment  for  the  removal  of 
physical  impediment,  had  returned  to  Schwalbach  or  Kreuz- 
nach, and  then  conceived.  In  some  cases,  however,  those  for 
example  which  depend  upon  chronic  engorgement  or  hyper- 
trophy, with  unhealthy  secretions,  the  influence  of  change  of 
air,  repose,  and  the  use  of  saline  chalybeate  and  iodised  waters 
in  curing  these  conditions  is  decided ;  and  these  being  cured, 
the  attendant  sterility  will  often  disappear.  With  this  qualifica- 
tion, I  can  speak  well  of  Schwalbach,  Kreuznach,  and  other 
places ;  but  they  do  not  deserve  the  blind  faith  which  many 
patients  and  some  physicians  award  to  them.     The  rational 
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course  is  to  remove  all  abnormal  local  conditions  first,  and  tlien, 
but  not  till  then,  the  patients  may  be  sent  to  Schwalbach  or 
other  convenient  place  for  time  to  do  the  rest. 

The  above-mentioned  conditions  account  for  a  large  propor- 
tion of  the  cases  of  sterility.  All  these  conditions  may,  in  the 
majority  of  instances,  be  remedied,  and  in  all  the  prospect  of 
impregnation  is  reasonable.  That  disappointment  in  this 
respect  will  occasionally  follow,  even  when  a  detected  associated 
morbid  condition  is  removed,  is  no  valid  argument  against 
treatment.  It  is  sound  practice  to  remove  every  abnormal  con- 
dition we  can.  It  is  possible  that  any  given  abnormal  condi- 
tion which  we  discover,  and  which  we  know  is  in  itself  sufficient 
to  entail  a  certain  result,  may  be  the  only  cause.  It  is  of  course 
possible  that  another  cause  lying  beyond  the  first  may  co-exist, 
and  continue  after  the  first  is  removed ;  but  there  is  no  harm 
done  in  removing  the  first.  On  the  contrary,  the  first  detected 
condition  is  often  the  cause  of  other  evils  beside  the  particular 
one  which  it  is  our  special  object  to  cure ;  and  it  not  infre- 
quently happens  that  the  removal  of  one  condition  opens  the 
way  to  the  discovery  and  cure  of  other  conditions'. 

In  short,  the  obvious  principle  of  acting  is  to  obtain  as  healthy 
a  state  as  possible  of  the  genital  organs.  The  vulva,  vagina, 
and  uterus,  and  in  some  cases  the  Fallopian  tubes,  are  within 
our  range.  When  this  portion  has  been  brought  into  a  satisfac- 
tory state,  and  when  all  morbid  action  of  the  ovaries  has  been 
subdued,  we  shall  have  overcome  a  very  large  proportion  of  the 
causes  of  sterility.  The  residuum  will  comprise  those  cases  of 
obstruction  from  adhesions  of  the  tubes  and  ovaries,  of  ovarian 
disease  or  defective  development,  which  are  mostly  beyond  the 
reach  of  successful  treatment. 

Sterility  being,  in  so  far  as  the  fault  lies  in  the  woman,  a  con- 
sequence of  some  abnormal  condition  of  the  sexual  organs,  the 
treatment  of  it  is  involved  in  the  treatment  of  these  abnormal 
conditions.  These  cover  a  wide  range  of  ovarian  and  uterine 
pathology,  and  form  the  subject-matter  of  this  work. 

Sensual  gratification  is  not  necessary  to  conception ;  neither 
does  its  absence  preclude  conception.  The  essential  condition  is 
that  the  fertilising  element  should  have  ready  entrance  to  the 
cervix  uteri  at  the  right  time.  Failure  in  this  condition  may 
result  from  a  variety  of  causes  in  persons  to  whom  no  fault  of 
structure  in  the  ovaries  or  uterus  can  be  found.  Ovulation  may 
be  perfect,  the  Fallopian  tubes  and  uterus  may  be  healthy, 
the  elements  on  both  sides  may  be  normal,  and  yet  there  may 
be  persistent  sterility.  It  is  difficult  to  follow  out  this  subject 
minutely.  Some  of  the  conditions  referred  to  hardly  fall 
within  the  scope  of  strictly  medical  discussion. 

It  is  not,  however,  out  of  place  to  remember  that  the  cause  of 
sterility  may  reside  in  the  man.    It  is  customary  to  say  that 
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sterility  in  man  is  extremely  rare.  I  am  inclined  to  think  other- 
wise. It  does  not  fall  within  the  design  of  this  work  to  in- 
vestigate the  causes  of  sterility  in  the  male  sex.  But  I  may 
refer  to  a  memoir  by  Mr.  Curling*  for  some  interesting 
information  on  this  subject.  He  confirms  by  precise  observa- 
tions the  opinion  expressed  by  John  Hunter,  "  that  when  one 
or  both  testicles  remain  through  life  in  the  belly,  they  are  ex- 
ceedingly imperfect,  and  probably  incapable  of  performing  their 
natural  functions."  Thus,  Mr.  Curling  shows  that  in  crypt- 
orchids  the  seminal  fluid  is  commonly  destitute  of  spermatozoa. 
In  nine  men  this  was  ascertained  to  be  the  case,  and  their 
wives  were  barren.  Several  of  these  did  not  seem  to  be  deficient 
in  copulative  power,  and  emissions  occurred. 

When,  therefore,  we  find  no  marked  abnormity  in  the  wife, 
we  must  consider  the  possibility  of  defect  in  the  husband ;  and 
it  will  be  proper,  before  subjecting  her  to  a  distressing  and  per- 
haps painful  course  of  treatment,  to  ascertain  whether  the  fault 
is  not  on  the  other  side. 


*  Brit,  and  For.  Med.-Chir.  Rev.,  1861. 


CHAPTER  XV. 


THE  INSTRUMENTS  SERVING  FOR,  DIAGNOSIS  AND 
TREATMENT. 

Having  taken  a  cursory  survey  of  the  principal  symptoms, 
chiefly  subjective,  attending  ovarian,  uterine,  and  vaginal  dis- 
ease, the  methods  of  investigation  by  which  we  bring  out  the 
objective  signs  and  seek  to  establish  a  full  diagnosis  might  now  be 
described.  But  as  the  means  to  be  employed  in  this  investigation 
involve  the  use  of  instruments,  I  have  thought  this  would  be 
the  most  convenient  place  to  introduce  a  description  of  the 
instruments  employed  and  the  mode  of  using  them.  Having 
become  acquainted  with  our  tools,  and  knowing  what  they  can 
do,  we  shall  then  be  in  a  better  position  to  proceed  to  diagnostic 
analysis. 

The  Gyncecologist' s  Bag. 

It  will  serve  the  purpose  of  order  and  conciseness  if  we  gather 
into  one  view  the  chief  instruments  and  materials  employed  in 
the  diagnosis  and  treatment  of  the  diseases  of  women.  This 
may  be  conveniently  done  by  describing  the  contents  of  the 
gynaecologist's  bag,  which  has  been  designed  on  the  idea  of  the 
"obstetric  bag "  contrived  by  me  some  years  ago.  Independently 
of  reasons  of  economy  and  method  for  collecting  all  these  things 
into  one  compact  portable  case,  stands  the  great  practical  fact 
that,  when  about  to  investigate  a  case  of  presumed  ovarian, 
uterine,  or  vaginal  disease,  we  cannot  tell  what  instruments  we 
may  want  to  carry  out  the  indications  in  diagnosis  and  treat- 
ment which  may  present  themselves.  For  example,  all  local 
examination  necessarily  begins  with  the  digital  touch;  this 
may  be  sufficient,  but  often  it  gives  information  which  is  im- 
perfect, and  which  requires  to  be  followed  out  by  the  speculum 
or  sound ;  and  when  we  have  got  the  full  diagnostic  knowledge 
which  finger,  speculum,  and  sound  can  give,  it  frequently 
happens  that  we  are  immediately  in  a  position  to  apply  an 
appropriate  remedy.  Thus  diagnosis  is  made  the  true  hand- 
maid of  treatment.     The  patient  is  often  spared  the  double 
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distress  of  two  separate  examinations.  It  is  in  this  quality  that 
lies  the  highest  recommendation  of  the  diagnostic  instruments 
we  employ  ;  it  is  this  quality  which  invests  them  with  a  practical 
*  superiority  over  most  of  the  instruments  employed  in  the 
investigation  of  diseases  of  other  parts  of  the  body.  The 
stethoscope,  for  example,  an  instrument  invaluable,  but  not 
absolutely  indispensable,  for  diagnosis,  and  thus  helping  to  form 
a  scheme  of  treatment,  is  of  no  use  in  carrying  out  the  treat- 
ment. Like  the  sphygmograph  or  the  thermometer,  it  is  purely 
an  instrument  of  observation. 

It  would  appear  to  be  a  natural  classification  of  our  appliances 
to  divide  them  into  diagnostic  and  therapeutical.  Rigorous 
adherence  to  this  is  defeated  by  the  double  quality  which  some 
of  the  instruments  possess.  But  still  this  division  is  rational 
and  convenient. 

It  is  not,  perhaps,  superfluous  to  preface  the  enumeration  and 
description  of  instruments  by  recalling  attention  to  the  hand 
and  eye  of  the  physician.  The  eye,  of  course,  is  simply  an 
instrument  of  observation ;  its  application  is  often  only  possible 
when  aided  by  other  instruments,  as  for  instance,  the  speculum  ; 
and  in  a  great  many  cases  it  is  not  wanted  either  for  diagnosis 
or  treatment.  But  the  hand  is  pre-eminently  the  obstetric 
instrument ;  it  possesses  a  wide  diagnostic  and  therapeutical 
range  of  usefulness ;  it  is  not  only  in  itself  competent  to  the 
detection  of  many  morbid  conditions,  and  to  the  treatment  of 
some,  but  it  is  also  an  indispensable  element  in  the  use  of  other 
instruments. 

I  have  ventured  to  make  these  remarks  about  the  hand, 
because  the  use  of  the  speculum  and  sound  in  diagnosis  is  so 
very  great  and  striking,  that  we  are  apt  to  attach  to  this  more 
.  importance  than  is  really  due,  and  thence  to  underrate  the  value 
of  the  hand. 

The  Diagnostic  Instruments  are  : 
The  speculum. 
The  endoscope. 
The  speculum-forceps. 
The  uterine  sound. 
A  flexible  whalebone  sound. 
The  sponge  or  laminaria-tent. 

The  Therapeutical  Instruments  are  : 
The  uterine  sound. 
The  catheter. 
The  speculum-forceps. 
Simpson's  metrotome-knife. 

Marion  Sims's  or  Kuchenineister's  metrotome-scissors. 
Wright's  intra-uterine  expanding  pessary,  or  other  intra- 
uterine pessary. 
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Sims's  single  tenaculum-hook  to  hold  the  vaginal-portion. 

A  wire-ecraseur. 

The  intra-nterine  caustic-carrier. 

j  j         „  ointment-carrier. 
The  tube  for  carrying  sticks  of  sulphate  of  zinc,  or  other 

substances,  into  the  uterus. 
Barnes's  laminaria-tent  carrier. 
A  scarificator. 
Eouth's  lancets. 

An  intra-uterine  injecting  apparatus. 
A  probang  mounted  with  sponge. 

A  glass  rod  and  a  glass  brush  to  carry  bromine  or 

chromic  acid. 
A  syringe  for  washing  out  the  vagina. 
The  most  useful  Mater ia  Medica  are  : 
Perchloride  of  iron  (solid). 

Chloroform  and  inhaler  (Skinner's  is  the  most  portable, 

and  very  efficient). 
Chromic  acid,  in  crystals. 
Eichardson's  styptic  colloid. 
Bromine  of  caustic  power. 
Carbolic  acid. 
Tincture  of  iodine. 
Acetic  acid,  concentrated. 
Nitrate  of  silver. 
Sticks  of  potassa  cum  calce. 
Sticks  of  sulphate  of  zinc. 
Iodide  of  mercury  ointment. 

Medicinal  pessaries :  1.  Perchloride  of  iron  pessaries. 

2.  Belladonna. 

3.  Morphia. 

4.  Grallic  acid. 

The  following  articles  should  also  be  at  hand  in  the  bag : 
Cotton-wool,  lint. 
String,  silk. 

Needles,  half-curved,  carrying  silver  wire. 
Forceps  for  holding  needles. 

A  small  collection  of  pessaries.    (The  most  useful  are 

three  sizes  of  Hodge's  lever-pessaries.) 
One  or  two  of  Thomas's  pessaries  for  anteversion. 
One  or  two  of  Simpson's  intra-uterine  galvanic  pessaries. 
A  stem-pessary. 

A  vulcanite  intra-uterine  pessary. 
A  Sims's  or  Barnes's  vaginal  rest. 
A  Grariel's  or  other  air  pessary. 
The  pessaries  will  be  described  in  a  succeeding  chapter. 
The  stethoscope  and  thermometer  are,  of  course,  the  constant 
companions  of  every  medical  practitioner. 
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Instruments  for  use  by  Patients  : 
Higginson's  vaginal  syringe. 

Barnes's  speculum  for  self-application  of  vaginal  pes- 
saries, and  wool  carrying  solutions  of  lead,  bromine, 
&c. 

The  special  requirements  of  particular  cases,  or  the  views  of 
the  practitioner,  will  suggest  further  or  different  things  to  make 
up  the  equipment  of  the  bag.  My  object  is  to  enumerate  those 
which  are  the  most  generally  useful. 

Some  of  the  articles  require  a  more  particular  description. 
To  take  first  the  speculum.    In  private  practice,  the  most  gene- 


Fig.  30.— (Half  natural  size") 
fekgusson's  speculum. 

rally  useful  speculum  is  Fergusson's  glass  tubular  instrument, 
silvered  and  coated  with  vulcanite  (Fig.  30).  The  light  this  gives 
is  superior  to  that  which  any  other  form  of  speculum  can  give ; 
and  this  is  an  advantage  of  primary  importance,  for  we  cannot 
always  in  the  houses  of  patients  command  a  good,  direct  hori- 
zontal light.  Two  sizes  should  be  kept :  one  of  comparatively 
large  size  for  women  who  have  had  children,  and  one  of  small 
calibre  for  others.    Both  should  be  six  or  seven  inches  long, 
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otherwise  the  vagina  may  not  be  distended  enough  to  bring  the 
os  uteri  into  view. 

The  tubular  speculum  has  the  disadvantage  that,  when 
introduced  its  full  length,  it  possesses  no  power  of  increasing 
the  distention  of  the  fundus  of  the  vagina,  so  as  to  bring  out  the 
vaginal-portion  from  behind  overlapping  folds  of  a  lax  vagina ; 
therefore,  unless  an  instrument  of  adequate  size  be  used,  it  may 
fail  to  exhibit  the  os  uteri.  It  is  also  liable  to  break  if  it  falls 
upon  the  ground. 


Fig.  31.— (Half  size.) 

DR.  HENRY  BENNETTS  SPECULUM,  AS  MODIFIED  BY  DR.  BARNES. 

Good  valvular  specula  overcome  this  difficulty.  Being  intro- 
duced their  full  length  in  a  closed  state,  the  blades  can  be 
opened  at  their  extreme  points  so  as  to  stretch  out  the  folds  at 
the  roof  of  the  vagina,  and  thus  bring  the  os  uteri  well  into  the 
field,  without  in  any  way  increasing  the  distention  at  the  vulva. 
One  might  devote  a  volume  to  the  description  of  the  multitude 
of  instruments,  each  of  which,  in  the  estimation  of  its  contriver, 
is  the  best.    Some  are  designed  to  answer  particular  indications ; 
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for  example,  to  be  self-retaining,  to  liberate  the  hands,  and  thus 
to  facilitate  the  performance  of  operations.  This  is  a  good 
reason  for  introducing  a  new  speculum.  But  many,  it  must  be 
admitted,  have  no  better  raison  d'etre  than  the  gratification  of  a 
taste  for  novelty,  the  passion  of  mechanical  invention,  or  the 
ambition  to  associate  something  with  one's  name.  After  study- 
ing many,  I  am  afraid  to  say  most,  of  these  contrivances,  and 
submitting  many  to  clinical  proof,  I  think  we  may  usefully 
retain  the  following  : — 1.  The  tubular  glass  speculum  already 
described ;  2.  The  bivalve,  known  as  Coxeter's,  or  Dr.  Henry 
Bennet's  (Fig.  31).  This  is  an  excellent  instrument.  If  furnished 
with  a  plug,  it  is  very  easy  of  introduction,  and  the  two  expanding 
blades  command  good  access  to  sight  and  surgical  application. 
I  have  used  it  for  many  years,  having  made  two  slight  modi- 
fications in  it,  which  much  facilitate  its  use.  In  its  ordinary 
form  this  speculum,  when  closed  for  introduction,  is  a  cylinder, 
slightly  conical,  the  two  blades  being  of  equal  length.  The 
practical  defect  of  this  is,  that  when  the  stem-plug  is  in  situ,  the 
projecting  margin — made  to  fit  on  the  edge  of  the  ends  of  the 
blades,  so  as  to  protect  the  vulva  and  vagina  during  introduc- 
tion— is  not  easily  released  when  it  is  wanted  to  withdraw  it ; 
it  hangs  upon  the  end  of  one  blade.  This  awkward  defect  is 
overcome  by  flattening  the  cylinder  a  little,  so  as  to  make  the 
closed  instrument  slightly  oval  in  section,  and  also  by  bevelling 
off  the  ends  of  the  blades,  leaving  one  slightly  longer  than  the 
other.  The  effect  of  this  double  alteration  is,  that  when  the 
operator  turns  the  plug  on  its  axis,  the  projecting  rim  is  imme- 
diately thrown  off  the  end  of  the  blades,  and  is  generally  thrown 
out  by  the  contraction  of  the  vagina,  or,  at  any  rate,  is  easily 
withdrawn. 

The  total  length  of  this  instrument  should  be  5 J  inches, 
exclusive  of  the  plug ;  the  circumference  at  the  uterine  ex- 
tremity, 4  inches  ;  at  the  handle  extremity,  5  inches. 

The  bivalve  has  another  advantage  over  the  simple  tube.  As 
the  uterine  ends  of  the  blades  expand,  it  is  not  only  more  easy 
to  bring  the  vaginal -portion  into  the  field,  but  by  continuing 
the  expansion,  the  roof  of  the  vagina  is  put  on  the  stretch,  and 
thus  pulls  open  the  os  uteri,  exposing  often  a  considerable  part 
of  the  cavity  of  the  cervix,  and  thereby  much  facilitating  the 
direct  application  of  remedies. 

3.  A  very  useful  form  of  bivalve  is  that  known  as  disco's 
(Fig.  32).  The  blades  are  wide  and  nearly  flat,  so  that,  when 
brought  together,  they  touch  along  the  whole  extent  of  their 
margins,  and  represent  a  wedge  with  smooth  edges.  This  makes 
the  plug  superfluous.  It  is  not,  however,  quite  so  easy  to  intro- 
duce ;  some  care  is  requisite  to  keep  off  the  rather  narrow  edge 
from  the  os  pubis.  When  introduced,  the  screw  at  the  handle 
expands  the  blades  at  the  uterine  end  and  distends  the  vaginal 
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roof  in  a  very  efficient  manner.  This  instrument  is  in  many 
cases  self-retaining.  It  is  virtually  a  double  duck-bill  speculum. 
I  have  found  it  useful  to  increase  by  an  inch  or  more  the  part 
in  which  the  screw  is  worked  at  the  handle.  This  takes  the 
hand  clear  of  the  range  of  vision,  and  the  screw  from  entangling 
the  pubic  hair. 


Fig.  32.— (Half -size.) 

CUSCO'S  SPECULUM. 

4.  Marion  Sims' s  Single  Duck-bill  or  Spoon  Speculum  (Fig.  33). — 
This  is  a  most  serviceable  instrument.   It  is  almost  indispensable 


Fig.  33. 

SIMS'S  Sl'ECULUM. 


in  the  performance  of  protracted  operations,  such  as  the  closure  of 
vaginal  fistula.  It  is  not,  however,  so  convenient  for  ordinary 
practice.    In  many  cases  an  additional  instrument  to  serve  as  a 
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retractor  to  hold  back  the  anterior  vaginal  wall  is  required; 
and  this  makes  an  assistant  necessary. 

5.  If  there  is  one  speculum  better  than  the  rest  for  hospital 
practice,  it  is  Neugebauer's.  This  consists  of  two  distinct 
pieces.  It  is  at  once  a  bivalve  and  a  double  duck-bill.  It  is 
made  in  sets  of  six  or  more  single  blades,  so  graduated  in  size 
that  No.  2  adjusted  with  No.  1  makes  a  complete  speculum ; 
No.  3  with  No.  2,  and  so  on  through  the  series.  Nos.  1  and 
2  form  a  speculum  large  enough  for  the  most  capacious  vagina ; 
whilst  Nos.  5  and  6  can  be  introduced  into  the  smallest. 
Unless  the  patient's  nates  can  be  brought  to  overhang  the  end 
of  a  table  or  bed,  in  lithotomy  position,  this  instrument  can 


Fig.  84.— (Half  size.) 
barnes's  modification  of  neugebauer's  speculum. 


only  be  used  in  the  lateral  or  semi-prone  position.  It  requires 
two  hands,  one  to  hold  each  blade,  which  is  not  inconvenient 
for  mere  diagnosis,  but  renders  it  necessary  to  have  an  assistant 
to  hold  one  blade,  if  treatment  is  to  be  carried  out.  These 
conditions  render  Neugebauer's  instrument  generally  unsuitable 
for  private  practice. 

Finding  that,  when  dealing  with  stout  patients,  the  handles 
of  Neugebauer's  instrument  were  too  short  to  be  easily  com- 
manded, I  have  made  what  I  find  in  practice  a  very  convenient 
modification.  I  have  substituted  for  the  handle  another  blade. 
Fig.  34  represents  the  form  thus  designed  by  me,  and  executed 
by  Messrs.  Weiss.    Two  pieces  make  a  series — three  different 
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sizes  of  speculum.  The  gradation  is  effected  by  having  Nos.  1 
and  3  in  one  piece,  and  Nos.  2  and  4  in  the  other.  By  using 
No.  1  with  No.  2,  we  get  the  largest  size ;  by  using  No.  2  with 
No.  3,  we  get  the  next  size  ;  by  using  No.  3  with  No.  4,  we  get  the 
smallest  size.  The  ends  outside  the  vagina  form  excellent  handles. 

In  many  cases  this  instrument  is  sufficiently  self-retaining  to 
afford  the  manipulator  the  opportunity  of  applying  remedies  to, 
or  even  of  performing  operations  upon,  the  cervix  uteri  without 
assistance.  It  gives  freer  space  for  operative  manipulation  than 
any  other  speculum.  It  brings  the  os  uteri  so  near  that  it  is 
commonly  easy  to  reach  it  by  finger. 

The  tubular  and  valvular  specula  afford  a  perfect  inspection 
of  the  whole  tract  of  the  vagina  and  vulva.  The  time  for 
making  this  inspection  is  during  the  withdrawal  of  the  instru- 
ment. As  this  is  slowly  done,  the  vaginal  walls  close  in  upon 
the  retreating  speculum,  and  come  successively  within  its  field. 
Except  in  very  extreme  cases  of  relaxation,  the  contractility 
and  resilience  of  the  vagina  are  powerful  enough  to  aid  in 
expelling  the  speculum. 

Weiss's  Self-retaining  Duck-bill  Speculum. — This  instrument 
is  the  adaptation  of  an  apparatus  for  fixing  a  duck-bill  or 
Sims's  spoon-blade  in  the  vagina,  so  as  to  dispense  with  the 
use  of  hands  to  hold  it  in  situ.  In  this  way  many  operations 
may  be  conveniently  carried  out  without  assistants.  I  have 
used  it,  and  find  that  it  answers  its  purpose. 

All  the  above- described  specula,  excepting  Fergusson's,  should 
be  plated  with  nickel.  This  gives  a  beautifully  smooth  surface, 
which  resists  the  action  of  many  of  the  corroding  agents  em- 
ployed, and  is  easily  kept  bright. 

The  Endoscope. — In  connection  with  the  speculum,  it  is  proper 
to  refer  to  the  endoscope,  which  may  be  defined  as  a  prolonga- 
tion or  extension  of  the  ordinary  speculum.  The  design  of 
the  uterine  endoscope  is  to  enable  the  surgeon  to  see  beyond 
the  os  uteri  externum  into  the  cavity  of  the  cervix,  and  even 
into  the  cavity  of  the  body  of  the  uterus.  Several  ingenious 
instruments  have  been  contrived  for  this  purpose.  One,  that 
of  Jobert,  consists  virtually  of  a  small  two-bladed  speculum, 
capable  of  being  introduced  closed  into  the  cervix  uteri.  The 
two  blades  being  mounted  on  a  long  stem  are,  after  intro- 
duction, made  to  diverge  by  working  a  screw  in  the  handle. 
It  resembles  in  principle  and  action  Weiss' s  urethra- dilator. 
Another  contrivance  that  may  be  mentioned  is  that  of  Tyler 
Smith.*  This  instrument  is  applied  through  a  modified  Cusco's 
speculum.  It  consists  of  a  mirror  and  a  cylindrical  tube  both 
provided  with  long  handles.  By  means  of  a  screw,  the  mirror 
can  be  inclined  at  any  angle,  so  as  to  receive  and  transmit  a 
ray  of  light  through  the  tube  which  is  passed  into  the  uterine 
cavity. 

*  Obstetrical  Society's  Catalogue  of  Instruments,  1867. 
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The  uterine  sound  is  an  instrument  designed  on  the  principle 
of  the  sound  made  to  explore  the  male  bladder.  It  is  a  special 
form  of  the  surgical  probe.  The  probe  indeed,  or  some  form  of 
it,  has  long  been  used  to  facilitate  the  exploration  of  the  uterus. 
Its  application  to  the  diagnosis  of  polypus  from  inversion  of  the 
uterus  is  described  in  the  early  editions  of  Samuel  Cooper's 
"  Surgical  Dictionary."  Huguier  says  the  uterine  sound  was 
known  to  Hippocrates.  Harvey  relates  a  case  in  which  he 
used  an  equivalent  instrument  for  the  express  purpose  of  ex- 
ploring the  cavity  of  the  uterus.  But  still  the  application  of 
the  sound  to  uterine  examination,  an  application  which  would 
seem  to  now  so  naturally  from  the  familiar  use  of  the  instru- 
ment in  investigating  the  condition  of  the  bladder,  remained  in 
abeyance  until  it  was  revived  by  Lair,  who  described  a  uterine 
sound  in  1828.*  The  late  Sir  James  Simpson,  in  1843,  made 
known  his  conclusions  upon  the  mode  of  examining  by  help  of 
a  uterine  sound  or  bougie,  and  described  the  form  of  instrument 
he  recommended.  His  instrument  is  the  one  which  I  have 
selected  for  illustration  in  this  work.  It  is  the  one  which  I 
most  frequently  employ.  It  is  provided,  like  the  common  male 
sound,  with  a  flat  handle  to  facilitate  manipulation,  and  ter- 
minates at  its  other  extremity  in  a  rounded  knob  or  bulb, 
which  enables  it  to  ride  more  easily  over  the  rugae  of  the  cer- 
vical canal,  and  lessens  the  risk  of  injuring  the  uterus.  The  stem 
tapers  gradually  from  the  handle  to  the  knob,  the  thickest  part 
being  equal  in  calibre  to  a  No.  8  catheter,  the  portion  near  the 
knob  being  equal  to  a  No.  3  catheter.  The  exploring  half  of 
the  sound  should  be  made  of  silver  only  moderately  alloyed 
with  copper,  so  as  to  permit  of  its  being  readily  bent  by  the 
fingers.  Some  are  made  with  virgin  silver.  This  is  too  flexible, 
as  it  is  apt  to  bend  during  use,  especially  in  cases  of  flexion  of 
the  uterus.  The  stem  is  about  nine  inches  long,  and  is  gra- 
duated so  as  to  indicate  the  depth  to  which  it  may  penetrate. 
The  graduation  is  marked  in  the  figure.  (Fig.  35.)  There  is  one 
principal  mark  which  is  the  most  essential  as  a  standard  of  com- 
parison, made  by  an  elbow  or  projection,  just  2|  inches  from 
the  knob.  This  marks  the  normal  length  of  the  uterine  cavity. 
When  the  sound  has  been  introduced  as  far  as  this,  resistance  is 
commonly  felt,  and  we  know,  by  feeling  the  elbow  on  a  level 
with  the  os  externum  uteri,  that  the  knob  is  2  J  inches  in  the 
uterus.  It  is  useful  to  have  a  mark  between  the  elbow  and  the 
knob  half  an  inch  above  the  elbow.  This  is  useful  in  giving 
precise  measurement  where  the  knob  will  not  go  the  full  dis- 
tance. Below  the  knob  the  stem  is  graduated  by  inches. 
These  secondary  marks  are  best  made  by  slight  notches.  There 
are  different  ways  of  making  the  index-marks ;  but  as  Simpson 

*  "  Nouvellu  Methode  de  Traitement  des  Ulceres  de  l'Utems."   Paris,  1828. 
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rightly  insists,  the  marks  should  be  so  made  as  to  be  readily  felt 
by  the  finger  in  the  vagina,  so  as  to  admit  of  being  read  off 


Fig.  35.-  •  (Half  size.)  Fig.  36— (One-third  size.) 

Simpson's  uterine  sound.  Barnes's  whalebone  sound. 

when  the  instrument  is  withdrawn.  The  sound,  as  sold  in  the 
shops,  is  almost  always  bent  at  an  obtuse  angle  at  the  2 \  inch 
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elbow,  the  two  parts  above  and  below  being  quite  straight.  It 
is  more  convenient  in  practice  to  give  a  slight  curve  to  the  part 
above  the  elbow. 

Yalleix,  Huguier,  and  Kiwisch*  described  forms  of  uterine 
sounds  differing  from  Simpson's  chiefly  in  the  mode  of 
graduation. 


Fig.  37. 

KUCHENMEISTEr's  METROTOME-SCISSORP,  HALF-SIZEt 

There  are  cases,  notably  those  where  the  canal  of  the  uterus 
is  much  deviated  by  tumours,  where  the  use  of  the  rigid  sound 


*  "  Klinische  Vortrage,"  Prag,  1851. 
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is  objectionable.  In  cases  of  this  nature  it  is  occasionally  more 
useful  to  employ  a  flexible  bougie  or  sound.  An  ordinary  male 
bougie  is  very  suitable.  Dr.  Henry  Bennet  commonly  uses 
bougies  of  soft  material,  which  retain  the  impression  of  any 
constriction  they  may  have  passed  through.  Dr.  Thomas  uses* 
a  hard  rubber  sound,  about  12  inches  long,  provided  with  a 
knob  at  the  end  similar  to  the  figure  (Fig.  36),  taken  from  the 
instrument  which  I  use.  This  is  made  of  whalebone,  which  is 
sufficiently  flexible  and  durable,  and  is  not  likely,  as  the  vul- 
canite one  is,  to  break.  My  instrument  is  15  inches  long,  not 
at  all  too  long  to  track  the  elongation  of  the  uterine  cavity 
produced  by  some  cases  of  fibroid  tumour. 

The  speculum-forceps  should  be  about  12  inches  long,  and 
straight.  It  is  sometimes  made  with  an  angle  between  the 
joint  and  the  finger-holes,  under  the  mistaken  idea  that  when 
straight  the  handles  and  hand  occlude  the  field  of  the  specu- 
lum, and  interfere  with  accurate  manipulation.  This  objection 
is  not  real.  There  is  a  practical  inconvenience  in  the  handling 
of  a  bent  forceps.  It  will  not,  for  example,  rotate  handily,  so  as 
to  wipe  off  adhering  secretions,  as  the  straight  forceps  will.  The 
instrument  should  be  toothed  at  the  ends,  and  grooved  longitu- 
dinally, so  as  to  hold  a  rounded  stick  of  nitrate  of  silver,  or 
potassa  cum  calce. 

Metrotomes. — The  instruments  I  employ  to  incise  the  cervix 
uteri  are  Simpson's  metrotome,  and  either  a  scissors  designed 
by  myself  or  Kuchenmeister's.  The  reasons  for  this  pre- 
ference will  be  given  when  discussing  the  operation.  Simpson's 
metrotome  is  really  a  bistouri  cache,  with  a  long  handle.  When 
closed  the  blade  and  its  guard  or  sheath  form  a  rod  about  the 
size  of  a  sound,  which  is  easily  passed  into  the  cervix  uteri. 
"When  there,  by  depressing  the  handle  to  an  extent  determined 
by  a  regulating  screw,  the  blade  is  made  to  start  from  its 
guard,  and  cuts  its  way  out.  The  guard  is  sometimes  made 
double,  so  that  the  blade  sinks  back  between  the  two  parts. 
This  is  inconvenient.  When  the  blade,  after  having  cut,  is 
allowed  to  fall  back  into  its  guard,  the  point  is  apt  to  pinch  a 
bit  of  tissue  in  the  guard,  and  the  withdrawal  of  the  instrument 
is  thus  made  awkward.  A  single  guard  answers  quite  as  well, 
and  is  free  from  this  little  difficulty.    (See  Fig.  38.) 

Barnes's  Metrotome-scissors. — This  is  a  powerful  scissors,  having 
one  blade  probe-pointed  to  pass  into  the  cervix.  The  blades 
are  so  made  as  to  cut  well  at  the  points.  They  are  worked,  not 
by  finger-rings,  but  by  a  spring  between  the  handles,  on  the 
plan  of  the  old-fashioned  sugar-nippers.  The  handles  are 
slightly  curved,  so  as  to  enable  the  operator  to  see  the  cervix  in 
the  field  of  the  speculum  whilst  working. 

*  "  Diseases  of  Women,"  third  edition.    Philadelphia,  1872. 
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Fig.  38. 

SIMPSOX'S  METROTOME. 
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finish  of  the  stroke,  leaving  a  spur  of  tissue  uncut.  To  remedy 
this  I  have  often  completed  the  incision  made  by  my  scissors 
with  Simpson's  metrotome.  But  for  some  years  I  have  used 
Kiichenmeister's  scissors,  one  blade  of  which  is  provided  with  a 
small  recurved  hook.  This  buries  itself  in  the  tissue  as  soon  as 
the  part  is  seized,  and  holds  it  secure  whilst  it  is  being  cut 
through.    The  instrument  answers  well.    (Fig.  37.) 

Sims'  Tenaculum  Hook. — This  is  a  very  useful  little  instru- 
ment for  seizing  and  holding  steady  the  cervix  uteri  for  exami- 
nation, and  during  operations  through  the  speculum.   (Fig.  39.) 

The  Wire-ecraseur. — Advancing  experience  has  gradually 
proved  the  superior  convenience  of  the  form  of  ecraseur  here 
illustrated.  (Fig.  40.)  For  ordinary  purposes,  such  as  the  removal 
of  polypi,  the  single  wire  is  far  more  convenient  than  the  chain. 
The  two  ends  of  the  wire  are  hooked  on  to  the  hook  which 
travels  in  the  screwed  stem  of  the  instrument.  The  loop  of 
wire,  which  has  seized  the  body  to  be  cut  through,  is  drawn 
through  the  flattened  eye  at  the  end  of  the  stem  without  any 
sawing  movement.  This  involves  a  considerable  loss  of  power  ; 
but  in  the  majority  of  cases  this  is  of  no  importance.  An  advan- 
tage possessed  by  this  arrangement  is  that  a  much  longer  loop 
can  be  worked,  since  the  loop  comes  down  double ;  whereas, 
when  one  end  of  the  loop  is  fixed,  and  one  only  travels,  the 
travelling  end  may  be  brought  home  too  soon,  that  is,  before 
the  loop  has  cut  through  the  tissues  embraced  in  it.  There  is, 
however,  the  advantage  of  a  half- sawing  or  cutting  action, 
which  increases  power.  To  obviate  the  inconvenience  of  the 
ends  of  the  wire  travelling  home  before  the  loop  has  done  its 
work,  Messrs.  Weiss  have  constructed  a  very  powerful  ecraseur, 
furnished  with  a  windlass  upon  which  the  wire  is  wound  as  it 
is  brought  home.  This  gives  practically  an  endless  rope.  It 
is  a  splendid  instrument;  and  in  some  cases  it  will  succeed 
where  ordinary  instruments  will  fail.  To  cut  through  large 
fibroid  tumours  a  very  powerful  instrument  is  necessary. 

The  Laminaria  and  Sponge-tent  Carrier. — This  is  a  very  use- 
ful instrument,  contrived  by  me  some  years  ago,  to  carry 
laminaria-tents  into  the  uterus.  It  consists  of  a  piece  of  elastic 
catheter  having  the  end  cut  off,  so  that  the  stilet  may  project 
about  two  inches.  Upon  this  portion  of  stilet  the  tent,  which 
is  hollow,  is  mounted.  It  thus  makes  one  with  the  catheter, 
and  can  be  passed  into  the  uterus  nearly  as  easily  as  the  uterine 
sound.  When  the  tent  is  in  situ,  which  is  ascertained  by  the 
guiding  finger  at  the  os  uteri,  the  stilet  is  withdrawn  ;  the 
unsupported  tent  is  then  left  in  the  uterine  canal.  This  descrip- 
tion shows  that  an  efficient  instrument  can  be  improvised  out  of 
a  catheter.  But  it  is  convenient  to  have  a  special  instrument. 
(Fig.  41.)  Mine  is  provided  with  two  sizes  of  stilets,  which 
screw  into  the  stem ;  also  with  a  pointed  stilet  to  carry  sponge- 
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tents.    These  stilets  are  stowed  in  the  handle,  which  is  hollow. 


~Fia.  40.  Eig.  41.— (Half -size.) 

IMPROVED  WIRE  ECRASEUR.  BARNES'S  INSTRUMENT  FOR  INTRODUCING  LAMINARIA 


OR  SPONGE-TENTS  INTO  THE  UTERUS. 

a.  The  hollow  laminaria-tent. 

b.  The  sponge-tent. 

c  c.  The  stilets  upon  which  the  tents  are  mounted . 
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At  the  handle-end  of  the  catheter  or  tube  is  a  disc  or  shield 
which  gives  a  point  of  resistance  for  the  thumb,  when  the 
handle  and  stem  are  withdrawn.    (Fig.  41.) 

The  same  instrument  can  be  adapted  to  introduce  Simpson's 
galvanic  and  other  intra-uterine  pessaries. 

The  Intra-uterine  Caustic  Carrier. — My  contrivance  for  the 
application  of  nitrate  of  silver  to  the  os  and  interior  of  the 
uterus  is  an  adaptation  of  a  plan  which  I  learned,  when 
a  student,  from  Sir  Benjamin  Brodie.  This  illustrious 
surgeon  used  to  arm  the  end  of  a  silver  probe  by  dipping 
it  into  fused  nitrate  of  silver.  With  the  probe  thus  armed 
he  could  cauterise  a  fistulous  tract.  I  have  had  made  a 
long  probe  mounted  on  a  handle.  The  last  three  or  four 
inches  should  be  made  of  silver,  platinum,  or  aluminium,  so  as 
to  be  flexible,  as  it  is  often  convenient  to  give  a  curve.  The 
extreme  end  should  be  roughened  so  as  to  hold  the  fused  caustic 
better.  To  arm  it,  proceed  as  follows  : — Fuse  about  half  a 
drachm  of  nitrate  of  silver  in  a  watch-glass  or  platinum- 
crucible,  over  a  spirit-lamp  or  small  gas-flame ;  dip  into  the 
fused  caustic  the  end  of  the  probe  several  times,  so  as  to  get 
several  layers  upon  it.  The  probe  should  be  moderately 
warmed  in  the  flame  before  dipping,  or  the  nitrate  of  silver  will 
be  apt  to  break  off  when  cooled.    (Fig.  42.) 

By  means  of  this  armed  probe,  caustic  can  be  carried  into 
the  cervical  canal,  and  even  into  the  cavity  of  the  uterus,  with- 
out any  fear  of  leaving  a  piece  behind.  It  may  even  be  used 
without  the  speculum,  although  in  doing  this,  unless  it  be 
guarded  by  a  sheath,  the  caustic  is  liable  to  touch  the  vulva  in 
passing,  and  to  cause  some  irritation  in  consequence,  and  to 
blacken  the  surgeon's  fingers. 

The  Tube  for  carrying  Solid  Substances  into  the  Uterus. — To 
apply  sulphate  of  zinc,  chlorate  of  potash,  and  some  other  sub- 
stances, it  is  very  convenient  to  fuse  them  into  slender  sticks  of 
a  given  weight.  To  introduce  these  sticks  into  the  uterus 
through  a  speculum  by  help  of  a  forceps  is  a  needlessly  trouble- 
some and  sometimes  difficult  proceeding.  A  far  more  simple 
way  is  to  cut  off  the  end  of  an  elastic  male  catheter,  to  place  the 
stick  in  the  end,  and  then  to  pass  the  catheter  half  an  inch  or 
more  into  the  cervical  canal,  as  you  would  a  sound ;  then  by 
pushing  up  the  stilet,  the  stick  is  deposited  in  the  uterus,  and 
the  instrument  can  be  withdrawn.  This  can  be  done  more 
easily  without  the  speculum  than  with  it ;  and  where  an  applica- 
tion of  this  kind  has  to  be  repeated  once  or  twice  a  week,  this 
is  a  great  advantage,  saving  the  patient  annoyance  and  fuss, 
and  the  surgeon  trouble. 

Instead  of  this  improvised  positor,  it  is  better  to  have  the 
special  instrument  figured.  (Fig.  43.)  This  is  a  silver  or 
nickel  tube  furnished  with  a  stilet. 
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T,  The  Tube  for  carrying  Ointments,  8fc,  into  the  Uterine  Cavity  — 
It  is  olten  more  convenient  to  make  applications  to  the  interior 


Fig.  42.— (Half  size). 
Barnes's  nitrate  of  silver  cautery. 


Fig.  43. 

BARNES'S  TUBE  FOR  DEPOSITING  FUSED  STICKS 
OF  SULPHATE  OF  ZINC  IN  UTERUS. 


of  the  uterus  in  the  form  of  ointment.  For  this  purpose  I 
nave  designed,  with  the  assistance  of  Messrs.  Weiss,  a  very 
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f     Tt  is  a  long  silver,  nickel,  or  vulcanite 
StCSto  Lg^eletL^  at  the  end,  and  a  con.al 


Fig.  44. 

barnes's  uterine  ointment  positob. 
£fe«*4, expels  the  ointment. 


Fig.  45— (Half -size). 


higginson's  v 


AGINAL  SYRINGE. 
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well-fitting  piston  or  rod.  It  is  easy  to  charge  by  plunging 
the  end  of  the  catheter  beyond  the  eyelets  into  the  ointment, 
and  wiping  off  the  superfluity  which  hangs  to  the  outside.  The 
instrument  is  then  passed  like  a  sound  into  the  uterus,  and 
then  the  piston,  being  pushed  forward,  expels  the  ointment  by 
the  eyelets  on  either  side,  leaving  it,  of  course,  in  immediate 
contact  with  the  uterine  mucous  membrane.  This  is  an  espe- 
cially useful  way  of  treating  the  uterine  membrane  affected  by 
syphilis.  The  iodide  of  mercury  ointment  is  thus  readily 
applied.    (Fig.  44.) 

An  Intro-uterine  Injecting  Apparatus. — By  means  of  the  above 
contrivances  for  depositing  solids  and  ointments  in  the  uterine 
cavity,  the  necessity  for  resorting  to  fluid  injections  is  very 
much  restricted.  But  an  intra-uterine  syringe  is  sometimes 
indispensable.  A  good  form  is  a  small  vulcanite  tube,  having 
minute  perforations  at  the  sides — not  at  the  end — so  that  fluid 
projected  may  escape  in  fine  streams  or  drops.  The  propelling 
force  is  best  obtained  by  a  moveable  caoutchouc  ball. 

Higginsou's  Syringe  for  Vaginal  Injection  and  Irrigation. — 
There  is  no  form  of  vaginal  syringe  more  generally  con- 
venient for  the  patient's  own  use  than  that  known  as  Hig- 
ginson's.  (Fig.  45.)  It  should  be  furnished  with  a  vaginal 
tube  four  inches  long. 

Barnes's  Speculum  for  introduction  of  Cotton-wool  charged 
with  Remedies  into  the  Vagina. — The  best  way  of  intro- 
ducing pledgets  of  cotton-wool  charged  with  fluids  or 
powders  into  the  vagina  is  by  help  of  the  ordinary  spe- 
culum. But  this  requires  skilled  assistance.  To  enable  the 
patient  herself  to  carry  out  this  treatment,  I  have  devised 
the  speculum  figured  (Fig.  46),  manufactured  by  Krohne 
and  Sesemann.  It  is  made  of  vulcanite,  a  material  not 
injuriously  acted  upon  by  the  materials  most  frequently 
used.  It  consists  of  two  blades,  moving  on  a  pivot  about  the 
middle,  and  a  piston.  The  blades  above  the  pivot  are  made  to 
diverge  by  a  spring  inside ;  this  divergence  causes  the  blades 
below  the  pivot  to  come  together,  forming  a  hollow  cylinder  in 
which  the  pledget  of  wool  is  placed.  The  blades  enclosing  the 
pledget  are  further  kept  in  contact  by  a  strong  elastic  ring 
outside.  When  charged,  the  patient,  by  simply  opening  the 
vulva,  can  pass  the  instrument  into  the  vagina,  directing  the 
point  backwards  as  far  as  necessary  ;  then  by  compressing  the 
external  diverging  blades,  the  internal  ones  are  opened,  and  by 
pushing  on  the  piston  or  rod,  the  pledget  is  deposited  in  the 
vagina.  The  speculum  is  then  withdrawn  by  leaving  off  the 
compression  upon  the  external  blades.  The  action  of  this  in- 
strument will  be  better  understood  by  an  illustration.  It  was 
suggested  to  me  by  the  ingenuity  of  a  lady  whom  I  had 
advised  to  introduce  pledgets  of  wool  soaked  in  solution  of 
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bromine.  She  made  use  of  a  glove-stretcher  to  separate  the 
labia  vulvae,  and  then  slipped  in  the  pledget  with  her  fingers. 
My  speculum  is  like  a  glove-stretcher,  with  the  blades  hollowed 
to  protect  the  pledget  whilst  passing,  and  a  piston  to  thrust  it 
out  into  the  vagina. 

The  pledget  of  wool  is  tied  round  with  a  bit  of  string.  This 
string  hangs  outside  the  vulva,  and  by  means  of  it  the  pledget 
is  easily  withdrawn.  No  pledget  should  be  worn  longer  than 
five  or  six  hours. 


Fig.  46.— (Half -size). 

BARNES'S  SPECULUM  TO  FACILITATE  APPLICATION  OF  MEDICATED  COTTON  WOOL  IN  THE  VAGINA. 


CHAPTER  XVI. 


THE  DIAGNOSIS  OF  DISEASES  OF  THE  PELVIC  ORGANS. 
THE  TOUCH— THE  SOUND— THE  SPECULUM. 

The  general  knowledge  we  have  now  acquired  of  the  value  of 
subjective  symptoms  and  of  the  instruments  of  diagnosis,  will 
enable  us  to  pursue  with  greater  advantage  those  means  which 
bring  out  the  objective  signs,  and  thus  to  gain  all  the  possible 
elements  of  a  complete  diagnostic  conclusion. 

One  guiding  rule  should  be  impressed  upon  the  mind  of  the 
young  practitioner,  when  he  has  a  case  of  presumed  disease  of 
the  pelvic  organs  under  investigation.  Do  not  concentrate  all 
attention  upon  this  one  region  of  the  body.  Remember  that 
the  fault  may  be  in  distant  parts ;  that  disease  in  other  organs 
may  complicate  disease  in  the  pelvic  organs.  Do  not,  in  short, 
fall  into  the  deplorable  snare  of  becoming  a  specialist.  Do  not 
imitate  the  error  of  those  physicians  who,  whilst  repudiating 
the  idea  of  being  specialists,  and  who,  when  in  the  presence  of 
a  case  marked  by  disorder  of  the  nervous  system,  of  the  heart, 
lungs,  or  abdominal  viscera,  carefully  explore  the  state  of  the 
organs  contained  in  the  skull,  chest,  and  abdomen,  yet  scrupu- 
lously avoid  exploring  the  not  less  important  organs  contained 
in  the  pelvis ;  and  that  even  although  the  symptoms  point  to 
disorder  in  this  region. 

The  great  clinical  rule  should  be  :  Interrogate  all  the  func- 
tions ;  examine  every  organ.  In  this  way  only  can  we  acquire 
a  well-founded  confidence  that  important  disease  is  not  over- 
looked ;  in  this  way  only  can  we  rightly  estimate  the  relations 
of  symptoms  to  disease,  and  the  reactions  of  disease  upon  distant 
organs,  and  frame  a  rational  plan  of  treatment. 

A  work  whose  intention";  it  is  to  illustrate  the  pathology  of 
the  pelvic  organs,  must  necessarily  observe  the  limits  of  its 
design.  The  art  of  diagnosis,  therefore,  as  applied  to  the 
pelvic  organs,  demands  the  most  elaborate  description.  But 
in  tracing  this  with  almost  exclusive  care,  as  it  must  be  done 
in  a  work  ad  hoc,  it  must  not  be  supposed  that  general  patho- 
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logy  or  general  diagnosis  can  ever  be  pretermitted  in  actual 
practice. 

If  it  be  admitted  to  be  necessary  to  investigate  all  the 
functions  of  the  body  in  connection  with  any  presumed 
localised  disease,  d  fortiori  it  is  necessary,  in  any  case  of 
presumed  disease  of  one  of  the  pelvic  viscera,  to  examine  the 
state  of  the  rest,  its  immediate  neighbours.    We  must  then 


Fig.  47. 

skeleton  diagram  for  recording  alterations  of  size,  position,  and  relations  of  pelvic 
and  abdominal  organs. 

never  neglect  to  inquire  into  the  state  of  the  bladder  and 
rectum.  These  organs  seldom  escape  all  disturbance  when  the 
uterus,  vagina,  or  ovaries  are  affected ;  primary  disease  in  them, 
in  its  turn,  affects  the  uterus,  vagina,  and  ovaries;  and  not 
seldom,  symptoms  seemingly  indicative  of  disease  in  the  uterus 
or  vagina  are  really  due  to  disease  in  the  bladder  or  rectum. 
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The  order  of  clinical  proceeding,  then,  may  he  laid  down  as 
f0lifTpatient  complain  of  distress  referred  to  the  pelvic  organs, 


Fig.  43. 

„„.  ~„  at7w  position,  and  relations  of 

SKELETON  DIAGRAM  EOB  «»~"r.S 

or  disorder  of  their  functions,  note  first  the  subjective  symp- 
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patient  as  to  her  general  health,  and  the  antecedents  and  course 
of  her  disorders ;  4,  if  the  indications  point  to  disease  in  the 
chest  or  abdomen,  subject  the  organs  contained  in  these 
cavities  to  physical  exploration  by  sight,  palpation,  percussion, 
measurement,  auscultation,  &c.  ;  5,  subject  to  physical  exami- 
nation, by  the  methods  hereafter  described,  the  state  of  the 
pelvic  organs,  observing  at  the  time,  or  reserving  for  chemical 
and  microscopical  analysis,  the  nature  of  the  local  secretions, 
or  of  solid  substances  expelled  ;  6,  when  all  necessary  infor- 
mation has  been  obtained,  compare  the  symptoms  and  facts  in 
their  individual,  relative,  and  aggregate  significance,  so  as  to 
work  out  the  diagnosis  which  shall  determine  treatment. 

In  taking  down  a  case,  it  is  well  to  follow  the  order  indi- 
cated above  ;  and  since  "  word-painting "  can  hardly  be  so 
graphic  as  actual  drawing,  it  will  be  found  of  great  service  to 
attach  to  the  notes  diagrammatic  memoranda  of  the  position, 
shape,  size,  and  other  conditions  of  the  organs  under  observa- 
tion. These  become  extremely  valuable  as  standards  of  com- 
parison during  the  future  progress  of  the  case,  and  by  furnish- 
ing more  intelligible  records  for  other  persons.  To  record 
these  observations,  outline  or  skeleton  diagrams  like  those  re- 
presented in  Figs.  47,  48,  will  be  extremely  convenient.  The 
idea  of  these  wrill  be  found  in  one  of  the  grandest  memoirs  on 
the  diagnosis  of  abdominal  tumours  ever  published,  that  of  Dr. 
Bright,  in  Guy's  Hospital  Eeports.  I  have,  with  the  skilled 
assistance  of  Mr.  Denison,  librarian  to  St.  Thomas's  Hospital, 
designed  these  outlines. 

The  physical  exploration  of  the  pelvic  organs  is  conducted  chiefly 
by  the  touch.  The  touch  is  applied  either  directly  by  the  hand, 
or  mediately  through  instruments.  The  touch  is  sometimes 
aided  by  sight,  facilitated  or  not  by  the  speculum  or  other  con- 
trivances for  bringing  concealed  parts  into  view.  The  touch  is 
also  sometimes  aided  by  the  sense  of  smell. 

The  touch  takes  precedence  in  importance  and  in  order  of 
application  of  all  other  methods.  We  may  therefore  usefully 
recal  what  Gooch  said  about  the  "  tactus  entditus."  "  Some 
are  of  opinion  that  this  art  is  a  blind  tact,  to  be  gained  only  by 
practice ;  but  this  is  not  true  ;  the  period  of  my  life  when  I 
improved  most  rapidly  in  the  art  of  deciding  by  examination 
cases  of  doubtful  pregnancy  was  that  in  which  I  gained  clear 
and  orderly  notions  of  the  objects  of  examination.  The 
faculty  of  observation  requires  rather  to  be  guided  1  han  to  be 
sharpened;  the  finger  soon  gains  the  faculty  of  feeling,  when 
the  mind  has  acquired  the  knowledge  of  what  to  feel  for." 

The  "  tactus  eruditus "  may  be  defined  as  the  "  educated 
touch."  How  is  the  finger  educated  ?  Greatly  by  practice  in 
feeling  the  various  conditions  of  form,  size,  consistency,  and 
relations  of  the  parts  upon  which  this  sense  is  to  be  exercised. 
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But  touch  alone  will  never  give  perfection  to  the  finger  as  an 
instrument  of  diagnosis.  We  must  be  content,  if  we  would 
attain  precision  in  its  use,  to  imitate  the  example  of  children 
who,  in  their  earliest  introduction  to  the  study  of  external 
objects,  correct  the  evidence  of  one  sense  by  appealing  to 
another.  When  they  see  a  strange  object  they  try  to  feel 
it  also,  and  even  to  taste  it.  It  is  by  this  tentative  method  of 
cross-testing  that  children  extend  their  knowledge  of  Nature. 
We  must  do  the  same.  We  too  must  correct  touch  by  sight, 
and  even  call  the  senses  of  smelling,  taste,  and  hearing  to  our 
aid.  Those  physicians  who  boast  of  possessing  an  "  erudite 
tact "  in  vaginal  exploration,  and  who  have  neglected  the 
cross-testing  by  the  eye,  live  in  a  fools'  paradise,  and  must 
necessarily  be  frequently  wrong  in  their  appreciation  of  what 
they  touch.  Before  the  speculum  and  the  uterine  sound  were 
brought  to  complete  and  correct  the  information  given  by  the 
hands,  a  true  "  educated  touch  "  could  not  exist.  We  should 
ridicule  the  physician  who  boasted  of  an  "  erudite  ear,"  and 
who,  neglecting  the  cross-testing  of  dissection,  ventured  to  pro- 
nounce dogmatically  upon  the  existence  and  characters  of 
vegetations  upon  the  valves  of  the  heart.  So  must  we  ridicule 
the  pretensions  of  those  who,  relying  upon  their  ignorant  touch 
alone,  venture  to  express  an  absolute  opinion  as  to  the  presence 
or  absence  of  uterine  disease.  Still  more  shall  we  be  justified 
in  ridiculing  those  who  venture  to  utter  absolute  opinions  upon 
a  given  case,  or  upon  general  questions  of  ovarian  and  uterine 
pathology,  without  so  much  as  using  even  their  fingers.  Their 
position  is  simply  that  of  men  who  pretend  to  know  what  they 
have  never  taken  the  pains  to  learn. 

It  is  only,  then,  by  an  honest  course  of  pathological  study 
and  the  painstaking  education  of  all  our  senses,  separately  and 
conjointly,  that  we  can  gain  the  true  "tactus  eruditus."  "  The 
mind,  in  short,  must,"  as  Grooch  says,  "  first  acquire  the  know- 
ledge of  what  to  feel  for." 

It  is  with  the  hope  of  aiding  the  student  in  acquiring  this 
knowledge  that  the  preceding  condensed  estimate  or  analysis 
of  the  significance  of  the  most  ordinary  symptoms  and  characters 
of  ovarian  and  uterine  disease  has  been  worked  out.  Manual 
examination,  or  examination  by  touch,  embraces  the  following 
modes  of  exploration  : — In  some,  one  or  both  hands  only  are 
used;  in  some,  the  hand  is  aided  by  the  sound  or  other 
instrument. 

1.  Simple  vaginal  touch,  by  one  finger. 

2.  Abdominovaginal. — The  vaginal  touch  is  aided  by  abdo- 
minal palpation  with  the  other  hand. 

3.  Simple  rectal  touch. 

4.  Recto-abdominal. — The  finger  in  the  rectum  is  aided  by 
abdominal  palpation.    This  mode  is  often  useful  in  determining 
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the  size  and  relations  of  the  uterus,  the  complication  with 
uterine  or  extra-uterine  tumours,  or  the  existence  of  the  uterus 
in  vaginal  atresia. 

5.  Recto-vaginal. 

6.  Urethrovaginal. — The  finger  in  the  vagina  is  aided  by  the 
sound  in  the  urethra. 

7.  Urethro-rcctal. — The  finger  in  the  rectum  is  aided  by  the 
sound  in  the  urethra ;  indispensable  in  investigating  cases  i  f 
vaginal  atresia. 

8.  Simple  abdominal  palpation  and  percussion. 

9.  Uterine  exploration  by  the  sound. 

10.  Titer o-abdominal. — The  sound  in  utero  is  aided  by  ab- 
dominal palpation. 

11.  Titer o-rectal. — The  sound  in  the  uterus  is  aided  by  rectal 
touch. 

12.  Examination  by  speculum. — Here  the  sight  is  the  main 
source  of  information. 

13.  Examination  of  the  secretions,  discharges,  or  substances 
expelled. 

Exploration  by  the  Hands. 

Examination  by  the  hand  should  always  precede  the  use  of 
instruments.  Because, — 1st.  In  many  cases  the  information 
gained  by  the  hands  is  sufficient.  2nd.  In  some  cases,  notably 
in  cancer,  in  which  sufficient  information  can  be  gained  by  the 
hands,  instruments  may  do  positive  harm. 

The  Mode  of  Making  a  Digital  Examination. 

The  patient  is  placed  either  in  the  lateral  or  dorsal  decubitus. 
Each  position  has  its  advantages.  In  making  a  first  explora- 
tion for  diagnosis,  it  is  most  convenient  to  place  her  first  on  her 
left  side,  the  knees  drawn  up,  the  head  and  shoulders  directed 
obliquely  across  the  couch,  on  a  level,  or  nearly  so,  with  the 
nates,  and  the  nates  brought  near  the  edge  of  the  couch.  This 
affords  perfect  facility  for  digital  touch,  also,  for  the  sound ;  and 
often  for  the  speculum.  If  the  patient  lies  on  her  left  side,  the 
surgeon  will  find  it  best  to  use  his  left  hand,  for  then  his  right 
hand  is  conveniently  disposed  for  palpation  above  the  pubes, 
and  to  examine  in  concert  with  the  finger  of  the  left  hand  in 
the  vagina.  If  he  can  only  touch  with  his  right  finger,  he 
must  cross  his  left  hand  awkwardly  over  his  right  to  get  at  the 
abdomen.  It  would  be  better  in  this  case  to  place  the  patient 
on  her  right  side,  when  things  will  be  disposed  conveniently 
for  the  right-handed  surgeon.  But  the  obstetric  surgeon,  like 
his  ophthalmic  brother,  ought  to  be  ambidexter,  and  should 
sedulously  cultivate  the  equal  use  of  both  hands. 
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Supposing  the  patient  lies  on  her  left  side,  the  usual  obstetric 
position,  the  surgeon  having  anointed  his  left  index  with  cold 
cream,  olive  oil,  glycerine,  or  soap,  arranges  the  bed-clothes  or 
dress  with  his  right  hand.  To  lessen  risk  of  infection,  it  is  well 
to  use  carbolised  oil.  The  radial  edge  of  the  left  hand  is  then 
directed  between  the  nates,  and  determines  the  relation  of  the 
parts  by  feeling  the  lower  end  of  the  sacrum  and  coccyx  and 
anus  ;  the  finger  then  passing  along  the  raphe  of  the  perinceum, 
comes  necessarily  to  the  edge  of  this  structure  at  the  posterior 
commissure  of  the  labia,  and  therefore  falls  surely  between  the 
labia ;  the  pulp  of  the  finger  is  made  to  enter  at  this  spot,  and 
its  further  progress  is  made  by  pressing  the  back  of  the  finger 
against  the  distensible  perinseum  and  onwards,  following  the 
curve  of  the  sacrum.  The  reasons  for  this  mode  of  proceeding 
are  to  save  the  patient  the  annoyance  of  touching  the  sensitive 
structures  at  the  pubes,  and  to  get  at  once  between  the  labia, 
which  it  is  not  always  easy  to  do,  if  the  finger  be  directed  more 
forwards.  It  is  also  much  more  easy  in  this  way  to  follow  the 
curve  of  the  vagina.  To  reach  the  os  uteri,  which  often  lies 
high  up  under  the  promontory  of  the  sacrum,  it  is  commonly 
necessary  to  press  the  perinaeum  well  back.  The  os  uteri  is 
found,  then,  by  making  the  finger  feel  its  way  all  along  the 
posterior  wall  of  the  vagina  to  its  roof,  until  the  cervix  is 
reached.  It  first  takes  note  of  the  size,  shape,  firmness,  and 
character  of  surface  as  to  smoothness  or  roughness,  of  the 
vaginal-portion  of  the  cervix;  of  the  character  of  the  os  ex- 
ternum as  to  patency  or  closure,  of  its  form,  whether  a  fissure 
or  round.  Having  made  these  observations,  the  finger  next 
takes  note  of  the  condition  of  the  supra- vaginal-portion  of  the 
neck  and  of  the  body  of  the  uterus. 

Feeling  all  round  the  vaginal-portion,  pressing  the  finger 
lightly  into  the  fundus  of  the  vagina,  in  some  portion  of  the 
circumference,  the  resistance  due  to  the  solid  cervix  or  body 
will  be  felt.  Following  this,  the  cervix  is  traced  by  continuity 
into  the  body.  If  the  uterus  is  in  normal  position,  the  body 
is  felt  in  front  of  the  cervix  through  the  upper  and  anterior 
wall  of  the  vagina.  Two  other  points  may  now  be  studied : 
the  bulk,  the  sensitiveness  and  mobility  of  the  uterus.  The 
bulk  is  estimated  by  poising  the  cervix  uteri  on  the  tip  of  the 
finger,  whilst  the  hand  is  pressed  in  above  the  symphysis  pubis, 
until  the  solid  body  of  the  fundus  uteri  is  felt.  Thus,  the 
uterus  is  caught  in  its  extreme  length  between  the  two  hands, 
and  allowance  being  made  for  the  thickness  of  the  abdominal 
wall,  a  fair  idea  is  obtained  of  its  length  and  bulk.  The 
necessary  pressure  will  determine  the  sensitiveness  of  the 
uterus ;  and  the  poising  of  it  on  the  finger,  alternating  with 
depression  on  the  fundus,  brings  out  the  degree  of  mobility. 

If  the  uterus  is  in  reclination,  the  solid  resistance  of  cervix 
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and  body  is  felt  through  the  vaginal  roof  behind  the  cervix. 
Again,  by  combined  abdominal  palpation,  the  body  is  caught 
between  the  two  hands,  not  in  its  long  axis,  for  the  fundus  hes 
under  the  sacral  promontory,  but  across  its  body.  The  dia- 
gnosis is  verified  by  bringing  the  examining  finger  in  front  of 
the  cervix ;  and  then  when  abdominal  palpation  is  resorted  to, 
the  hands  approaching  each  other,  find  no  intervening  body, 
i.e.,  no  uterus  between  them. 

The  finger  next  explores,  by  aid  of  abdominal  palpation,  the 
lateral  regions  of  the  pelvis.  In  this  way,  if  there  is  deposit 
in  the  broad  ligament,  distention  of  the  Fallopian  tubes,  or 
enlarged  or  prolapsed  ovary,  the  abnormal  condition  may  be 
made  out. 

The  Digital  Rectal  Touch. 

The  lateral  position  of  the  patient  is  still  the  best  for  the 
examination  by  the  rectum.  The  forefinger,  lubricated,  is 
passed  into  the  rectum,  and  exploring  as  it  goes  the  anterior 
wall,  the  uterus  is  felt  through  it.  Commonly,  the  vaginal- 
portion  is  easily  made  out.  If  the  uterus  is  strongly  ante- 
verted,  so  that  the  os  is  thrown  backwards,  this  part  will 
project  into  the  rectum.  This  position  will  account  for  the 
pain  sometimes  suffered  at  stool,  when  the  cervix  uteri  is 
inflamed  and  enlarged.  One  of  the  greatest  advantages,  how- 
ever, gained  by  rectal  touch,  is  the  greater  reach  it  gives  one 
over  the  body  of  the  uterus.  If  the  uterus  be  retroverted  or 
retroflected,  the  finger  may  usually  reach  the  very  fundus,  and 
thus  take  a  very  accurate  estimate  of  its  bulk,  form,  position 
and  sensitivenes.  The  ovaries,  again,  which  lie  a  little  behind 
the  uterus,  may,  in  some  of  their  abnormal  conditions,  often  be 
explored  with  precision  by  the  rectum.  In  the  case  of  some 
uterine  tumours  and  retro-uterine  effusions,  as  haematocele,  or 
peri-uterine  effusions,  examination  by  rectum  supplements 
vaginal  touch,  giving  often  even  more  valuable  results.  Com- 
bined with  abdominal  palpation,  rectal  touch  determines  with 
great  accuracy  the  bulk  of  the  uterus.  It  can  often  be  com- 
manded more  completely  in  this  way  than  by  vaginal  touch. 


Examination  by  the  Bladder. 

It  is  possible  and  sometimes  desirable  to  explore  the  bladder 
by  the  finger  in  the  urethra.  This  canal  in  the  female  is  short 
and  very  distensible.  It  may  be  dilated  very  quickly  by 
Weiss's  urethral  dilator.  But  in  the  majority  of  instances, 
mediate  exploration  by  the  catheter  or  uterine  sound  supplies 
the  information  that  is  sought  . 
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The  exploration  of  the  abdomen  by  palpation  and  percussion 
is,  of  course,  best  conducted  with  the  patient  in  the  dorsal 
decubitus  ;  and  this  position  is  also  often  the  best  for  the  com- 
bined vaginal  touch  and  abdominal  palpation.  The  uterus  in 
this  decubitus  is  more  easily  grasped  and  pressed  down  into  the 
pelvic  cavity  into  contact  with  the  finger  in  the  vagina. 

Further  information  is  gained  by  the  sound.  This  is  virtually 
a  lengthened  finger.  It  extends  the  sense  of  touch  beyond  the 
point  which  the  finger  can  reach.  If  there  be  sufficient  indica- 
tion to  use  it,  it  should  be  introduced  before  the  finger  which 
has  been  making  the  observations  already  described  is  with- 
drawn, as  it  is  desirable  to  avoid  the  necessity  of  having  to 
repeat  the  vaginal  touch. 


Fig.  49. 

designed  to  illustrate  diagnosis  of  early*  pregnancy, 
b,  bladder,   r,  rectum,   u,  gravid  uterus  in  anteversion.   o,  os  uteri  tilted  up,  and  stretclrirg 
the  anterior  vaginal  v»rall  from  o  to  v,  making  this  part  tense  and  elastic. 

Before  taking  up  the  sound,  one  precaution  is  imperative. 
Be  satisfied  that  the  patient  is  not  pregnant.  We  may  acquire 
reasonable  assurance  of  this  negative  if,  by  combined  vaginal 
touch  and  abdominal  palpation,  we  find  the  uterus  not  exceed- 
ing the  normal  bulk,  and  the  os  uteri  hard  and  small.  If,  on 
the  other  hand,  we  feel  the  os  uteri  soft,  tilted  far  back  under 
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the  promontory  of  the  sacrum ;  if  we  feel  what  I  have  else- 
where described  as  "  anterior  vaginal  roof-stretching,"  and  the 
bulk  of  the  uterus  increased,  the  presumption  of  pregnancy  is 
great.  Then,  do  not  take  up  the  sound.  Another  rule  is 
useful.  Never  use  the  sound  unless  you  have  trustworthy 
evidence  that  the  patient  has  fairly  menstruated  within  the 
preceding  fortnight. 

As  this  rule  in  practice  is  exceedingly  important,  I  introduce 
a  special  illustration  in  order  to  draw  attention  to  the  physical 
signs  which  afford  presumption  of  early  pregnancy.  (Fig.  49.) 

The  Mode  of  Using  the  Uterine  Sound. 

The  patient  still  lies  on  her  left  side.  The  examining 
finger  on  the  os  uteri  serves  as  a  guide.  The  sound,  held  with 
its  concavity  forward,  is  carried  along  close  to  the  examining 
finger  to  the  os,  into  which  it  is  introduced.  When  it  has 
passed  an  inch  or  so,  an  obstruction  is  commonly  met ;  this  is 
the  isthmus,  or  os  uteri  internum.  At  this  point  the  direction 
of  the  cervico-uterine  canal  changes ;  and  a  corresponding 
change  must  be  given  to  the  direction  of  the  point  of  the 
sound.  When  the  axis  of  the  uterus  is  normal,  the  canal  curves 
gently  forwards,  so  that  by  carrying  the  handle  of  the  sound 
lightly  backwards  the  point  will  follow  this  curve.  In  giving 
the  direction  to  the  sound  we  are  guided  by  the  information 
gained  by  the  digital  touch.  The  body  of  the  uterus  has  been 
felt  in  front  of  the  cervix.  As  the  point  of  the  sound  passes 
on,  the  finger  on  the  os  uteri  takes  note  of  the  extent  to  which 
it  passes,  and  when  it  feels  the  elbow  or  projection  which  marks 
off  two  and  a  half  inches  from  the  point,  on  a  level  with  the  os 
externum,  a  sense  of  resistance  is  communicated  to  the  touch.  The 
point  has  reached  the  fundus  of  the  uterus,  usually  the  most  sensi- 
tive part,  and  the  patient  will  commonly  complain  of  pain  unless 
the  utmost  gentleness  is  used.  The  introduction  of  the  uterine 
sound  resembles  the  introduction  of  the  vesical  sound  or 
catheter  in  the  male  urethra.  It  requires  the  like  delicacy  of 
touch ;  the  instrument  is  made  to  feel  its  way  rather  than  to  be 
propelled  by  force.  When  the  sound  has  touched  the  fundus, 
by  imparting  light  movement  to  the  handle  backwards  and 
forwards,  we  ascertain  more  clearly  the  mobility  of  the  organ, 
its  relation  to  neighbouring  parts,  and  especially  if  the  form  or 
bulk  of  the  uterus  is  altered  by  fibroid  or  other  tumour  in  its 
walls  or  outside.  Whilst  the  sound  is  in  situ  supporting  the 
uterus,  the  hand  outside  depressed  above  the  pubes  readily  feels 
the  fundus,  and  this  pressure  is  communicated  through  the 
sound  to  the  hand  which  holds  it.  By  this  combined  manipula- 
tion also  a  closer  idea  is  formed  of  the  size,  form,  and  relations 
of  the  organ. 
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The  variations  in  the  mode  of  using  the  sound  required  by- 
different  morbid  conditions  will  be  described  in  the  appropriate 
places.  It  will  be  sufficient  to  add  in  this  place  a  brief  descrip- 
tion of  the  mode  of  using  it  in  retroversion  or  retroflexion  of 
the  uterus.  If  there  be  retroflexion,  the  finger  feels  behind  the 
vaginal-portion  the  angle  of  flexion  and  then  the  body  of  the 
Uterus.  To  get  the  sound  into  the  down-bent  body,  its  curve 
must  be  increased,  and  when  the  point  has  reached  the  os 
internum,  the  curve  must  be  reversed,  that  is,  the  concavity 
must  be  turned  backwards  to  follow  the  curve  of  the  uterus. 
The  manoeuvre  by  which  this  is  accomplished  resembles  the 
tour  de  maitre,  by  which  the  male  sound  is  made  to  enter  the 
bladder  after  reaching  the  pubic  arch.  The  point  remains 
nearly  stationary,  merely  turning  on  its  axis,  as  the  handle 


A  a 


Fig.  50. 

showing  the  reversal  of  the  sound  in  utero. 
E  corresponds  to  the  os  externum  uteri.   The  handle  extended  from  c  describes  a  large  radius 
iu  reversal,   b  is  a  fixed  point  during  the  semi-rotation  of  the  instrument,  and  the  end  a 
performs  a  very  small  curve  in  the  uterine  cavity.   If  a  b  be  straight,  it  will  simply 
rotate,  and  a  a  will  coincide. 

is  made  to  describe  a  large  radius.  Unless  this  be  neatly 
done,  the  point  is  apt  to  slip  out  of  the  cervix,  and  by 
describing  a  large  radius  to  cause  pain.  The  principle  of 
this  manoeuvre  is  made  manifest  by  the  following  experiment. 
Lay  the  sound  on  a  sheet  of  paper,  and  trace  its  outline  on 
the  paper  (Fig.  50).  Then  keeping  the  point  fixed  by  a 
finger,  give  a  semi-rotation  to  the  handle  so  as  to  reverse  the 
concavity  of  the  curved  end.  It  will  be  seen  that  the  uterine 
end  simply  turns  upon  its  axis  without  changing  its  position. 
The  sweep  of  the  handle  is  done  with  the  minimum  of  force  ;  it 
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is  rather  suffered  to  turn  by  its  own  weight  than  made  to  do  so 
by  force.    When  reversed,  the  point  of  the  sound  is  made  to 
pass  the  isthmus  by  a  double  consentaneous  manoeuvre ;  the 
guiding  finger  runs  up  the  posterior  wall  of  the  cervix,  and  lifts 
up  the  body  of  the  uterus,  straightening  it  a  little  so  as  to 
bring  the  extreme  curve  of  the  uterus  more  into  agreement 
with  that  of  the  sound ;  at  the  same  time  the  handle  of  the 
sound  is  carried  forward  under  the  arch  of  the  pubes,  so  as  to 
make  the  point  take  the  direction  of  the  uterine  canal.  When 
the  sound  has  passed  as  far  as  its  elbow,  it  will  commonly  have 
reached  the  fundus.    The  next  object  is   to   ascertain  the 
mobility  of  the  fundus,  and  to  restore  it  to  its  natural  place. 
To  do  this  the  concavity  of  the  sound  must  be  again  reversed ; 
and  again  the  same  manoeuvre  must  be  practised  as  before 
passing  the  os  internum.    The  handle  is  made  to  describe  a 
still  larger  radius  from  before  backwards,  so  as  to  make  the 
point  and  the  intra-uterine  end  rotate  upon  its  axis.    The  effect 
of  this  will  be  to  lift  up  the  fundus  a  little.    To  bring  it 
forward  to  its  proper  position  of  moderate  anteversion,  the 
handle  is  carried  straight  backwards.    We  can  then  feel  the 
fundus  supported  on  the  sound  by  abdominal  palpation  above 
the  pubes.    Sometimes,  after  clearing  the  os  externum,  the  knob 
is  arrested  before  it  has  reached  the  os  internum.    The  reason 
of  this  will  be  understood  by  looking  at  the  structure  of  the  cer- 
vical canal.    The  knob  is  liable  to  get  caught  in  one  of  the  crypts 
or  furrows  formed  between  the  ridges  of  the  arbor  vitse.  This 
hitching  is  likely  to  happen  when  the  knob  is  too  small ;  a  larger 
one  will  ride  over  the  pits.    But  even  with  a  well-chosen  sound 
the  accident  may  happen  if  the  patient  has  long  suffered  from 
chronic  cervical  leucorrhoea.    Then  the  mucous  membrane  is 
hypersenric,  swollen,  flabby,  and  the  folds  of  the  arbor  vitse  rise 
and  overlap,  so  that  the  point  of  the  sound  is  easily  caught,  as 
it  were,  in  a  pocket. 

Some  remarkable  accidents  prove  the  necessity  of  exerting  the 
utmost  care  and  delicacy  of  touch  in  using  the  sound.  The 
point  of  the  instrument  has  actually  perforated  the  fundus  of  the 
uterus.  Two  such  cases  were  observed  by  Schroeder.  In  both 
the  sound  went  without  force  sixteen  to  seventeen  centimetres 
deep,  and  its  knob  was  felt  through  the  thin  abdominal  walls. 
Both  were  puerperal  women.  No  bleeding,  pain,  or  other  bad 
symptom  followed.  Professor  E.  Martin  relates  a  case*  in 
which  the  perforation  was  verified  by  autopsy.  Mr.  Lawson 
Tait  relatesf  that  Sir  James  Simpson  was  well  aware  of  this 
accident,  and  regarded  it  as  of  no  consequence.  Mr.  Tait  refers 
to  two  cases  under  his  own  observation,  in  one  of  which  he 

*  Neig-ungen  mid  Beugringen  der  Gebarnnutter. 
f  Lancet,  1871. 
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believed  there  was  a  fistulous  tract  through  the  fundus.  Dr. 
Matthews  Duncan  suggests  that  the  sound  may  have  run  along 
an  unduly  patent  Fallopian  tube.  I  believe  this  is  quite  pos- 
sible, although  Hoening  denies  that  it  is  so.  In  some  of  the 
cases  in  which  the  sound  thus  perforated  the  uterus,  notably  in 
the  two  puerperal  cases  of  Schroeder,  it  is  probable  that  the 
uterine  tissue  was  abnormally  soft.  However  this  may  be,  it 
must  be  borne  in  mind  that  the  sound  roughly  used  may 
wound  the  uterus,  and  even  perforate  it.  I  am  unable  to  look 
upon  the  accident  as  of  little  importance.  The  most  careful  and 
judicious  use  of  the  sound  is  sometimes  attended  and  followed 
by  intense  pain.  Metritis  has  occurred ;  and  this  even  when 
there  was  no  reason  to  infer  that  the  wall  had  been  perforated. 
That  fatal  accidents  have  occurred  from  the  use  of  the  sound 
can  hardly  be  doubtful.  I  repeat,  then,  the  injunction  to  avoid 
anything  like  force  in  introducing  the  sound.  It  is  a  question 
of  skill,  not  of  strength.  If  there  be  any  obstacle  to  the  pro- 
gress of  the  instrument,  it  must  be  either  evaded  or  turned,  or 
the  attempt  to  pass  it  should  be  given  up. 

Some  physicians  are  in  so  great  dread  of  accidents  from  the 
uterine  sound,  that  they  condemn  it  altogether.  This  is  un- 
reasonable. The  surgeon  does  not  abandon  the  male  sound  or 
catheter  because  inexpert  people  make  false  passages. 

The  danger  just  described  is  avoided  by  using  a  flexible 
bougie  instead  of  the  metal  sound.  This  instrument  Dr.  Henry 
Bennet  prefers  also,  from  its  taking  the  form  of  the  uterine  canal, 
and  gauging  the  calibre  of  the  isthmus.  These  are  advantages 
not  to  be  disregarded  in  some  cases.  Where  the  canal  is  very 
much  distorted  by  fibroid  tumours,  it  is  sometimes  possible  for 
a  moderately  firm  flexible  bougie  to  worm  its  way  along  the 
tortuous  passage  where  a  rigid  sound  could  not  travel.  It 
is,  however,  open  to  the  objection  that  the  point  being  caught, 
the  stem  will  double  up,  and  thus  perhaps  convey  a  false 
impression  as  to  the  distance  it  has  penetrated.  The  flexible 
bougie,  if  not  provided  with  a  knob  at  the  end  a  little  larger 
than  the  stem  itself,  will  become  more  likely  to  be  caught  in  a 
cervical  crypt  than  the  metallic  sound. 

Occasionally  the  sound  is  used  through  the  speculum  ;  but  as 
a  rule  this  is  a  mistake.  When  this  is  done,  we  sacrifice  the 
aid  which  the  finger  gives  in  guiding  the  sound,  and  facilitating 
its  passage  into  the  body  of  the  uterus  by  tilting  up  the  body 
so  as  to  lessen  any  abnormal  curve  or  angulation.  And  when 
the  uterus  is  much  bent,  it  is  impossible  to  make  the  sound 
follow  the  flexion  without  imparting  a  corresponding,  perhaps 
painful,  inclination  to  the  speculum.  Moreover,  when  the 
sound  is  passed  through  the  speculum,  we  lose  much  of  the  in- 
formation which  the  sense  of  touch  imparts. 

One  use,  however,  the  sound  possesses  in  conjunction  with 
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the  speculum.  It  serves  to  depress  out  of  the  field  of  vision 
projecting  folds  of  vagina,  to  bring  the  os  uteri  more  fairly  into 
the  axis  of  the  speculum,  and  by  passing  the  point  a  little  way 
into  the  os,  and  pressing  upon  one  or  other  lip,  we  may  expose 
a  considerable  surface  of  the  cervical  canal. 

Before  using  the  speculum,  we  have  to  consider  the  means  of 
illumination.  Daylight  is  preferable,  and  the  line  of  light 
should  be  horizontal  or  at  a  slight  angle  above  the  horizon; 
the  foot  of  the  couch  or  bed,  therefore,  should  be  opposite  a 
window.  If  a  Ferguson's  silvered  speculum  be  used,  even  a 
dull  light  will  commonly  be  sufficiently  reflected  and  focussed 
to  give  a  good  view  at  the  field.  But  even  well-polished  metal 
valvular  specula  are  not  so  well  calculated  for  success  when  the 
light  is  bad.  When  the  valves  are  expanded  they  diverge,  and 
reflection  and  focussing  are  almost  lost.  It  may  then  become 
convenient  to  concentrate  light  by  a  mirror  or  convex  lens.  A 
slightly  concave  mirror  may  be  so  adjusted  as  to  throw  a  stream 
of  reflected  light  down  the  speculum  ;  or  the  light  may  be  col- 
lected into  a  focus  by  a  convex  lens.  The  mirror  or  lens  may 
be  supported  on  a  quaquaversal  jointed  rod  attached  to  the 
couch.  When  daylight  cannot  be  had,  a  gas-lamp,  or  even  a 
candle  may  be  used.  In  the  consulting-room  a  moveable  gas- 
lamp  fed  by  a  flexible  tube  is  very  convenient ;  to  such  a  lamp 
a  reflector  might  be  adjusted  to  throw  the  light  into  the 
speculum  and  screen  the  surgeon's  eyes. 

I  have  seen  and  tried  a  mirror  which  was  attached  to  the 
speculum ;  I  found  it  more  convenient  to  use  the  mirror 
separated. 

The  Mode  of  Introducing  the  Tubular  Speculum. 

As  a  general  rule  the  dorsal  position  is  the  best ;  but  it  is  a 
necessary  condition  that  the  bed  or  couch  upon  which  the 
patient  reclines  be  firm  in  the  centre,  so  as  to  obviate  sinking 
of  the  nates  in  a  hollow.  To  maintain  the  nates  at  a  proper 
elevation  for  the  admission  of  a  good  stream  of  light,  striking 
horizontally  from  an  opposite  window,  or  at  most  at  an  angle 
of  45°  from  the  horizon,  it  is  also  essential  to  keep  the  shoulders 
and  head  of  the  patient  only  slightly  raised  above  the  level  of 
the  nates.  A  proper  position  of  the  patient  saves  her  from 
unnecessary  annoyance,  and  makes  all  the  difference  between 
success  and  failure  to  the  surgeon  in  carrying  out  the  exami- 
nation. 

The  patient  takes  then  the  dorsal  position,  as  described,  as 
near  the  edge  of  the  couch  or  bed  as  possible. 

The  surgeon,  standing  or  kneeling  at  the  side  holding  the 
speculum  lubricated  and  warmed  in  one  hand,  explores  with 
the  index  of  the  other  hand  to  determine  the  exact  position  of 
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the  cervix  uteri,  the  object  being  of  course  to  get  this  part  in  the 
centre  of  the  field  of  the  speculum.  Having  settled  this  point, 
he  draws  the  finger  back  to  the  vulva,  and  brings  up  another 
finger  to  hold  open  the  labia ;  the  speculum,  guided  by  these 
fingers,  is  then  passed  into  the  vulva  by  getting  the  end  well 
over  the  perineal  border  first ;  then,  before  pushing  the  instru- 
ment onwards,  its  end  is  pressed  backwards  so  as  to  depress  the 
perinseum.  This  manoeuvre  carries  the  instrument  away  from 
the  pubic  arch,  where  it  might  cause  pain  by  jamming  the  soft 
parts  against  the  bones,  and  directs  it  towards  the  hollow  of  the 
sacrum  in  the  direction  of  the  axis  of  the  pelvis.  The  further 
direction  of  the  instrument  is  governed  by  the  idea  which  was 
gained  of  the  position  of  the  os  uteri  by  the  exploring  finger. 
"When  fully  introduced,  if  the  os  should  not  be  found  in  the 
field,  the  instrument  must  be  withdrawn  a  little  way,  and  the 
end  shifted  so  as  to  bring  the  cervix  within  the  field. 

Then  note  is  taken  of  the  aspect  of  the  part,  and  of  the 
character  of  the  discharge.  The  surface  is  often  bathed  with 
secretion  so  that  it  cannot  be  well  seen,  and  the  secretion,  more- 
over, would  interfere  with  the  application  of  remedies.  This  is 
removed  by  a  small  pledget  of  cotton  wool  carried  by  the 
speculum-forceps. 

When  visiting  a  patient  at  her  own  home  it  is  often  most 
convenient  to  examine  in  the  lateral  position.  The  bed  or  the 
source  of  the  light  may  render  a  satisfactory  examination  in  the 
dorsal  decubitus  impossible.  The  patient  then  is  placed  on  her 
left  side  on  the  right  side  of  the  bed,  the  nates  being  drawn  well 
up  to  the  edge,  the  knees  slightly  drawn  up,  and  the  head  and 
shoulders  bent  forward  towards  the  middle  of  the  bed  and  laid 
low,  so  as  to  keep  the  nates  high.  Unless  all  this  be  done,  great 
difficulty  will  be  experienced  in  getting  a  direct  line  of  light, 
as  well  as  in  introducing  the  speculum.  The  patient  in  position, 
exploration  is  made  with  the  left  index,  and  the  speculum  is 
inserted  with  the  same  precaution  as  in  the  dorsal  position.  An 
advantage  attending  the  lateral  position  is,  that  artificial  light 
is  more  easily  made  to  serve  where  sufficient  daylight  cannot  be 
had.  A  candle — a  short  bit  of  wax  taper  is  the  most  handy — 
can  be  so  held  as  to  throw  its  light  well  in  the  line  of  the 
speculum,  whilst  this  is  held  by  the  left  hand. 


The  Introduction  of  Sims'  Speculum. 

The  facility  of  introduction  of  Sims'  speculum  is  one  of  its 
recommendations  (Fig.  33).  The  patient  lying  in  the  semi-prone 
position  on  her  left  side,  the  right  leg  is  made  to  cross  in  front 
of  the  left ;  this  brings  the  vulva  well  within  manipulation,  and 
makes  it  the  highest  point  of  the  vaginal  canal.  The  effect  of  this 
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is,  that  by  placing  the  uterus  at  a  lower  level,  the  intestines  fall 
away  from  the  roof  of  the  pelvis,  and  the  uterus  tends  to  gravitate 
with  them.  Then  when  the  speculum  is  in  situ,  the  cervix  uteri 
is  drawn  forward  out  of  the  hollow  of  the  sacrum  in  front  of 
the  speculum,  and  the  line  of  light  being  at  a  slight  angle 
above  the  horizon,  flows  well  down  to  the  cervix  at  the  bottom. 
This  direction  is  also  the  most  convenient  for  therapeutical 
manipulation. 

The  mode  of  passing  the  instrument  is  easy.  The  exploring 
finger  determines  the  position  of  the  cervix  uteri,  and  the 
capacity  of  the  vagina  and  vulva.  The  larger  or  smaller  blade 
is  selected  accordingly,  and  then  holding  open  the  vulva  with 
one  or  two  fingers,  the  end  of  the  blade  is  slipped  in  as  near  the 
perinseum  as  possible,  first  with  the  width  of  the  spoon  in  a 
line  with  the  vulvar  fissure,  and  then,  as  soon  as  the  end  has 
fairly  entered,  the  instrument  is  rotated  so  as  to  bring  the 
back  of  the  spoon  against  the  perinoeum  ;  the  guiding  finger 
in  the  vagina  then,  aided  by  gentle  pressure  on  the  handle 
by  the  other  hand,  carries  the  point  of  the  blade  along  the 
posterior  wall  of  the  vagina  to  its  place  behind  the  cervix. 
When  in  situ,  in  order  to  bring  the  cervix  into  view  it  is  necessary 
to  hold  back  the  instrument  firmly  against  the  perinaaum,  which 
being  distensible  and  yielding  permits  the  curved  vagina  to 
become  straight,  and  thus  the  cervix  to  be  seen.  Sometimes 
when  the  vagina  is  large  and  lax,  the  anterior  wall  will  bulge 
up  against  the  speculum,  and  however  much  the  perinseum  may 
be  retracted,  the  cervix  cannot  be  seen,  until  either  by  the 
finger,  the  handle  of  the  sound,  or  a  retractor  made  like  a  tongue- 
depressor,  the  anterior  wall  of  the  vagina  is  pressed  up  against 
the  pubes.  We  then  get  virtually  an  inferior  kind  of  Neugebauer. 
Sims  further  recommends  the  use  of  a  fine  hook  (see  Fig.  39)  to 
seize  the  vaginal-portion,  to  pull  it  up  into  sight,  and  to  fix 
during  the  application  of  remedies  to  the  surface  or  to  the 
interior  of  the  uterine  cavities.  This  hook,  it  is  said,  causes  little 
pain,  and  the  flow  of  a  few  drops  of  blood.  But  it  appears  to 
me  that,  although  very  convenient  in  some  cases,  it  may  be 
dispensed  with  as  an  habitual  aid  in  examination  and  treatment. 

Introduction  of 1  Neugebauer }s  Speculum. 

The  passage  of  the  first  blade  is  made  exactly  in  the  same  way 
as  Sims'  speculum  (Fig.  33).  The  patient  lying  in  the  semi- 
prone  position  on  her  left  side,  the  surgeon  takes  the  larger  blade 
in  his  left  hand,  whilst  one  finger  of  the  right  hand  introduced 
through  the  vulva  feels  for  the  os  uteri ;  this  finger  serving 
for  a  guide,  the  end  of  the  blade  is  slipped  in  over  the  perineum 
in  close  approximation  to  the  finger,  and  carried  along  it  so  as 
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to  get  behind  the  os  uteri.  If  this  direction  is  followed,  there 
will  be  no  hitch  against  a  fold  of  the  vagina.  When  the  blade 
has  passed  in,  the  handle  is  held  well  back  so  as  to  depress  the 
perinseum.  An  assistant  then  raises  the  right  knee  so  as  to 
enable  the  surgeon  to  introduce  the  second  blade,  which  being 
a  degree  smaller  than  the  first,  fits  into  it  as  in  a  groove.  The 
uterine  end  is  adapted  inside  the  handle-end  of  No.  1,  held 
firmly  with  the  left  hand,  and  is  then  made  to  slide  down  in 
No.  1  until  the  handles  of  the  two  blades  are  on  the  same  level. 
Then  the  two  handles  being  brought  forward,  the  two  blades 
work  as  bent  levers,  upon  the  angle  of  junction  of  handle  and 
blade,  which  serves  as  a  hinge  or  fulcrum;  the  uterine  ends 
thus  diverge  like  two  valves,  stretching  the  roof  of  the  vagina, 
and  giving  an  excellent  view  of  the  vaginal-portion  (see  Fig. 
34).  " 

The  withdrawal  of  the  instrument  is  very  simple.  The  two 
blades  must  be  treated  as  one  whole.  The  handles  are  allowed 
to  fall  back,  which  brings  the  uterine  ends  of  the  blades  together. 
The  gentlest  traction  then  upon  one  or  both  blades  will  bring 
the  instrument  out,  the  contraction  of  the  vagina  helping  to 
expel  it. 


CHAPTER  XVII. 


THE  PATHOLOGY  OF  THE  OVARIES. 
THE  HISTORY  OF  MENSTRUATION  AND  ITS  DISORDERS. 

The  relation  of  the  ovary  to  the  function  of  menstruation  has 
been  referred  to  when  describing  the  anatomy  of  this  organ. 
A  few  further  observations  upon  this  subject  are  necessary  to 
serve  as  an  introduction  to  the  study  of  the  disorders  of  men- 
struation, and  of  the  organic  diseases  of  the  ovary. 

The  most  important  laws  in  this  application  to  pathology  are 
illustrated  in  the  following  facts  : — 

The  catamenia,  the  name  given  by  Aristotle  to  the  monthly 
discharge  from  the  uterus,  indicates  the  periodicity  of  menstrua- 
tion. In  all  languages,  and  throughout  all  ages,  names  in- 
dicating this  periodicity  have  been  adopted.  The  "  menses,  "les 
mois,"  "  les  regies,"  are  examples. 

But  this  character  of  periodicity,  so  striking,  was  not  traced 
to  its  true  cause  or  connection  until  the  present  century.  It 
was  scarcely  suspected,  certainly  not  demonstrated,  that  the 
periodical  monthly  flow  was  dependent  upon  another  periodical 
act,  the  ripening  of  ova.  Dr.  Power,  a  man  of  singular  sagacity, 
seems  to  have  been  the  first  to  seize  upon  this  great  fundamental 
fact.  In  1821  he  distinctly  enunciated  the  theory.  Grirdwood, 
in  1826,  brought  new  observations  in  proof  of  this  theory.  It 
was,  however,  warmly  disputed  in  this  country,  especially  by 
Dr.  Robert  Lee,  whose  authority  probably  retarded  its  general 
acceptance,  so  that  it  was  not  until  Negrier,*  in  1831,  working 
as  it  appears  independently,  proved  by  adequate  researches  and 
anatomical  preparations,  that  the  outward  and  visible  periodical 
discharge  of  menstruation  was  the  expression,  the  consequence 
of  an  internal  and  hidden,  but  superior  function.  Grendrin, 
Paterson,  Paciborski,  Bischoff,  and  others  followed  with  fresh 
proofs  which  established  the  theory  against  all  disputes.  The 
preparations  of  Coste,  preserved  in  the  College  of  France,  show 
the  following  points  : — A  Graafian  vesicle,  the  ripening  of  which 
always  coincides  with  the  turgescence  of  the  genital  organs, 


*  "  Recueil  de  faits  pour  servir  a  l'Histoire  des  Ovaires."    Angers,  18o8. 
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pursues  the  course  of  its  development  during  the  various  phases 
of  menstruation ;  and,  according  as  the  circumstances  are  more 
or  less  favourable,  it  may  burst  at  the  commencement,  or  towards 
the  end,  or  at  any  moment  of  this  periodical  discharge.  In  a 
woman  who  died  on  the  first  day  of  the  appearance  of  the 
menses,  the  ovarian  vesicle  was  manifestly  ruptured.  In  another, 
who  died  four  or  five  days  after  the  cessation  of  the  menses,  the 
right  ovary  prevented  a  vesicle  still  intact,  but  so  distended  that 
the  slightest  pressure  made  it  burst.  Lastly,  in  a  young  virgin, 
who  died  fifteen  days  after  menstruation,  there  was  no  recent 
trace  of  a  yellow  body,  and  it  could  not  be  doubted  that  the 
Graafian  vesicle  had  been  arrested  in  its  development.  The 
subjects  of  these  observations  had  all  died  a  violent  death  in  the 
midst  of  health. 

Thus,  we  may  conclude  that  at  each  menstruation  a  Graafian 
vesicle  assumes  a  marked  preponderance  over  the  rest,  arrives 
spontaneously  at  maturity,  and,  generally,  bursts  at  an  in- 
determinate moment  of  this  period,  in  order  to  expel  the  ovum 
it  contains  ;  but,  nevertheless,  in  certain  cases  this  vesicle  may 
also  remain  stationary,  or  be  totally  absorbed.  The  double 
phenomenon  is  analogous  to  what  is  observed  in  mammifera, 
during  the  rut. 

Poederer*  observed  that  the  ovaries  grew  towards  the  epoch  of 
commencing  menstrual  life  and  became  atrophied  at  the  meno- 
pause. He  distinctly  found  that  the  atrophy  of  the  ovaries 
was  more  marked  and  more  closely  associated  with  the  cessation 
of  menstruation  than  was  the  atrophy  of  the  uterus. 

If  the  ovaries  are  absent  or  ill-developed,  girls  do  not  men- 
struate, the  breasts  are  flaccid  or  defective  in  development,  the 
characters  of  womanhood  do  not  become  manifest.  This  may  be 
said  to  be  experimentally  proved  by  the  celebrated  case  of  Pott. 
A  girl  aged  23,  of  good  constitution,  went  to  Bartholomew's 
Hospital,  in  consequence  of  two  tumours  situated  in  the  groins, 
which  had  for  several  months  caused  her  so  much  pain  that  she 
could  not  attend  to  her  work.  She  was  healthy,  and  menstru- 
ated regularly.  The  tumours  were  soft,  uneven,  easily  moveable, 
and  lay  externally  to  the  tendinous  apertures  of  the  inferior 
abdominal  wall.  Pott  determined  to  remove  them.  After 
dividing  the  skin,  a  thin  membranous  sac  was  found,  in  which 
a  body  was  enclosed  that  was  taken  to  be  the  ovary.  It  was 
removed,  and  the  same  operation  was  repeated  on  the  other  side. 
From  this  time  forth  she  never  menstruated,  her  breasts  fell 
away,  and  the  muscular  system  became  developed  as  in  man. 

If,  then,  the  ovaries  are  extirpated  or  become  atrophied,  men- 
struation does  not  reappear.  Paciborski  says  the  menses  may 
be  a  little  postponed,  but  that  this  does  not  always  prevent  the 


*  "  Icones  Uteri  Humani,"  1779. 
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follicles  from  pursuing  their  regular  course,  and  from  accom- 
plishing dehiscence.  He  has  seen  on  ovaries  of  young  girls 
one  or  two  cicatrices,  although  they  had  never  menstruated. 
Thus  also  women  who  had  never  menstruated  have  conceived. 
But  these  cases  are  very  rare. 

The  first  dehiscence  corresponds  with  the  first  appearance  of 
the  menses. 

Whitehead  relates  cases  of  conception  in  persons  who  had 
never  menstruated ;  and  conception  during  lactation  whilst 
menstruation  is  suspended  is  not  uncommon. 

Dr.  Kitchie*  also  adduced  evidence  to  show  that  ovulation 
may  go  on  although  there  is  no  menstrual  discharge.  Negative 
observations,  then,  as  to  the  menstrual  flow  do  not  prove  that 
ovulation  is  also  suspended ;  and  ovulation  is  obviously  the 
condition  of  impregnation. 

Menstruation,  then,  is  the  natural  epoch  for  the  escape  of  ova  ; 
and,  consequently,  it  is  the  most  favourable  to  conception.  But 
a  question  of  great  interest  is  attached  to  this  conclusion.  Do 
the  epochs  of  ripening  and  of  the  natural  fall  of  the  ova  always 
and  of  necessity  return  in  a  regular  manner  ?  That  is,  are 
there  not  other  influences  besides  the  rut  and  menstruation, 
capable  of  hastening  the  epochs  of  maturation  and  fall  of  the 
ova  ?  This  must  be  answered  in  the  affirmative.  Thus,  the 
pigeon  in  its  wild  state  lays  eggs  only  once  or  twice  a  year, 
whilst  in  our  pigeon-houses  it  lays  seven  or  eight  times.  Hens, 
whose  eggs  are  taken  away  from  them  to  prevent  their  sitting, 
lay  almost  every  day  for  eight  months  in  the  year.  The  rabbit, 
which,  in  a  state  of  liberty,  has  only  one  or  two  litters  a  year, 
has  perhaps  seven  when  its  young  are  taken  away  at  a  suitable 
time.  The  period  of  maturation,  then,  far  from  being  immutable, 
appears  to  depend  upon  certain  conditions  which  may  accelerate 
or  retard  it.  Similar  conditions  exert  similar  influences  in 
women ;  and  there  is  reason  to  believe  that  sexual  intercourse 
may  hasten  the  maturation  of  ova,  and  especially  their  escape 
from  the  ovary. 

Admitting,  however,  as  we  must,  the  occasional  operation  of 
disturbing  circumstances,  the  general  law  is  that  these  pheno- 
mena are  reproduced  periodically  ;  and  that  during  the  periods 
when  they  are  manifested  certain  signs  attend,  which  in  the 
aggregate  bear  the  name  of  menstruation.  Consequently  the 
ripening  of  ova,  and  most  frequently  their  dehiscence,  are 
revealed  outwardly  by  the  appearance  of  the  catamenia. 

We  may  now  conveniently  study  this  function  from  a  clinical 
point  of  view,  fixing  our  attention  mainly  upon  those  pheno- 
mena which  are  open  to  direct  observation.  Pouchet  f  has 
distinguished  the  different  phases  of  menstruation  with  great 

*  "  Ovulation  during  Amenorrhea."    Ed.  M.  §  S.  J.,  1845. 
f  "  Theorie  Positive  de  1' Ovulation  Spontanee."    Paris,  1847. 
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recision,  by  defining  its  different  periods,  and  by  compariog, 
y  help  of  the  microscope,  the  discharges  attending  it  with  those 
of  the  intermenstrual  period. 

Characters  of  the  Menstrual  Discharge. — The  first  sign  of  the 
advent  of  the  menses  is  the  manifestation  of  a  particular  odour 
imparted  to  the  mucus  secreted  by  the  sexual  organs.  The 
second  sign  is  a  change  of  colour  of  the  utero- vaginal  mucus ; 
at  first,  dull  white,  it  becomes  brownish ;  some  blood-discs, 
mingled  with  numerous  mucous  globules  and  fragments  of 
epithelium,  floating  in  the  liquid  account  for  this  change  of 
colour.  The  first  period  lasts  one  or  two  days.  Sometimes  it 
immediately  precedes  the  flow  of  blood ;  sometimes  the  mucus 
becomes  normal  again ;  then,  after  an  interval  of  a  day,  blood, 
almost  pure,  suddenly  escapes  from  the  vulva. 

The  flow  of  ruddy  blood  constitutes  the  second  period.  The 
fluid  secreted  is  composed  of  blood,  not  differing  from  arterial, 
mixed  with  vaginal  mucus.  By  the  microscope  we  find  mucous 
globules  in  various  stages  of  development,  thin  fragments  of 
transparent  epithelial  scales,  mixed  with  innumerable  blood- 
discs.  This  flow  usually  ceases  in  three  or  four  days ;  but  in 
some  women  it  is  continued  for  seven  or  eight  days,  without 
obvious  departure  from  the  physiological  condition. 

The  menstrual  blood  differs  from  pure  blood,  in  not  coagu- 
lating ;  that  is  under  ordinary  conditions.  Dr.  Whitehead 
explained  this  by  showing  that  the  vaginal  mucus  has  an  acid 
reaction,  and  that  contact  of  the  blood  with  this  acid  prevented 
its  coagulation.  Donne  also  says  that  menstrual  blood  is  acid, 
containing  phosphoric  and  lactic  acids.  Mandl,  however, 
showed  that  the  smallest  quantity  of  pus  or  mucus  stopped 
blood  from  coagulating.  Now,  the  menstrual  discharge  is 
blood  mixed  with  mucus.  That  admixture  with  mucus  accounts 
for  the  fluidity  of  the  menstrual  discharge  may  be  admitted  ; 
and  so  long  as  the  quantity  of  blood  is  within  normal  bounds, 
the  proportion  of  mucus  supplied  is  sufficient ;  but  if  the  blood 
be  in  excess,  and  if  it  be  retained  a  little  while,  it  will  coagulate. 
Thus  it  is  that  in  menorrhagia  clots  are  frequently  passed. 
Clotting  in  the  cavity  of  the  uterus  causes  pain  and  contractions. 

The  quantity  of  the  blood  exhaled  becoming  less  and  less 
abundant,  its  colour  changes  from  red  to  brown,  the  proportion 
of  blood- discs  diminishes,  whilst  that  of  the  mucous  elements 
increases ;  at  length  the  mucus  itself  becomes  thinner.  It  is 
especially  at  the  end  of  this  period  that  the  Graafian  vesicles 
may  burst  spontaneously. 

When  the  menstrual  discharge  has  ceased,  the  internal  surface 
of  the  uterus,  and  especially  that  of  the  vagina,  casts  off  numerous 
epithelial  scales,  at  first  nearly  entire,  but  soon  reduced  to 
fragments  of  more  or  less  tenuity.  These  scales  or  debris  con- 
stitute during  the  first  intermenstrual  days  the  greater  part  of 
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the  solid  elements  contained  in  the  excretions  of  the  vnlva  ;  the 
rest  is  composed  of  a  variable  number  of  mucous  globules. 
Yirchow  insists  that  the  detachment  of  the  uterine  mucous  mem- 
brane is  more  complete  than  is  generally  supposed,  and  that  in 
normal  menstrual  blood  heaps  of  cells  are  often  met  with,  which 
by  their  structure  reveal  their  origin  in  the  uterine  glands. 

Just  as  in  women  who  have  already  menstruated,  the  menses 
are  preceded  by  a  modification  in  the  quantity  and  colour  of  the 
normal  sexual  secretions  ;  so  in  the  young  girl,  who,  having  not 
yet  menstruated,  has  arrived  at  puberty,  the  menstrual  haemor- 
rhage is  often  preceded  by  a  serous  whitish  or  brownish  discharge. 
This  discharge  may  anticipate  by  several  months  the  appearance 
of  the  blood,  and  may  recur  several  times  before  this  makes  its 
appearance.  Often  also  after  the  first  sanguineous  discharge  in 
a  young  girl,  several  months  may  intervene  before  the  menses 
set  in.  The  like  phenomena  are  repeated  at  the  disappearance 
of  the  menstrual  discharge,  when  the  privilege  of  fecundity  is 
lost. 

This  similarity  of  the  phenomena  attending  the  first  advent 
and  the  climacteric  cessation  of  menstruation  is  especially 
deserving  of  note.    There  is,  1.  Irregularity  as  to  periodicity. 

2.  Occasional  excess  of  blood-loss,  amounting  to  hsemorrhage. 

3.  Alternate  enlargement  and  subsidence    of  the  abdomen. 

4.  Pain  and  induration  of  the  breasts. 

The  quantity  of  blood  discharged  at  each  epoch  varies  in 
different  women,  and  in  the  same  woman  under  different  cir- 
cumstances. It  usually  ranges  from  three  to  four  ounces. 
Generally  it  is  more  abundant  in  women  living  in  luxury. 
And,  according  to  Burdach  and  Brierre  de  Boismont,*  it  is  more 
copious  in  hot  than  in  cold  countries.  Our  countrywomen  in 
India  are  more  subject  to  menorrhagia  than  when  in  England. 

A  vulgar  error  still  prevails  that  the  menstrual  blood  has 
foetid  or  even  poisonous  properties.  This  is  only  true  under 
the  conditions  of  retention,  of  uncleanliness,  or  admixture  with 
the  products  of  disease. 

The  Source  of  the  Menstrual  Blood. — Haller  was  aware  that 
it  came  from  the  womb.  Observations  in  point  have  been  made 
under  two  different  conditions ;  that  is,  in  the  living  and  in 
the  dead.  First,  the  uterus  examined  in  cases  of  complete  pro- 
lapsus, and  where  there  is  no  prolapsus,  by  the  speculum, 
blood  is  seen  to  issue  from  the  os  uteri ;  and  in  cases  where  the 
uterus  is  turned  inside  out  the  menstrual  blood  is  seen  directly 
oozing  from  the  mucous  membrane  of  the  body  of  the  uterus. 
Secondly,  on  examining  the  bodies  of  women  who  have  died 
iluring  menstruation,  Coste  and  others,  myself  among  them, 

*  "  De  la  Menstruation  dans  ses  Rapports  Physiol 0£>-i que  et  Pathologique." 
Paris,  1842. 
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have  seen  the  vascular  apparatus  of  the  uterus  developed  and 
injected  in  an  extraordinary  manner.  The  vascular  structure 
of  the  mucous  membrane,  in  particular,  forms  on  the  surface, 
under  the  fine  layer  of  epithelium  which  covers  it,  a  beautiful 
network,  each  mesh  of  which  encloses  a  glandular  tube.  This 
vascular  reticulation  is  so  marked  and  rich  that  it  gives  a  more 
or  less  deep  violet  tint  to  the  inner  surface  of  the  uterus. 
According  to  all  probability  it  is  through  the  walls  of  these 
ramuscules  that  the  menstrual  blood  oozes.  "  In  one  case," 
says  Coste,  "  death  took  place  exactly  at  the  moment  when  the 
blood  began  to  ooze  through  the  engorged  vessels.  There  were 
seen  in  the  course  of  these  vessels  an  innumerable  multitude  of 
small  red  points,  as  if  the  mucous  membrane  had  been  pricked 
with  a  fine  needle,  each  prick  giving  issue  to  a  minute 
droplet  of  blood.  Here  and  there,  under  the  epithelium,  were 
small  ecchymoses,  indicating  that  the  haemorrhage,  suspended 
by  death,  had  not  yet  made  a  complete  escape.  In  other 
women  the  phenomenon  being  more  advanced,  the  cavity  of  the 
uterus  was  found  filled  with  red  fluid  blood,  about  to  escape  by 
the  neck." 

Some  experiments  made  by  Matthews  Duncan,  to  determine 
"  the  power  of  the  uterus  to  resist  a  bursting  pressure  "  (1868), 
seem  to  me  to  find  application  here.  Air  was  forcibly  driven 
by  a  pump  against  a  piece  of  uterus  stretched  over  a  tube. 
"  It  was  curious,"  he  says,  "  to  observe  the  permeability  of  all 
the  unruptured  tissues  to  this  fluid."  The  experiments  being 
performed  under  water,  the  air  bubbled  up,  or  effervesced  from 
the  peritoneal  surface  by  innumerable  minute  points.  In  all 
probability  the  mucous  membrane  of  the  uterus  and  the  delicate 
coats  of  the  blood-vessels  offer  even  less  resistance  under  the 
hydraulic  pressure  to  which  they  are  subjected  by  the  increased 
turgescence  attending  menstruation.  This  oozing  from  a  free 
surface  is  a  protection  against  extravasation  in  deep  structures, 
which  could  not  fail  to  be  injurious. 

This  intense  vascular  engorgement  involves  the  ovaries  and 
Fallopian  tubes  as  well  as  the  uterus ;  and  there  is  no  doubt 
that  blood  is  effused  from  the  whole  tract  of  the  tubo-uterine 
mucous  membrane.  Dr.  Letheby  (Phil.  Trans.,  1852)  describes 
the  microscopical  characters  of  the  menstrual  fluid  found  in  the 
tubes  in  the  bodies  of  two  young  women  who  died  whilst 
menstruating. 

Periodicity.— The  typical  periodicity  is  every  twenty-eight 
days.  In  many  women  the  return  is  exact  to  the  day.  There 
is,  however,  a  range  of  variation  in  different  women ;  in  some 
the  interval  from  the  commencement  of  one  menstruation  to  the 
return  of  the  next  is  less  than  twenty-eight  days,  in  others 
more  rarely  exceeding  thirty  days ;  that  is,  if  strict  periodicity 
be  observed.    In  women  whose  intervals  vary,  being  sometimes 
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more,  sometimes  less  than  twenty-eight  days,  some  pathological 
element  probably  exists. 

The  Age  at  which  Menstruation  begins. — In  temperate  climates, 
between  the  ages  of  thirteen  and  fifteen,  concurrently  with  the 
appearance  of  other  signs  of  puberty,  as  the  growth  of  hair  on 
the  genital  parts,  and  the  swelling  of  the  breasts,  the  menses 
begin  to  flow.  Here,  again,  there  are  considerable  variations. 
Cases  are  recorded  of  menstruation  beginning  at  ten,  and  even 
as  early  as  seven  or  six  years  of  age.  These  must  be  regarded 
as  instances  of  quite  exceptional  precocity.  Retardation  is  more 
common ;  cases  are  not  infrequent  of  the  first  appearance,  or  at 
least,  of  the  fair  establishment  of  menstruation,  at  sixteen  or 
seventeen.  In  these  there  is  mostly  some  pathological  condition. 
Since  the  outbreak  of  this  function  of  the  uterus  is  a  symptom 
or  consequence  of  the  entry  into  active  function  of  the  ovary, 
it  may  be  concluded  that  whatever  causes  hasten  or  retard  the 
evolution  or  ripening  of  the  ova,  will  have  a  corresponding 
effect  upon  menstruation. 

Hence  luxurious  living  and  libidinous  excitement,  tend  to 
forestal  the  ordinary  period,  whilst  the  contrary  conditions  of 
hard  living  and  freedom  from  sexual  emotion  tend  to  post- 
pone it. 

Climate  has  been  said  to  have  a  powerful  influence.  The  obser- 
vations of  Brierre  de  Boismont  and  others  seem  to  have  proved 
that  the  advent  of  menstruation  is  decidedly  earlier  in  hot  climates 
than  in  cold.  And  common  observation  proves  that,  tested  by 
their  physical  and  intellectual  characters,  girls  pass  into  woman- 
hood at  a  somewhat  later  age  in  cold  and  temperate  climates ; 
whilst  the  women  in  hot  climates  fall  at  an  earlier  age  into 
sexual  decrepitude. 

In  Siam,  according  to  Dr.  Campbell  (Edin.  Med.  Jonrn., 
1862),  some  girls  arrive  at  puberty  at  twelve,  but  the  more 
usual  ages  are  fourteen,  fifteen  and  sixteen.  Dr.  Goodeve  gives 
about  twelve  as  the  mean,  and  Dr.  Leith,  of  Bombay,  twelve 
and  a  half.  But  of  a  series  of  cases  tabulated  by  him,  the 
largest  number  menstruated  after  fourteen. 

The  influence  of  cold  is  further  seen  in  the  character  of  the 
menstruation.  Thus,  Dr.  McDiarmicl,  surgeon  to  Sir  John 
Ross's  Arctic  Expedition,  says  that  amongst  the  Esquimaux, 
menstruation  is  often  delayed  until  the  twenty- third  year,  and 
then  only  appears  scantily  during  the  summer.  I  also  know 
women  of  feeble  sexual  development  who  menstruate  in  the 
summer  only. 

Probably,  race  may  have  as  much  to  do  with  the  period  of 
advent  of  menstruation  as  climate.  Observation  of  the  Jews, 
who  are  to  be  found  in  almost  every  climate,  might  determine 
this  question,  and  thus  enable  us  to  appreciate  more  accurately 
the  influence  of  climate.  Is  the  first  appearance  of  menstruation 
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amongst  the  Jews  inhabiting  different  countries  uniform  or 
not? 

The  period  of  disappearance  of  menstruation  is  more  uncertain 
than  that  of  its  commencement.  Usually  about  the  age  of 
forty  to  forty-five  some  irregularity  begins.  But  the  function 
often  continues  with  complete  regularity  until  forty-five  and 
sometimes  fifty,  and  even  beyond.  The  instances,  not  infre- 
quent, in  which  periodical  discharges  of  blood,  not  distinguished 
by  the  subject  from  ordinary  menstruation,  are  continued  much 
beyond  fifty,  may,  with  considerable  confidence,  be  suspected  to 
be  due  to  some  abnormal  condition.  This  is  especially  true 
when  the  issue  of  blood  is  greater  in  quantity  and  lasting  longer 
than  the  subject  had  been  accustomed  to  observe ;  and  the 
presumption  that  some  disease,  local  or  remote,  is  present,  is  very 
great  when  profuse  losses  of  blood,  periodical  or  not,  break  out 
after  the  menstruation  has  ceased  for  some  months. 

If  it  is  difficult  to  determine  the  latest  limit  for  the  per- 
sistence of  healthy  menstruation,  so  is  it  to  determine  the 
earliest  limit.  It  is  a  popular  belief  that,  if  a  woman  begins 
her  menstrual  life  at  an  early  age,  she  will  cease  to  menstruate 
at  an  earlier  age  than  those  who  begin  later.  Another  mode  of 
expressing  this  theory  is  to  say  that  the  epoch  of  menstrual  life, 
that  is,  of  active  ovulation,  and  hence,  of  aptitude  for  conception, 
lasts  for  thirty  or  thirty-five  years.  Negrier's  observations,  how- 
ever, seem  to  prove  the  reverse.  He  says :  "It  seems  well 
proved  that  the  ovarian  function,  creative  of  germs,  is  prolonged 
in  life  in  direct  ratio  of  the  volume  of  the  ovaries  and  of  the 
precocity  of  ovulation ;  thus,  the  girl,  nubile  at  twelve,  will 
continue  menstruating  until  fifty,  or  even  fifty-five ;  whilst  the 
girl  who  did  not  menstruate  until  eighteen  or  twenty,  a  fact 
which  reveals  feeble  development  and  small  energy  of  the  organ, 
will  cease  to  menstruate  at  forty,  an  early  age."  Considerable 
departures  from  this  limit  are  probably  due  to  some  morbid 
disturbing  element ;  and  in  many  cases  the  departures  are 
more  apparent  than  real.  For  example,  at  the  commencement, 
although  no  sanguineous  discharge  may  mark  the  onset  or 
establishment  of  menstruation  for  several  months,  or  a  year  or 
two,  there  is  no  doubt  that  ovulation,  the  essential  motive  of 
menstruation,  goes  on.  This  is  proved  by  cases  in  which  preg- 
nancy has  occurred  without  menstruation.  Whitehead  has 
recorded  such  cases.  Dr.  "West  relates  the  history  of  a  lady 
who  married  at  twenty,  never  having  menstruated,  but  who 
became  pregnant  immediately.  After  childbearing  she  men- 
struated regularly.  In  other  cases,  a  leucorrhoeal  discharge, 
"  white  menstruation  "  it  might  be  called,  returns  periodically, 
attended  by  the  usual  indications  of  menstruation.  In  a  third 
series  of  cases,  even  the  white  discharge  may  be  wanting,  and 
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still  a  sluggish  kind  of  ovulation  may  occur.  This  is  observed 
in  some  forms  of  amenorrhcea. 

At  the  other  end  of  the  history  we  sometimes  find  menstruation 
ceasing  at  a  comparatively  early  age ;  that  is,  before  forty,  even 
at  thirty-seven  or  thirty-six.  These  can  hardly  be  instances 
where  the  allotted  thirty  years  have  run  out,  from  having  begun 
prematurely.  Most  frequently  the  explanation  is  that  ovulation, 
or  its  exponent,  menstruation,  has  been  prematurely  arrested  by 
some  intercurrent  condition  of  the  ovaries  or  of  the  uterus.  Sir 
James  Simpson  described  a  condition  in  which  the  ordinary 
involution  of  the  uterus  which  follows  delivery,  seems  to  have 
passed  the  physiological  bounds,  and  to  have  proceeded  to  posi- 
tive atrophy,  thus  ushering  in  a  premature  senility.  Whatever 
the  explanation,  I  can  attest  the  fact  that  a  woman  who  has  borne 
a  child  at  thirty-six  or  thirty-seven  has  henceforth  never  men- 
struated or  conceived  again.  In  most  of  these  women  I  have 
found  the  uterus  reduced  below  its  normal  bulk,  and  presenting 
the  other  features  of  the  senile  uterus,  whilst  the  breasts  also, 
which  obey  so  closely  the  impulse  of  the  ovaries,  have  shrunk  ; 
these  women  are  overtaken  by  an  early  climacteric. 

In  not  a  few  instances,  however,  the  explanation  of  Negrier 
holds  good,  namely,  that  the  early  cessation  of  menstruation  is 
due  to  original  feeble  ovarian  development.  In  these  women 
the  menstrual  excretion  is  scanty  and  appears  late ;  their 
languid  genital  functions  are  exhausted  long  before  the  normal 
epoch. 

In  other  instances  the  premature  failure  is  due  to  the  ex- 
hausting influences  of  disease. 

The  most  distinct  evidence  that  healthy  menstruation  may 
be  protracted  much  beyond  the  age  of  forty-five  is  drawn  from 
the  undoubted  fact  that  occasional  pregnancy  takes  place  after 
that  age. 

Many  cases  of  precocious  menstruation  are  recorded.  In  some, 
the  common  signs  of  puberty  appear  to  have  been  almost  con- 
genital. These  cases  form  a  class  distinct  in  some  features  from 
the  premature  menstruation  which  appears  at  from  nine  to  twelve 
years  of  age.  In  infantile  menstruation,  says  Dr.  Harris,  of 
Washington  (American  Journal  of  Obstetrics,  1871),  no  matter 
how  young  the  infant  may  be  when  the  menses  have  made  their 
first  appearance,  the  mammae  are  found  unusually  developed, 
and  the  pubes  shaded  with  hair  ;  the  subjects  have  menstruated 
regularly,  have  grown  rapidly,  inclining  to  obesity,  and  have 
not  presented  any  sign  of  weakness  ;  it  is  little  dependent  upon 
climate ;  there  is  generally  no  marked  precocity  of  mental 
development ;  sexual  passion  is  not  marked. 

Sir  Astley  Cooper  narrates  the  history  of  a  child  which  com- 
menced to  menstruate  at  three  years  old,  and  was  last  noticed  by 
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him  when  seven  years  and  five  months  old  ;  at  this  early  age  she 
had  all  the  appearance  of  a  thick-set  stunted  woman ;  she  measured 
four  feet  one  inch,  and  had  so  large  a  pelvis  that  she  could  no 
doubt  have  given  birth  to  a  child.  (Lond.  Med.  and  Phys.  Journ., 
1810).  Le  Beau  mentions  a  similar  case  (Annates  d' Hygiene, 
vol.  x.)  In  the  case  of  infantile  puberty,  the  ribs  and  pelvis  are 
excessively  developed,  and  shortness  of  stature  results.  Where 
menstruation  begins  at  eight  or  afterwards,  the  growth  of  the 
body  is  not  usually  interfered  with. 

That  early  menstruation  depends  upon  early  ovulation  is 
further  proved  by  the  occasional  occurrence  of  very  early  preg- 
nancy. Several  well-authenticated  cases  of  girls  being  mothers 
at  thirteen,  or  even  twelve  years  old,  are  recorded.  Dr.  Eoberton 
tells  of  a  girl,  working  in  a  cotton  factory,  who  was  delivered 
of  a  full-grown  child  when  only  a  few  months  advanced  in 
her  twelfth  year.  She  had  menstruated  before  falling  preg- 
nant. Mr.  Smith,  of  Coventry,  relates  {Record  of  Obstetric 
Medicine,  vol.  i.)  the  case  of  a  girl  who  at  twelve  years  and  seven 
months  gave  birth  to  a  full-grown  healthy  child.  She  began  to 
menstruate  at  the  age  of  ten.  Dr.  J.  Gr.  Wilson  reports  (Edin. 
Med.  Journ.,  1861)  the  case  of  a  girl  who  began  to  menstruate 
when  twelve  years  and  six  months  old  in  J anuary  and  until 
April.  She  was  delivered  of  a  full-grown  child  at  thirteen 
years  and  six  months. 

In  several  cases  of  premature  menstruation,  exhaustion  and 
death  have  occurred  (Clifford  Allbutt,  Med.-Chir.  Trans.,  1866). 
But  this  is  not  the  rule. 

Vicarious  or  ectopic  menstruation  occurs  when  haemorrhagic 
discharges  take  place  periodically  from  other  organs  than  the 
uterus.  The  occurrence  of  this  remarkable  phenomenon  is 
evidence  of  the  force  of  the  periodical  habit.  It  seems  as  if 
every  month  a  state  analagous  to  plethora,  or  an  accumulation 
of  blood  arose,  which  must  be  relieved  by  evacuation.  The 
active  physiological  process  going  on  in  the  ovaries  naturally 
determines  the  blood- current  in  especial  force  to  the  pelvic 
organs  ;  hence  the  uterus  is  the  natural  evacuant  organ.  It  is 
a  remark  made  by  Trousseau,  that  all  the  physiological  discharges 
of  blood  take  place  from  mucous  membranes.  A  happy  pro- 
vision, for  mucous  membranes  all  lead  to  external  outlets.  If 
serous  membranes  were  equally  liable  to  pour  out  blood,  the 
blood  must  be  imprisoned  in  close  sacs,  and  pressure  and 
inflammation  woidd  constantly  imperil  life.  It  will  generally 
happen,  then,  when  the  mucous  membrane  of  the  uterus  is  not 
disposed  to  execute  its  functions,  that  some  other  mucous  mem- 
brane will  supplant  it.  The  most  frequent  seat  of  vicarious 
menstruation  is  the  Schneiderian  membrane.  In  young  people 
especially,  epistaxis  is  easily  excited.  There  can  be  no  doubt 
that  in  many  cases  it  is  a  beneficial  safety-valve.  Certainly 
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menstrual  epistaxis  is  a  quasi-physiological  phenenemon,  which 
should  be  checked  only  with  great  circumspection.  In  some 
cases  I  have  known  epistaxis  to  accompany  the  ordinary  men- 
strual discharge  from  the  uterus ;  thus  supplementing,  not 
supplanting  it. 

Various  parts  of  the  alimentary  canal  may  assume  the  work 
of  the  uterus.  The  stomach  is  perhaps  the  most  frequently 
called  upon.    Thus  we  have  menstrual  hcematemesis. 

Hcemoptysis  is,  I  believe,  occasionally  a  manifestation  of  vica- 
rious menstruation.  The  right  appreciation  of  this  condition 
is  obviously  of  great  importance,  lest  it  be  misinterpreted  as  a 
symptom  of  tubercular  mischief. 

Other  parts  may,  however,  do  similar  duty.  Thus  we  occa- 
sionally see  haemorrhage  from  the  rectum.  And  towards 
middle  age,  when  haemorrhoids  are  not  uncommon,  these  bleed 
more  freely  at  the  menstrual  periods. 

During  pregnancy,  when  the  uterine  mucous  membrane  is 
barred  against  haemorrhagic  response  to  the  ovarian  excitation, 
I  have  several  times  seen  haematemesis  occur.  The  natural  dis- 
position to  vomiting  which  attends  pregnancy  may  to  some 
extent  account  for  the  haemorrhagic  molimen  being  deter- 
mined to  the  stomach.  I  have  notes  of  cases  in  which  men- 
strual haematemesis  seemed  to  be  hereditary.  In  some  there  is 
a  distinctly  haemorrhagic  diathesis,  as  in  the  following  instance  : 
A  young  lady,  aged  twenty-four,  had  several  attacks  of  haema- 
temesis more  or  less  profuse,  and  at  last  one  which  was  so  severe 
and  protracted  that  she  made  a  very  narrow  escape  with  her 
life.  It  appeared  to  be  connected  with  menstrual  deviation. 
She  recovered  fairly  ;  but  six  months  later,  just  when  men- 
struation was  due,  having  felt  sick,  and  oppression  at  the  stomach, 
she  vomited  a  small  quantity  of  dark  blood,  the  menses  appear- 
ing at  the  same  time  scantily.  She  never  suffers  dysmenorrhoea. 
A  sister,  when  sixteen,  who  had  hitherto  menstruated  scantily, 
had  haematemesis  at  her  periods.  A  brother,  aged  five,  died  of 
epistaxis  after  purpura.  The  father  died  of  epistaxis  at  fifty- 
six,  caused,  his  wife  says,  by  intemperance,  which  produced 
epilepsy.    Whenever  he  had  a  fit  he  had  haemorrhage. 

The  conjunctiva  is  another  mucous  membrane  which  evinces 
a  particular  proclivity  to  pour  out  blood  vicariously.  I  have 
seen  a  woman  who  every  month  suffered  profuse  ecchymoses  of 
both  eyes,  some  blood  escaping  from  the  surface,  and  some 
being  effused  under  the  conjunctivae,  to  be  gradually  absorbed, 
and  passing  through  all  the  stages  of  ecchymosis  of  the  eye 
from  direct  violence. 

Liebreich  has  figured  in  his  magnificent  Ophthalmoscopic 
Atlas  (Plate  VIII.,  English  edition,  1870)  an  example  of  retinal 
haemorrhage  after  suppression  of  menstruation.  He  says  he  has 
several  times  seen  the  same  aj)pearances,  and  always  in  women. 


VICARIOUS  MENSTRUATION. 


169 


The  shin  is  not  infrequently  the  seat  of  vicarious  menstrual 
haemorrhage.  Sometimes  the  blood  appears  in  the  form  of 
petechise  or  small  ecchymoses  on  various  parts  of  the  body,  but 
sometimes  it  has  actually  been  seen  to  ooze  in  droplets  from  the 
surface,  forming  a  true  bloody  sweat. 

There  seems  some  analogy  between  these  cases  and  the 
bumps  of  erythema  nodosum,  which  are  not  uncommon  on  the 
legs  of  girls  suffering  from  amenorrhoea. 

In  some  instances  the  blood  is  poured  out  from  a  varicose 
ulcer  or  other  sore.  Dr.  Mason  relates  (Edin.  Med.  Journ.,  1866) 
a  case  in  which  menstruation  began  at  eight,  and  continued 
to  recur  until  eleven,  then  stopped  until  thirteen.  A  large 
abrasion  then  formed  in  the  right  cheek,  suppurating  in  the 
centre,  and  inclining  to  bleed  towards  the  circumference.  The 
menstruation  was  now  irregular.  After  a  time  this  place 
healed ;  blood  then  oozed  from  the  skin  of  the  face. 

Dr.  Basset  relates  (Presse  Medicate)  a  case  of  a  woman  who 
consulted  him  on  account  of  periodical  discharges  of  blood  by 
the  nipples.  Menstruation,  however,  was  also  present,  although 
scanty.    The  patient  had  borne  three  children. 

Mr.  d'Andrade  relates  an  interesting  case.*  The  subject  was 
a  stout,  healthy  Parsee  lady,  aged  eighteen.  She  had  men- 
struated regularly  from  thirteen  to  fifteen  and  a  half,  when  the 
catamenia  became  first  irregular,  then  ceased,  being  replaced  by 
bleeding  at  the  gums  and  nose,  and  vomiting  of  blood.  Men- 
struation returned.  No  pregnancy.  Mr.  d'Andrade  observed 
blood  to  ooze  from  the  healthy  skin  of  the  left  breast,  and  of  the 
right  forearm.  The  blood  exuded  showed  red  and  white 
globules  under  the  microscope.  The  skin -hemorrhage  recurred 
every  month  or  two.  Subsequently  blood  oozed  from  the  fore- 
head. 

The  following  case,f  which  occurred  in  St.  George's  Hospital 
in  1872,  under  the  care  of  Dr.  John  Clarke,  is  so  complete 
in  its  history,  and  go  illustrative  of  several  important  points  in 
physiology  and  pathology,  that  I  am  induced  to  quote  it  at 
length  : — 

"  J.  0  ,  aged  eighteen,  was  admitted  into  the  hospital  on 

May  30th,  1872.  The  history  of  the  case  is  as  follows  : — Her 
family  were  healthy.  She  was  single,  and  had  never  seen  any 
catamenial  discharge ;  but  for  three  months  before  admission 
she  had  from  time  to  time  suffered  pain  at  the  lower  part  of  the 
back  and  between  the  shoulders.  During  these  attacks  of  pain 
she  had  bleeding  from  the  nose  and  gums,  which  lasted  about 
a  week,  and  then  ceased,  returning  again  after  the  interval  of 
one  month.    For  two  or  three  weeks  before  she  came  into  the 

*  Trans,  of  Med.  and  Phys.  Soc.  of  Bombay.    Bombay,  1862. 
f  Lancet,  1872. 
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hospital  she  had  had  great  irritability  of  her  skin,  to  relieve 
which  she  had  recourse  to  scratching  ;  but  this  gave  rise  to  im- 
mediate bruising  of  the  parts.  For  four  months  past  she  had 
complained  of  pain  in  the  left  side,  accompanied  with  difficulty 
of  breathing,  cough,  and  spitting  of  blood.  She  had  never  had 
rheumatic  fever;  but  about  five  years  ago  she  suffered  from 
chorea. 

"  On  admission  she  was  very  anaemic,  the  lips  and  conjunctivae 
being  almost  bloodless.  She  suffered  from  shortness  of  breath, 
and  had  frequent  bleedings  from  the  nose,  mouth,  and  skin. 
She  said  she  had  never  menstruated.  There  were  haemorrhagic 
spots  on  the  tongue,  inside  the  lips,  and  on  the  gums.  Some  of 
the  spots  on  the  tongue  were  as  large  as  half  a  split  pea,  and 
the  tip  was  so  covered  with  ecchymoses  that  it  had  the  resem- 
blance of  a  strawberry.  The  lips  were  cracked,  and  on  the 
inner  side  were  numerous  ecchymosed  spots.  The  surface  of 
the  chest  was  more  or  less  marked  with  these  haemorrhages,  but 
here  some  of  the  spots  could  be  picked  off.  At  the  places  where 
scratching  had  been  practised  there  were  distinct  bruises.  On 
the  legs  and  thighs  the  spots  had  more  the  character  of  the 
haemorrhages  seen  in  purpura.  In  many  places  the  blood 
seemed  to  have  actually  exuded  from  the  skin,  as  they  could 
readily  be  lifted  off;  but  there  was  no  evidence  that  mechanical 
means  had  been  employed  to  produce  them.  For  four  or  five 
days  she  had  suffered  from  epistaxis.  On  examining  the  chest, 
a  loud  mitral  murmur,  most  marked  at  the  apex,  was  heard,  the 
heart's  action  being  very  irregular  and  rapid.  The  lungs  were 
resonant,  and  air  freely  entered  ;  but  the  breathing  was  rapid 
and  laboured  even  after  slight  exertion.  There  was  a  trouble- 
some cough,  and  occasionally  the  patient  spat  blood.  There 
was  no  vaginal  orifice  ;  the  small  cavity  representing  the  canal 
of  the  vagina  ended  in  a  cul-de-sac,  and  was  not  deep  enough 
to  hold  a  teaspoonful  of  fluid.  The  urethra  was  in  the  middle 
of  this  cavity.  The  labia  majora  were  well  formed,  but  small, 
and  there  was  an  ordinary  amount  of  pubic  hair.  The  space 
between  the  rectum  and  the  urethra  measured  about  half  an 
inch.  On  passing  the  finger  into  the  rectum,  no  uterus  could 
be  discovered  ;  and,  when  a  catheter  was  introduced  into  the 
bladder,  it  could  be  distinctly  felt  through  the  anterior  wall  of 
the  rectum.  Numerous  ecchymoses  were  present  on  the  inner 
side  of  the  labia  majora.  The  patient  was  ordered  beef- tea, 
milk,  and  eggs. 

"  May  31st. — Breathing  easier  ;  ecchymoses  still  come  out ; 
bleeding  from  nose  and  gums  about  the  same  as  above. 
Ordered  two  drachms  of  infusion  of  digitalis,  and  twenty 
minims  of  tincture  of  perchloride  of  iron,  to  be  taken  every 
four  hours  with  some  spirits  of  nitrous  ether.  At  night  to  have 
a  purge  composed  of  ten  grains  of  calomel  and  colocynth  pill. 
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"  June  1st. — Medicine  to  be  discontinued  and  purgatives  to 
be  administered.  The  patient  complained  in  the  evening  of 
feeling  faint. 

"  2nd. — Bowels  have  acted  freely  ;  epistaxis  much  diminished  ; 
complains  of  feeling  sick ;  has  vomited.  To  have  some  hydro- 
cyanic acid  and  soda  mixture  every  four  hours. 

"  3rd. — Spots  gradually  fading  ;  bleeding  from  nose  and  gums 
nearly  stopped.    Purgative  medicine  to  be  discontinued. 

"  8th. — Gradually  improving. 

"  The  patient  continued  to  improve  till  June  11th,  when  the 
breathing  became  much  embarrassed,  and  accompanied  with 
severe  palpitation  of  the  heart,  cough,  and  spitting  of  blood, 
death  taking  place  at  3  p.m.,  consciousness  remaining  till  the 
last. 

"Autopsy. — Body  well  nourished  ;  limbs  and  trunk  covered 
with  ecchymoses.  Mammae  fairly  well  developed,  but  nipples 
small.  Colour  of  the  hair  light  brown.  On  opening  the 
thorax  the  pleurae  were  found  to  be  spotted  with  ecchymoses. 
The  lungs  were  ©edematous,  and  gorged  with  blood.  The 
pericardial  cavity  contained  a  small  quantity  of  light-red  fluid, 
but  the  walls  were  dotted  with  haemorrhagic  spots,  especially 
the  visceral  wall.  The  endocardium  at  the  upper  part  of  the 
left  ventricle  was  thickened  and  opaque.  The  aortic  valves 
were  thick,  puckered,  and  inefficient ;  the  mitral  valve  thickened, 
and  so  contracted  that  the  orifice  would  only  admit  the  tip  of 
the  little  finger.  The  muscular  walls  of  the  right  ventricle  and 
left  auricle  much  hypertrophied.  The  liver,  spleen,  and  kidneys 
did  not  present  any  abnormal  appearance.  The  ovaries  were 
very  well  developed  and  congested,  and  contained  a  recent  false 
corpus  luteum.  The  uterus  was  absent  (evidently  congenitally) , 
only  a  small  nodule  of  fibrous  tissue  beiug  found  in  the  folds  of 
peritoneum  between  the  rectum  and  the  bladder." 

Here  we  see  exhibited  in  a  striking  manner  the  influence  of 
ovulation  upon  the  system.  There  being  no  uterus,  the  men- 
strual blood  sought  outlet  in  almost  every  direction,  and  the  func- 
tion failing,  the  patient  died.  The  case  is  extremely  valuable, 
as  showing  that  absence  of  the  uterus  or  its  imperfect  develop- 
ment does  not  imply  defective  development  of  the  ovaries. 
Possibly  an  operation  for  the  construction  of  a  vagina  to  open  a 
communication  with  the  rudimentary  uterus  might  have  been 
of  service. 

These  cases  of  vicarious  menstruation  prove  how  intense  is 
the  effort  of  Nature  to  seek  an  outlet  for  blood.  They  seem  to 
show  that  the  tension  of  the  vascular  system  becomes  general 
when  the  outlet  by  the  uterine  mucous  membrane  is  not  free. 
This  general  tension  is  illustrated  by  the  frequent  sensation 
complained  of  by  sufferers  from  amenorrhcoa  and  dysmenorrhcea, 
of  "  those  things  flying  to  the  head,"  evidenced  by  headache, 
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vertigo,  and  epistaxis.  These  phenomena  of  vascular  tension 
suggest  that  the  rational  treatment  consists  in  diminishing  ten- 
sion by  purgatives  and  leeches,  or  by  cupping. 

Two  conditions  in  the  healthy  subject  suspend  menstruation — 
Pregnancy  and  Lactation.  The  arrest  of  menstruation  is  the 
most  familiar  presumptive  evidence  of  pregnancy.  The  law  is, 
that  from  the  moment  of  conception  menstruation  is  stopped, 
and  does  not  return  until  the  child  is  weaned.  Many  excep- 
tions, however,  occur.  Some  of  these  are  apparent  rather  than 
real.  When  pregnancy  occurs,  the  lining  membrane  of  the 
uterus,  being  wanted  for  the  new  function  of  connecting  the 
impregnated  ovum  with  the  uterus,  undergoes  a  remarkable 
change  of  structure.  If  it  were  now  to  pour  out  blood,  the 
relation  of  the  ovum  to  the  uterus  would  be  disturbed,  and 
abortion  would  ensue.  In  fact,  this  not  seldom  does  occur. 
Notwithstanding  the  general  truth  of  the  theory  of  the  Genesial 
Cycle,  so  well  described  by  Tyler  Smith,  which  expresses  the 
law  of  the  successive  domination  of  the  ovaries,  uterus,  and 
breasts  in  the  woman,  it  is  certain  that,  although  during  preg- 
nancy and  lactation  the  ovaries  are  comparatively  subdued  or 
quiescent,  ovulation  occasionally,  if  not  always  goes  on.  Negrier 
and  Scanzoni  have  especially  insisted  that  pregnancy  does  not 
arrest  ovulation.  If  in  the  majority  of  cases  we  miss  the 
common  proof  or  exponent,  menstrual  discharge,  yet  the  other 
signs  of  ovarian  activity  are  frequently  present.  There  is  a 
monthly  molimen  or  nisus,  marked  by  greater  turgidity  aud 
accumulation  of  blood  in  the  pelvic  organs.  Hence  the  epochs 
when  the  return  of  the  menses  is  due  are  those  when  abortion  is 
most  likely  to  happen.  The  influence  of  ovulation  is  also  seen 
in  the  later  months  of  gestation,  markedly  when  the  placenta 
grows  to  the  lower  or  cervical  zone  of  the  uterus.  In  this  case 
hemorrhages  are  apt  to  break  out  at  the  menstrual  epochs. 
And  generally  premature  labour  is  more  likely  to  occur  at  these 
than  at  intermediate  periods. 

But  menstrual  hemorrhage  may  occur,  especially  during  the 
first  three  months  of  gestation,  without  interfering  with  the 
relations  of  the  ovum  to  the  uterus.  This  may  be  explained  in 
two  ways  :  First,  the  blood  may  be  poured  out  from  the  free 
surface  of  the  decidua  vera  lining  the  inferior  zone  of  the 
uterus,  and  even  from  the  free  surface  of  the  decidua  reflexa. 
Secondly,  it  may  exude  from  the  congested  cervical  cavity. 
This  is  especially  likely  to  occur  when  there  is  ulceration  or 
abrasion  of  the  os  or  cervix,  or  inflammatory  congestion. 

Menstruation  during  lactation  is  much  more  frequent  than 
during  gestation.  Although,  normally,  the  breasts  are  now  in 
the  ascendant,  the  ovaries  are  not  always  dormant.  Many  women 
really  menstruate  throughout  lactation,  and  not  infrequently, 
in  spite  of  suckling,  pregnancy  occurs.   In  the  majority,  perhaps, 
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menstruation  is  in  abeyance  for  nine,  ten,  eleven,  or  twelve 
months  if  suckling  is  kept  up.  Some  women,  hoping  to  post- 
pone pregnancy,  go  on  suckling  for  fifteen,  eighteen,  or  even 
twenty-four  months.  Only  a  certain  proportion  succeed  in 
their  object.  After  nine  months  the  ovarian  excitement  usually 
becomes  too  strong  to  be  subdued  by  the  more  languid  activity 
of  the  breasts,  menstruation  reappears,  the  milk  dries  up,  and 
pregnancy  often  quickly  follows. 

In  other  suckling  women,  however,  the  menstruation  is  chiefly 
apparent.  From  imperfect  involution  of  the  uterus  after  labour, 
from  congestion,  from  abrasions  or  ulcerations  of  the  os  and 
cervix  uteri,  or  from  disorder  of  remote  organs,  discharges  of 
blood,  which  may  or  may  not  be  periodical,  occur.  If  these 
irregular  haemorrhages  are  much  protracted,  excessive  in  quan- 
tity, and  present  marked  deviations  from  periodicity  in 
recurrence,  it  may  be  concluded  that  there  is  a  morbid  factor, 
local  or  remote,  which  calls  for  investigation.  In  very  impres- 
sionable or  nervous  women,  the  mere  act  of  applying  the  child 
to  the  breast  will  cause  a  discharge  of  blood  from  the  uterus, 
offering  one  example  of  the  many  of  the  intimate  correlation 
between  the  ovaries,  the  uterus,  and  breasts. 

It  is  convenient  here  to  notice  the  influence  menstruation 
exerts  upon  the  milk.  It  is  generally  believed  that  the  milk  is 
injuriously  affected ;  and  common  observation  shows  that  the 
suckling  is  often  griped,  or  has  diarrhoea,  at  the  nurse's  monthly 
periods.  Raciborski,  indeed,  says  the  milk  is  not  sensibly 
altered  in  its  properties ;  it  simply  appears  to  be  less  rich  in 
cream.  I  have,  however,  observed  that  colostrum-globules  were 
reproduced  at  every  menstrual  epoch.  And  it  must  be  borne  in 
mind  that  the  activity  of  the  ovaries  renders  the  nurses  more 
susceptible  to  moral  impressions  and  to  emotions.  The  influence 
of  emotion  in  disturbing  the  milk  cannot  be  doubted.  In  the 
contention  for  supremacy  the  ovary  is  pretty  sure  to  win.  If  the 
woman  is  exposed  to  sexual  relations,  active  ovulation  and  men- 
struation are  very  likely  to  be  quickly  resumed.  Thus,  in  spite 
of  suckling,  impregnation  often  occurs  within  two  or  three  months 
of  delivery ;  and  not  a  few  women  fall  pregnant  within  six  months 
"  without  seeing  anything  between."  On  the  other  hand, 
women  who  have  become  widows  before  or  soon  after  delivery, 
and  lived  a  single  life  afterwards  out  of  a  feeling  of  concentrated 
affection,  keep  up  lactation  for  eighteen  months  or  two  years 
without  a  return  of  menstruation.  But  this,  perhaps,  they 
could  not  have  done  had  the  ovaries  been  subject  to  the  excite- 
ment of  married  life. 

As  a  rule,  nursing  women  continue  unfruitful  until  the  activity 
of  the  mammary  secretion  has  remitted,  this  remission  being 
shown  by  the  necessity  of  adding  foreign  substances  to  the 
infant's  food. 
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We  may  now  attempt  to  trace  the  local  and  constitutional 
reactions,  that  is,  the  symptoms  or  concomitants  of  menstruation. 
First,  the  local  conditions.  There  is  congestion  or  hyperemia  of 
all  the  genital  system  ;  ovaries,  uterus,  and  breasts  swell  and 
become  turgid.  Scanzoni  had  an  opportunity  of  directly 
observing  this.  In  a  remarkable  case  of  inguinal  hernia,  the 
contents  of  the  sac  included  the  uterus  and  ovaries.  He  found 
these  organs  to  swell  and  become  painful  to  the  touch  at  every 
menstrual  period.  Conception  took  place  twice  whilst  the  uterus 
was  in  the  sac  (Beitrage,  1871).  Many  women  are  conscious  of 
a  sense  of  fulness,  weight,  and  pain  in  the  region  of  the  ovaries, 
which  points  to  the  distention  of  these  organs.  Then  there  is 
the  evidence  of  post-mortem  inspection  of  the  ovaries  of  women 
dying  during  menstruation,  which  shows  them  to  be  full  to  the 
point  of  bursting  with  blood.  Indeed,  when  an  ovum  escapes 
there  is  an  actual  rent  in  the  capsule  of  the  ovary ;  in  some  cases 
phenomena,  in  a  certain  sense  traumatic,  as  severe  pain,  a  kind  of 
shock,  are  present. 

The  state  of  the  uterus  has  been  partly  described.  The 
mucous  membrane  overgorged,  actually  allows  blood  to  ooze 
from  its  surface.  The  bulk  of  the  uterus  is  increased.  This  may 
be  determined  by  its  greater  weight  as  ascertained  by  touch, 
and  by  examination  between  the  two  hands.  The  vagina  also  is 
more  vascular  and  turgid. 

The  breasts  sympathize  with  the  pelvic  molimen.  They  swell 
visibly,  become  firmer,  sometimes  painfully  hard.  This  is 
especially  the  case  at  the  age  when  menstruation  is  being 
established.  Under  the  ovarian  stimulus  the  breasts,  like  the 
uterus,  actually  grow ;  they  assume  their  full  development  or 
evolution.  So  great  is  the  activity  thus  provoked,  that, 
occasionally,  this  rapid,  almost  sudden,  action  passes  the 
physiological  boundary ;  the  glands  present  nodular  masses, 
extremely  tender  to  pressure;  they  may  even  inflame,  and  I 
have  seen  these  phlegmons  form  abscesses  in  the  breasts  of 
virgins,  produced  apparently  under  this  sole  ovarian  excitation. 
This  is  in  strict  analogy  with  the  history  of  the  production  of 
phlegmons  in  the  breast  after  labour.  I  have,  however,  suspected, 
in  some  cases,  that  libidinous  manipulation  of  the  breasts  was  in 
some  degree  concerned.  The  formation  of  abscesses  is,  indeed, 
rare  ;  but  it  is  not  rare  to  find  at  puberty  nodular  painful  points 
in  the  breasts,  which  give  rise  to  great  anxiety  as  to  their  real 
nature.  Howsoever  rare  and  improbable  cancer  of  the  breast 
may  be  in  young  girls,  it  is  not  always  easy  to  allay  the  appre- 
hension that  it  exists.  Mere  surgical  examination  is  not  always 
enough  to  establish  a  decisive  diagnosis,  affirmative  or  negative. 
At  any  rate,  I  have  known  surgeons  of  great  experience  at  fault 
in  these  cases  ;  and  it  was  only  on  further  consultation  that,  in 
two  instances,  I  rescued  the  patients  from  undergoing  needless 
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amputation  of  the  breast.  In  considering  these  cases,  then,  we 
must  make  great  allowance  for  the  physiological  stimulus,  and 
deliberate  well,  calling  Time,  which  solves  so  many  problems, 
into  consultation. 

These  local  conditions  are  usually  well  marked  throughout 
menstrual  life.  But  the  remote  or  induced  phenomena  are 
generally  more  strongly  characterized  at  the  first  appearance  of 
the  function.  The  following  description,  however,  whilst  it 
applies  more  strongly  to  the  first  menstrual  periods,  will  serve, 
with  modifications  in  degree,  for  the  subsequent  menstrual 
history. 

The  vascular  excitement  of  the  genital  organs  cannot  fail 
to  affect  other  parts  of  the  body  and  the  general  system.  The 
nervous  centres,  especially,  feel  and  respond  to  and  sympathize 
with  the  altered  condition  of  the  genital  system. 

In  most  instances,  there  are  prodromata,  forerunning  signs, 
the  significance  of  which  is  well  known  to  the  subject.  These, 
like  the  signs  which  occur  at  later  stages,  will  vary  in  different 
individuals.  In  women  whose  health  is  good,  whose  organs 
are  perfectly  adapted  to  the  easy  performance  of  their  function, 
the  prodromata  are  scarcely  noticed,  and  all  the  phases  of  men- 
struation are  gone  through  with  little  or  no  local  or  general 
disturbance.  In  such  persons  a  slight  sense  of  fulness  in  the 
pelvis,  some  little  perturbation  of  the  circulation,  signs  suggest- 
ing plethora,  are  speedily  followed  by  the  flow  which  brings 
complete  relief.  All  sense  of  trouble  passes  away  with  a 
momentary  lassitude,  that  does  not  compel  to  the  interruption 
of  ordinary  duties.  Such  persons  are  often  more  cheerful  and 
animated  at  the  menstrual  periods ;  their  ideas  flow  more 
brightly  ;  their  emotions  are  more  kindly. 

But  in  a  very  large  proportion  of  women  things  do  not  run 
so  smoothly.  In  many  the  function  is -performed  with  more  or 
less  difficulty,  and  causes  more  or  less  general  disturbance. 
This  may  arise  from  one  of  two,  or  a  combination  of  the  two, 
circumstances.  The  subject  may  be  of  excessively  impressible, 
nervous  temperament,  stirred  too  readily  and  immoderately  by 
ordinary  excitation.  Or,  secondly,  there  may  be  local, 
mechanical,  or  other  hindrances  to  the  fulfilment  of  the  men- 
strual acts.  Or  the  two  conditions  may  be  combined.  In 
either  of  these  cases,  not  only  may  the  prodromata  be  severe, 
but  the  stage  of  menstruation  itself  will  be  attended  with  suffer- 
ing, and,  even  when  the  function  is  fairly  completed,  distress 
will  not  be  altogether  allayed. 

Amongst  the  prodromata  are  pain  in  the  pelvis,  a  sense  of 
fulness,  backache,  pain  especially  in  one  iliac  region,  and  radia- 
ting down  the  thighs.  The  alimentary  canal  reveals  the  im- 
pression made  upon  the  ganglionic  centre  by  vomiting  and 
diarrhoea.    Lassitude,  to  the  extent  of  prostration,  seizes  the 
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patient.  The  mind  is  always  more  or  less  disturbed.  Percep- 
tion, or  at  least  the  faculty  of  rightly  interpreting  perceptions, 
is  disordered.  Excitement  to  the  point  of  passing  delirium  is 
not  uncommon.  Irritability  of  temper,  disposition  to  distort 
the  most  ordinary  and  best  meaning  acts  or  words  of  surround- 
ing persons,  afflict  the  patient,  who  is  conscious  of  her  unreason, 
and  perplex  her  friends,  until  they  have  learned  to  understand 
these  recurring  outbursts.  Despondency  to  the  verge  of  melan- 
choly, violence  to  the  verge  of  mania,  impulse  ungovern- 
able to  the  verge  of  monomania,  false  ideas,  distorted  judg- 
ment to  the  verge  of  delusion,  and  sometimes  overstepping  the 
boundary,  render  the  sufferer  for  a  time  really  irresponsible. 
Lunatic  asylums  offer  numerous  examples  of  comparative 
abeyance  of  the  usual  manifestations  of  insanity  during  the 
intermenstrual  periods,  and  of  their  exacerbation  when  the 
catamenia  return.  Not  even  the  best  educated  women  are  all 
free  from  these  mental  disorders.  Indeed,  the  more  prepon- 
derant the  nervous  element,  the  greater  is  the  liability  to  the 
invasion.  Women  of  coarser  mould,  who  labour  with  their 
hands,  especially  in  outdoor  occupations,  are  far  less  subject  to 
these  nervous  complications.  If  they  are  less  frequently  ob- 
served ;  if  they  less  frequently  drive  refined  women  to  acts  of 
flagrant  extravagance,  it  is  because  education  lends  strength  to 
the  innate  sense  of  decorum,  and  enables  them  to  control  their 
dangerous  thoughts,  or  to  conceal  them  until  they  have  passed 
away. 

In  other  cases  the  ovarian  excitation  evokes  a  fit  of  what  is 
called  hysteria.  This,  too,  is  sometimes  to  a  great  extent  kept 
in  subjection  by  a  determined  will ;  but  when  once  this  habit 
has  grown,  the  attack  is  usually  irrepressible.  I,  as  well  as 
other  physicians,  have  observed  cases  in  which  a  fit  of  eclampsia 
has  ushered  in  menstruation.  In  some  of  these  there  existed 
an  hereditary  or  other  predisposition  to  this  form  of  convulsion  ; 
but  still  the  exciting  action  of  ovulation  was  clear.  Sometimes 
stupor  or  lethargy  is  the  prominent  symptom,  but  this  is  more 
frequent  as  a  result  of  hysteria  or  eclampsia.  Associated  occa- 
sionally with  hysteria,  or  independent  of  it,  erotic  passion  is  the 
prominent  symptom.  When  this  occurs,  the  lapse  into  insanity 
is  often  near.  After  committing  the  grossest  excesses,  which 
may  for  a  time  be  attributed  to  moral  depravity,  the  disorder 
passes,  perhaps  suddenly,  into  unmistakeable  mania,  and  seclu- 
sion becomes  necessary. 

A  remarkable  fact  amongst  the  phenomena  of  menstruation 
is  the  effect  on  pigmentation.  The  complexion  is  commonly 
changed ;  it  loses  its  clearness,  becomes  dull  or  sallow,  and  a 
dark,  even  black  ring,  especially  marked  in  brunettes,  is  traced 
around  the  eyes.  This  is  often  so  conspicuous  as  to  reveal  to 
the  initiated  what  is  going  on.    It  is  similar  to  the  state  of 
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pigmentation  wrought  by  pregnancy,  and  thus  affords  evidence 
of  the  analogy  or  relation  between  the  two  states.  Dr.  Lay- 
cock  says  excessive  pigmentation  is  brought  about  by  imper- 
fect oxidation  of  the  carbon  ;  that  by  imperfect  elimination  of  the 
carbon,  in  deficient  menstruation,  diseases  of  the  liver  and 
kidneys  are  induced ;  and  that  these  conditions  are  promoted 
by  the  excessive  production  of  carbon  from  the  use  of  highly 
carbonised  food. 
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DISORDERED  MENSTRUATION  (PARAMENIA,  W.  FARR) — 
AMENORRHCEA. 

The  departures  from  the  ordinary  character  of  healthy  menstrua- 
tion  are  conveniently  classified  under  amenorrhcea,  including 
deficiency  of  the  flow;  Menorrhagia  indicating  excess,  and 
dysmenorrhcea,  indicating  that  the  function  is  performed  with 
difficulty  and  pain.  These  terms,  like  so  many  others  we  are 
obliged  to  use  in  medicine,  do  not  represent-  any  definite  dis- 
ease, but  are  simply  general  descriptions  of  symptoms.  Under 
each  of  them  the  most  widely  differing  pathological  conditions, 
mechanical  and  systematic,  are  grouped.  Many  different  patho- 
logical conditions  may  alike  lead  to  one  symptom  that  shall  be 
more  prominent  than  the  rest.  That  symptom  is  the  first 
thing  that  fixes  attention,  and  for  which  the  patient  seeks 
advice.  It  is  the  business  of  the  physician  to  analyse  the 
patient's  condition,  and  to  discover,  if  he  can,  what  are  the 
associated  phenomena,  and  what  is  the  cause  of  the  leading 
symptom.  This  is  the  method  we  are  daily  forced  to  adopt  at 
the  bedside.  It  is  not  so  illogical  as  it  appears  ;  it  is  eminently 
practical;  it  exercises  the  diagnostic  faculty  in  the  most  in- 
vigorating manner,  and,  if  rightly  pursued,  leads  to  the  soundest 
knowledge,  at  once  the  most  satisfying  to  the  physician,  and 
the  most  profitable  to  the  patient.  We  will,  then,  take  the 
symptom,  amenorrhcea,  search  out  the  conditions  upon  which  it 
depends,  and  study  the  various  forms  it  presents. 

Some  authors  associate  with  primitive  absence  of  men- 
struation those  cases  in  which  the  menses  are  retained  by 
closure  of  the  genital  canal.  Logically  and  pathologically,  it 
is  obviously  more  rational  to  consider  these  cases  apart.  They 
will  be  discussed  under  "Betention"  and  "Atresia."  The 
amenorrhcea  here  is  not  real.  There  is  secretion,  but  excretion 
is  mechanically  hindered ;  menstruation  is  occult.  The  most 
rational  division  of  amenorrhcea  is  into — 1.  Primitive,  that  is, 
the  flow  has  never  taken  place;  2.  Accidental,  or  secondary, 
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that  is,  the  function  has  at  some  time  been  established,  but  has 
subsequently  been  suppressed. 

Primitive  Amenorrhea. — The  appearance  of  menstruation  may 
be  retarded  for  one  or  two  years  beyond  the  usual  age  without 
any  obvious  derangement  of  health.  But  in  a  large  number  of 
cases,  concurrently  with  non-menstruation,  a  remarkable  con- 
dition of  the  general  system  is  observed,  to  which  the  name 
chloro-ancemia  or  chlorosis,  vulgo,  green-sickness,  is  given.  A 
marked  feature  of  this  condition  is  a  great  diminution  of 
the  red  corpuscles  of  the  blood,  and  a  consequent  excessive 
proportion  of  water.  A  thin,  pale  blood,  incapable  of  carrying 
on  efficiently  the  functions  of  nutrition,  respiration,  or  circu- 
lation, flows  languidly  in  the  vessels.  Every  organ,  every 
tissue  feels  the  want  of  adequate  nourishment  and  stimulus. 
The  skin  and  mucous  membranes  present  a  peculiar  pallor 
tinged  with  green.  The  patient  is  unwilling  to  make  any 
exertion,  and  even  the  most  moderate  effort  is  followed  by 
mental  and  physical  prostration,  or  an  outburst  of  hysteria. 
The  taste  and  appetite  are  often  depraved.  The  ordinary  diet, 
as  meat  or  fish,  is  rejected  with  loathing.  The  craving  is 
usually  for  fruit,  cucumbers,  pickles,  vinegar,  or  things  in 
which  sourness  predominates.  It  is  more  than  probable  that 
the  craving  for  these  things  is  the  cry  of  Nature  for  a  supply  of 
elements  which  the  degraded  blood  is  in  need  of ;  it  should  not, 
therefore,  be  too  absolutely  thwarted.  In  some  cases  earthy 
and  alkaline  substances  chiefly  excite  the  morbid  appetite.  The 
heart,  ill-nourished,  acts  feebly  ;  it  endeavours  by  increased 
frequency  of  beat  to  make  up  for  the  deficiency  in  quality  of 
the  blood  it  sends  into  the  general  system.  It  is  easily  excited 
to  hurried  action,  which  assumes  the  well-known  character  of 
palpitation,  and  which  may  on  pushing  exertion,  such  as 
ascending  stairs  or  hills,  too  far,  readily  lead  to  fainting. 
Excessive  irritability  of  the  heart  under  emotion  or  physical 
exertion  is  the  characteristic  condition.  Severe  pain,  more  or 
less  fixed  under  the  heart,  is  commonly  complained  of.  Head- 
ache is  very  common,  and  is  easily  induced  by  exertion  or 
emotion. 

The  watery  state  of  the  blood,  the  general  laxity  of  all  the 
tissues,  including  the  walls  of  the  capillaries,  and  the  feeble 
power  of  the  heart,  lead  to  local  stagnations  and  to  effusions  of 
serum  into  the  cellular  tissue  of  depending  parts.  The  feet 
especially  swell,  are  cold,  readily  affected  by  chilblains.  The 
hands  also  swell ;  and  this  would  be  frequently  observed,  were 
it  not  that  they  are  subject  to  constant  changes  from  the  hang- 
ing position.  The  face  gets  puffy,  bloated,  especially  so  the  loose 
tissue  of  the  eyelids.  The  muscular  system  is  flabby  and  feeble, 
incapable  of  bearing  any  strain ;  and  pains  in  the  muscles  are 
easily  induced  by  even  moderate  exertion. 
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Depending  upon  a  similar  systemic  condition  we  occasionally 
see  those  nodules  of  limited  hyperaemia,  ecchymosis,  and  hyper- 
plasia, which  are  known  as  erythema  nodosum.  These  chiefly 
appear  in  the  legs,  but  sometimes  also  in  the  arms.  They 
indicate  the  extreme  debility  of  the  walls  of  the  vessels,  and  of 
the  surrounding  tissues,  which  in  their  healthy  state  contribute 
so  much  to  the  support  of  the  vessels. 

The  normal  flow  of  blood  is  not  uncommonly  replaced  by  a 
periodical  watery  discharge.  This  must  be  regarded  as  men- 
struation. The  vascular  system  yields  under  the  ovarian  stimu- 
lus the  best  substitute  for  healthy  blood  which  it  can  afford. 
This  may  be  called  "imperfect  menstruation"  In  these  and 
other  cases  it  is  not  uncommon  to  note  a  persistent  leucorrhoea, 
This  form  of  leucorrhoea  is  one  of  those  which  are  not  the 
result  of  some  physical  lesion  justifying  local  examination. 
The  discharge  seems  due  to  relaxation  or  want  of  tone  in  the 
vessels  and  mucous  membrane.  It  commonly  ceases  when 
healthy  menstruation  is  restored. 

In  every  case  in  which  the  deficiency  of  red  globules  is 
marked,  a  blowing  sound,  recognised  as  the  anaemic  bruit,  is 
heard  at  the  base  of  the  heart,  and  extending  along  the  arterial 
trunks  of  the  neck.  Where  this  deficiency  is  extreme  there  is 
commonly  heard  in  the  jugular  veins  that  peculiar  and  charac- 
teristic noise  known  as  the  bruit-de-diable,  or  the  Grerman 
"  Nonnengerausch." 

This  sound  gives  not  only  precise  diagnostic  indication  of  the 
malady,  but  its  intensity  affords  accurate  estimate  of  its  progress. 
In  proportion  as  the  quality  of  the  blood  improves  under  treat- 
ment the  noise  diminishes.  It  appears  to  be  directly  associated 
with  the  relative  absence  of  the  red  globules.  "When  these 
are  present  in  due  proportion  the  sound  is  no  longer  heard.  I 
have  observed  this  sound  in  a  marked  degree  in  anaemia  asso- 
ciated with  menorrhagia;  and  notably  in  some  cases  where 
there  was  suspicion  of  commencing  tuberculosis. 

In  some  of  these  cases  of  associated  chloro-anaemia  and 
amenorrhcea  it  is  not  easy  to  determine  which  is  the  primary 
factor.  Is  the  want  of  menstruation  the  cause  of  the  degraded 
condition  of  the  blood  ?  Or,  on  the  other  hand,  is  the  degraded 
condition  of  the  blood  the  cause  of  the  amenorrhcea  ?  If  we 
could  tell  which  condition  came  into  existence  first,  and  which 
followed,  the  sequence,  if  constant,  would  settle  the  question. 
But  the  ovary  is  beyond  direct  observation  ;  we  are  almost 
limited  in  our  conclusions  as  to  its  activity  by  noting  the 
subordinate  phenomena  of  menstruation. 

One  fact  comes  out  prominently :  the  state  of  chloro- 
anaemia  stands  in  constant  relation  to  the  menstrual  function. 
It  seems  probable  that  at  the  age  of  puberty,  ovulation  which 
ushers  in  such  a  striking  revolution  in  the  economy,  stimulating, 
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almost  visibly,  development  of  the  whole  system,  and  remark- 
ably of  certain  organs,  takes  at  least  an  indirect  part  in  the 
function  of  blood-making.  Or  to  put  it  in  another  way  :  that 
evolution  of  the  system  at  puberty,  that  almost  sudden  bursting 
into  womanhood,  cannot  be  perfectly  accomplished,  unless  the 
ovaries  give  the  impetus.  This  is  illustrated  by  the  occurrence 
of  relapses.  For  example,  a  girl  who  has  quite  recovered  from 
one  attack  of  chloro- anaemia,  may  again  fall  into  exactly  the 
same  condition,  amenorrhoea  attending. 

Chlorosis,  says  Yirchow,  is  distinguished  from  leukaemia  in 
this:  the  entire  number  of  the  corpuscles  is  smaller.  In 
leukaemia,  colourless  corpuscles  in  some  sort  take  the  place  of 
the  red  ones,  and  a  real  diminution  in  the  number  of  the 
cellular  elements  in  the  blood  is  not  produced.  In  chlorosis  the 
elements  of  both  kinds  become  less  numerous,  without  the 
occurrence  of  any  disturbance  in  the  numerical  relation  between 
the  coloured  and  colourless  corpuscles.  Anatomical  observa- 
tions, he  goes  on  to  say,  indicate  that  the  foundations  of  the 
chlorotic  ailment  are  very  early  laid ;  for  the  aorta  and  the 
larger  arteries  are  usually,  and  the  heart  and  sexual  organs 
frequently,  found  imperfectly  developed. 

To  originate  a  new  function,  to  bring  to  perfection  a  hitherto 
unexercised  power,  makes  larger  demands  on  the  strength  than 
are  required  for  its  continued  activity.  The  feeble  phthisical 
child  fails,  as  the  time  of  womanhood  approaches,  to  men- 
struate, and  the  signs  of  chlorosis  gradually  manifest  themselves. 

Numerous  instances,  however,  are  observed  in  which  after 
menstruation  has  been  fairly  established  for  months  or  even 
years,  chloro-anaemia  almost  suddenly  makes  its  appearance, 
and  entails  suppression  of  menstruation,  partial  or  complete.  In 
many  of  these  cases  emotion  plays  an  important  part.  Jealousy, 
disappointment  in  love,  the  "  spretae  injuria  formae"  are  often 
the  immediate  antecedents.  No  one  who  has  had  a  large  expe- 
rience can  fail  to  remember  numerous  examples  of  the  powerful 
influence  of  emotion  in  altering  the  quality  of  the  blood. 

At  the  advent  of  puberty,  organs  hitherto  existing  only  in  a 
latent  or  potential  condition,  almost  suddenly  come  into  the 
foreground,  and  a  new  function  that  dominates  the  whole  system 
appears,  or  ought  to  appear.  The  perfection  of  the  ovaries 
undoubtedly  entails  the  evolution  of  the  breasts  and  uterus,  and 
provokes  a  rapid  development  of  the  whole  frame.  To  a  certain 
extent  this  general  physical  development  will  take  place, 
whether  ovulation  be  perfectly  performed  or  not.  But,  then,  to 
carry  out  the  full  change  in  the  ovaries,  certainly  a  fair  supply 
of  healthy  blood  is  requisite.  If  the  sudden  excessive  demand 
for  healthy  blood  requisite  for  this  purpose,  and  for  the  attendant 
general  physical  growth,  be  not  adequately  met,  menstruation 
will  be  hindered.    And  the  continuing,  although  impeded, 
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general  growth,  exhausting  the  blood  supply,  quickly  induces 
the  marked  blood-degeneration  which  is  so  characteristic. 
Things  once  at  this  stage,  a  vicious  circle  of  morbid  action  and 
reaction  is  established.  The  effect  in  its  turn  becomes  a  cause  of 
further  disease. 

On  the  other  hand,  it  is  observed  that  when  the  quality  of  the 
blood  has  been  improved  under  the  use  of  suitable  remedies 
and  hygiene,  menstruation  usually  returns ;  and  that  when  a 
degraded  condition  of  blood  is  induced  by  defective  nutrition, 
or  subjection  to  bad  sanitary  conditions,  menstruation  is  sup- 
pressed. 

The  influence  of  the  ovaries  is  at  times  strikingly  manifested, 
as  when,  under  the  influence  of  marriage,  ovulation  being 
stimulated,  the  chloro-ansemia  often  disappears. 

We  may,  perhaps,  best  sum  up  the  argument  by  stating  these 
propositions  :  1.  That  the  due  action  of  the  ovaries  gives  an 
important  stimulus  to  innervation,  sanguification,  and  the 
general  well-being.  2.  That  the  due  action  of  the  ovaries,  as 
of  other  organs,  depends  upon  their  being  duly  nourished  by  a 
supply  of  healthy  blood.  We  cannot  always  tell  which  factor 
is  first  in  default ;  but  whichever  it  be,  a  vicious  circle  of  action 
and  reaction  becomes  established  as  soon  as  the  one  condition 
has  induced  the  other. 

It  has  been  happily  said  that  amenorrhcea  is  a  cry  of  distress 
indicating  something  wrong  in  the  organism. 

The  opposite  condition  of  plethora  will  sometimes  delay  men- 
struation. Girls  suddenly  exchanging  a  poor  vegetable  diet  for 
one  rich  in  nitrogen,  whilst  neglecting  exercise,  are  apt  to  fall 
into  this  state. 

A  very  frequent  complaint  attending  amenorrhcea  is  acute 
pain  under  the  left  breast,  in  the  intercostal  spaces,  in  the  sacral 
region,  or  in  the  temples.  These  pains  have  often  been  described 
as  "  hysterical ; "  and  the  hysterical  knee  of  Sir  Benjamin 
Brodie  might  perhaps  be  classed  under  the  same  head.  It  is 
rather  a  form  of  neuralgia,  induced  by  the  waste  of  nervous 
force  in  wrong  directions. 

Arsenic,  iodide  and  bromide  of  potassium  are  the  most  useful 
remedies.  A  sponge  soaked  in  hot  water  held  to  the  temples 
or  other  seat  of  pain  brings  sensible  relief.  Simpson  speaks 
highly  of  nickel,  as  sulphate  or  phosphate,  in  half-grain  or  one- 
grain  doses. 

There  are  local  causes  of  primitive  amenorrhcea.  The  most 
free  from  doubt  are  absence,  defective  development,  or  disease 
of  the  ovaries  and  uterus.  Some  of  these  conditions  will  be 
discussed  under  "  Atresia."  It  is  not  easy  to  discover  defective 
development  of  the  ovaries ;  it  can  at  best  be  inferred  from  the 
existence  of  defective  development  of  the  uterus,  and  the  defect 
of  the  menstrual  functions.    But  this  is  far  from  being  constant. 
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A  small  infantine  uterus  may  be  recognised  by  the  touch,  and 
measured  by  the  sound.  The  uterus  is  sometimes  only  an  inch 
and  a  half  or  two  inches  long,  the  cervix  or  vaginal-portion  is 
very  small,  the  os  uteri  a  small  round  aperture,  and  the  body 
may  be  deflected  to  one  or  other  side.  In  these  cases  there  is 
commonly  sexual  indifference.  Simpson's  galvanic  pessary  is 
here  of  use.  It  stimulates  the  growth  of  the  uterus,  and  I 
have  several  times  seen  healthy  menstruation  established. 

Cystic  and  malignant  diseases  of  the  ovaries  are  rare  at  the 
age  of  puberty.  And  in  a  considerable  proportion  of  those  cases 
which  occur  at  a  later  period,  a  portion  of  the  gland,  adequate 
to  form  ova  which  run  through  the  normal  phases,  and  escape, 
evoking  the  attendant  phenomena  of  menstruation,  may  for  a 
long  time  resist  the  invasion  of  the  disease.  This  residuum  of 
efficient  ovary  may  easily  be  overlooked ;  its  possible  existence 
must  be  borne  in  mind  when  we  meet  with  cases  in  which  men- 
struation has  continued  concurrently  with  even  extensive  ovarian 
disease. 

But  it  must  not  be  concluded  that  absence,  or  imperfect 
development  of  the  uterus,  is  a  certain  exponent  of  absence,  or 
imperfect  development  of  the  ovaries.  For  proof  that  the 
ovaries  may  be  well  developed  and  perform  their  function, 
although  the  uterus  may  be  wanting,  I  refer  to  a  case  observed 
at  St.  Greorge's  Hospital,  and  cited  at  length  at  page  169. 

When  the  chloro-ansemia  has  lasted  some  little  time,  a  slow 
chronic  feverish  state  sets  in. 

The  treatment  of  this  form  of  amenorrhoea  should  be  governed 
partly,  at  least,  by  the  knowledge  of  the  influence  of  ovulation. 
But  here,  as  in  almost  every  case  which  the  physician  is  called 
upon  to  treat,  we  must  treat  the  symptoms,  alleviate  the  conse- 
quences of  the  disease,  as  well  as  attack  the  cause.  The  two 
indications  can  generally  be  followed  out  at  the  same  time.  Our 
first  effort,  then,  should  be  to  improve  the  condition  of  the  blood, 
since  we  can  hardly  expect  the  ovaries  to  assume  their  function 
energetically  until  they  are  properly  nourished. 

It  is  accepted  as  an  axiom  in  medicine  that,  the  blood  being 
deficient  in  red  globules,  iron  is  the  remedy  par  excellence.  This 
is  true  ;  but  it  requires  more  judgment  in  administering  it  than 
is  often  shown.  Long  clinical  experience  has  taught  me  the 
general  law,  that  in  all  states  of  blood-degradation,  whether 
resulting  from  mal-nutrition,  from  wasting  diseases,  or  from 
hemorrhages,  iron  is  ill  tolerated  at  the  beginning.  In  all 
extreme  anaemic  states  the  febrile  irritability  I  have  adverted  to 
is  liable  to  be  aggravated  by  iron,  if  rudely  and  precipitately 
"  thrown  in,"  as  the  phrase  is.  The  tongue  gets  parched  and 
brown,  indicating  a  like  state  throughout  the  alimentary  canal, 
inducing  constipation,  and  generally  impeding  nutrition ;  violent 
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headache  ensues  ;  the  pulse  rises  in  frequency.  The  true  indi- 
cation is,  first,  to  allay  vascular  irritability,  so  as  to  prepare  the 
system  to  assimilate  iron.  This  is  best  done  by  salines,  of  which 
I  believe  the  best  is  the  fresh  prepared  acetate  of  ammonia,  the 
old  spiritus  Mindereri.  If  freshly  made  it  is  not  only  more 
grateful  from  containing  a  quantity  of  carbonic  acid,  but  it  is 
more  efficacious.  A  little  nitrate  of  potash  may  sometimes  be 
usefully  added ;  and  in  almost  every  case  the  combination  of 
some  light  tonic,  as  hop,  cinchona,  or  calumba,  will  be  of 
service.  So  marked  is  the  benefit  often  arising  from  this  exhi- 
bition of  salines,  that  one  cannot  resist  the  conclusion  that  the 
blood  is  in  want  of  salines  as  well  as  of  iron,  and  that  the  saline 
material  is  the  first  want.  This  view  is  confirmed  by  what  is 
observed  in  transfusion.  In  extreme  anaemia  revival  has 
followed  the  injection  of  saline  fluids  into  the  veins. 

When  vascular  irritability  is  subdued,  when  the  secreting 
organs  have  been  brought  to  a  cleaner  and  healthier  state  by 
salines  and  aperients,  iron  may  be  cautiously  tried.  Nothing 
surpasses,  probably,  (xriffiths's  mixture.  This  also  should  be 
freshly  made.  There  is  a  special  virtue  in  nascent  combinations. 
We  can  hardly  trace  the  new  forms,  or  estimate  the  loss  sus- 
tained, in  stale  preparations.  But  it  is  very  nauseous ;  and 
modern  chemistry  has  supplied  us  with  other  excellent  pre- 
parations of  iron.  Almost  every  one  has  his  favourite  pre- 
scription. The  citrate  of  iron  and  ammonia,  which  may  be 
given  in  an  effervescent  state  if  desired,  is  an  excellent 
medicine  ;  it  is  generally  easily  borne.  I  have  long  given 
with  great  advantage  the  solution  of  acetate  of  iron.  This 
seems  easily  assimilable,  and  is,  perhaps,  the  most  agreeable  of 
all  ferruginous  preparations.  It  is  not  desirable  to  give  large 
doses.  Iron  should  rather  be  regarded  as  an  element  of  food 
than  as  a  medicine.  The  blood  wants  it ;  but  it  must  be  taken 
in  such  a  way  that  the  system  have  time  to  deal  with  it  like 
other  food-elements,  to  assimilate  it,  and  convert  it  into  blood. 
Iron  must  therefore  be  given  for  a  considerable  time  ;  that  is, 
until  the  return  of  colour  to  the  cheeks  and  mucous  membranes, 
the  vanishing  of  the  bruit-de-diable  and  the  anaemic  souffle,  and 
the  establishment  of  menstruation  announce  that  the  system 
has  regained  the  independent  power  of  carrying  on  the  function 
of  blood-making. 

Coindet  and  Boinet  extol  the  virtue  of  iodine  in  amenorrhoea. 
Trousseau  also  advises  it,  saying,  however,  that  it  comes  in  most 
usefully  after  iron.  Ever  since  I  followed  the  clinique  and 
lectures  of  this  admirable  physician  I  have  prescribed  iodide 
of  potassium  in  a  considerable  proportion  of  eases.  But  my 
observation,  whilst  confirming  most  distinctly  Trousseau's 
opinion  of  its  efficacy,  has  led  me  to  prefer  giving  it  before 
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proceeding  to  the  administration  of  iron.  It  seems  to  me  to 
occupy  an  intermediate  place  between  ordinary  salines,  which 
should  be  given  first,  and  chalybeates.  Iodide  of  potassium 
may  be  given  in  ten-grain  doses,  with  or  without  ammonia 
and  bark,  two  or  three  times  a  day. 

An  old  popular  remedy  is  saffron.  Trousseau  extols  it.  I 
have  tried  it  extensively,  but  generally  in  combination  with 
iodide  of  potassium,  so  that  I  am  unable  to  speak  positively  of 
its  independent  virtues. 

The  restorative  power  of  iron  is  often  much  increased  by  the 
addition  of  small  doses  of  strychnine.  Under  this  agent  the 
nervous  system  especially  acquires  more  tone. 

The  digestive  organs  display  the  same  sluggishness  which 
oppresses  every  function.  Constipation  is  frequent,  and  the 
peristaltic  action  of  the  bowels  requires  stimulation.  Purgatives 
are  generally  necessary,  and  the  favourite  ones  are  aloes  or 
rhubarb  combined  with  myrrh  or  other  stimulating  adjuvant. 
Hoffman  said  he  had  seen  better  results  from  Eufus'  pill — the 
"  pilula  de  tribus  " — consisting  of  myrrh,  aloes,  and  saffron, 
given  in  repeated  small  doses,  than  from  any  other  medicine. 
The  concurrence  of  experience  as  to  the  efficacy  of  this  pill 
should  rescue  it  from  neglect. 

Concurrently  with  the  use  of  these  medicaments,  diet  and  exer- 
cise must  be  carefully  studied.  The  diet  should  be  generous. 
Milk  is  especially  useful ;  but  a  fair  proportion  of  roast  meat, 
vegetables,  and  fruit  should  be  taken.  Wine,  of  which  claret, 
Carlowitz,  and  Rhine  wines  are  the  best  suited,  or  beer  should 
be  prescribed. 

Exercise,  mental  and  physical,  must  be  graduated  to  the 
strength  and  power  of  endurance  of  the  patient.  In  the 
profound  impairment  of  nutrition  which  affects  every  organ, 
the  nervous  centres  cannot  supply  the  requisite  nerve-force, 
nor  are  the  weak,  pale,  flabby  muscles  capable  of  strong 
or  sustained  exertion.  Every  tissue  has  to  be  regenerated. 
This  is  a  work  of  time,  and  during  this  period  care  must  be 
taken  to  make  exercise  keep  pace  with,  but  not  exceed,  the 
growing  strength. 

The  aim  being  to  create  or  to  restore  the  "  habit  "  of  period- 
ical menstruation,  special  care  is  indicated  to  favour  any 
molimen  that  may  reveal  itself  by  pain,  sense  of  heat  or 
weight  in  the  pelvic  organs,  or  by  nervous  or  vascular  phe- 
nomena elsewhere.  This-  may  often  be  successfully  done  by 
the  use  of  warm  hip-baths — the  addition  of  enough  mustard 
to  act  as  a  slight  rubefacient  is  sometimes  useful — warm  vagi- 
nal douche  of  plain  water,  or  even  with  the  addition  of  suffi- 
cient free  ammonia  to  communicate  a  soapy  feel  to  the  water. 
One  or  two  leeches  applied  to  the  anus  or  inside  the  thighs 
have  often  started  the  natural  uterine  secretion.    These  means 
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act  by  derivation ;  they  determine  the  afflux  of  Wood  to  the 
pelvic  organs. 

As  further  means  of  following  up  this  indication  Schoenbein 
and  Scanzoni  recommend  aloetic  enemata.  Golding  Bird  and 
Duchenne  advised  electricity.  This  agent  has  been,  I  believe, 
extensively  tried ;  but  I  am  not  aware  that  it  has  quite  ful- 
filled the  expectations  that  might  prima  facie  be  reasonably 
expected  from  it. 

Direct  excitation  of  the  uterus  has  been  resorted  to.  Light 
application  of  nitrate  of  silver  to  the  cervix  uteri  has  un- 
doubtedly been  successful.  The  catheterisation  of  the  uterus 
has  been  said  to  be  serviceable.  The  wearing  of  an  ivory 
or  metal  stem  in  the  uterus  has  also  been  advised.  The  most 
effectual  local  remedy  is  probably  the  galvanic  pessary  of 
Simpson.  But  there  are  obvious  objections  to  having  recourse 
to  these  topical  proceedings  in  single  girls,  and  the  cases  are 
not  many  in  which  less  objectionable  means  are  not  effectual. 

I  mention,  but  without  approving,  a  proposal  of  Sir  James 
Simpson  to  dry-cup  the  interior  of  the  uterus.  He  described 
the  proceeding  as  consisting  of  the  introduction  of  a  tube  like 
a  male  catheter  furnished  with  numerous  holes  at  the  end,  into 
the  uterine  cavity,  and  then  being  attached  to  an  exhausting 
syringe.  The  suction-power  attracts  blood  to  the  mucous 
surface. 

Probably  these  direct  local  excitants  or  derivants  are  the  only 
true  "  emmenagogues."  According  to  the  old  idea,  an  emme- 
nagogue  is  a  medicine  possessing  the  property  of  causing  the 
menses  to  flow,  that  is,  of  inducing  a  discharge  of  blood  from 
the  uterus.  It  is  not  clear  that  any  known  medicine  possesses 
this  property  in  a  direct  or  immediate  manner.  But  if  we 
adopt  the  modern  theory  that  menstruation  is  a  function  con- 
sisting essentially  and  primarily  in  the  ripening  and  discharge 
of  an  ovum  from  the  ovary,  and  secondarily  of  a  discharge  of 
blood  from  the  tubo-uterine  mucous  membrane,  we  shall  see 
still  further  reason  to  doubt  the  reality  of  emmenagogues.  It 
is  difficult  to  imagine  how  any  agent  we  know  of  can  in 
any  direct  or  immediate  way  determine  ovulation.  Amongst 
the  agents  capable  of  exciting  contraction  of  the  uterus,  strych- 
nine deserves  a  prominent  place.  But  whatever  influence  it 
may  have  as  an  emmenagogue,  it  owes  to  its  property  as  a 
tonic ;  certainly  it  has  no  power  of  directly  causing  the  men- 
strual flow. 

Iron,  which  enjoys  the  greatest  popular  reputation  as  an 
emmenagogue,  undoubtedly  acts  by  first  gradually  restoring 
the  quality  of  the  blood,  and  improving  general  nutrition.  If 
it  occasionally  acts  promptly,  it  may  be  supposed  that  large  doses 
of  iron  may  produce  temporary  congestion  in  the  pelvic  organs. 
But  I  have  not  met  with  unequivocal  evidence  that  it  does  so 
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act,  and  I  have  known  the  experiment  to  be  repeatedly  tried 
and  fail. 

So  in  the  amenorrhoea  of  phthisis,  menstruation  may  some- 
times return  when,  under  cod-liver  oil,  iron,  quinine,  and  suit- 
able hygienic  means,  the  disease  is  arrested,  and  a  comparatively 
healthy  hsematosis  has  been  gained.  But  no  one  would  call 
cod-liver  oil  an  emmenagogue. 

It  is  interesting  to  observe  that  those  agents  which  appear 
to  exert  a  special  influence  upon  the  uterus  are  precisely  those 
which  have  the  property  of  checking  haemorrhage  from  that 
organ  ;  indeed,  the  bleeding  is  checked  through  that  very  pro- 
perty of  causing  contraction  of  the  muscular  wall.  Thus  ergot, 
which  possesses  the  most  undoubted  power  to  originate  uterine 
contraction,  possesses  also  the  power  of  checking  haemorrhage. 
It  has  no  obvious  action  as  an  emmenagogue.  The  same 
observation  applies,  although  in  a  less  degree,  to  quinine  and 
digitalis.  I  am  informed  by  Mr.  Cockburn,  an  eminent  surgeon 
practising  in  India,  that  in  that  country,  quinine  is  specially  apt 
to  cause  abortion  in  women  of  delicate  fibre.  Dr.  Fordyce 
Barker  has  given  satisfactory  evidence  of  its  power  as  an 
oxytocic. 

Indian  hemp  again  is  credited,  I  believe  justly,  with  oxytocic 

properties ;  but  its  action  in  checking  uterine  haemorrhage  is 

even  more  certain. 

To  this  rule  galvanism  may  appear  to  be  an  exception.  The 

powers  of  galvanism  as  an  oxytocic,  and  even  in  originating 

uterine  contraction,  Dr.  Hadford  and  I  proved  some  years  ago. 
!  And  it  is  regarded  by  some  as  the  only  direct  emmenagogue. 
Many  of  the  factors  which  account  for  primitive  amenorrhoea 

will  also  induce  secondary  or  accidental  amenorrhoea.  Thus, 

defective  nutrition,  unhealthy  occupations  in  crowded,  ill-venti- 
I  lated  rooms,  blood-tainting  from  exposure  to  sewage-emanations, 
!  want  of  exercise  in  the  open  air,  which  implies  privation  of  the 
|;  wholesome  influences  of  the  sun,  will  all  prevent  the  advent  of 
I  menstruation.  It  is  a  matter  of  observation  that  girls  verging 
I  on  puberty,  sent  to  boarding-school  or  into  business  in  large 
I  town  establishments,  commonly  fail  to  menstruate,  whilst  the 
l  function  often  is  accomplished  on  their  return  to  free  life  in  the 

holidays,  or  on  return  to  the  country.  In  these  cases  the  blame 
!  cannot  always  be  assigned  to  insufficient  food,  for  girls  working 
!  in  trades  in  cities  often  get  a  more  substantial  diet  than  they 

were  previously  used  to.  What  is  wanting  is  out-door  exercise, 
I  and  less  rigorous  strain  upon  the  mind  and  body. 

Cretinism  exerts  a  remarkable  influence.  Lunier  ("  Nouveau 
|  Diet,  de  Med.  et  de  Chir.  Pratiques,"  1869)  says  "  that  puberty 

is  almost  always  held  back,  or  is  only  developed  at  the  age  of 
,  nineteen  or  twenty  in  girls,  and  later  even  in  men.    The  cretin 

remains  until  puberty  what  he  was  in  the  first  childhood,  and 
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very  often  there  is  nothing  to  distinguish  the  boy  from  the 
girl." 

Dr.  Langdon  Down  tells  me  "  that  he  is  able  to  say  with  much 
certainty  that  idiocy  retards  by  quite  two  years  the  first  appear- 
ance of  the  menses.  In  a  large  number  of  cases  it  is  much  more 
postponed,  and  sometimes  never  appears.  Necroscopic  inspec- 
tion of  idiots  reveals,  as  a  rule,  want  of  development  in  the 
ovaries  as  to  size.  Associated  with  the  non-appearance  I  have 
observed  considerable  increase  of  adipose  tissue." 

The  causes  of  arrest  of  menstruation  are  numerous.  We 
exclude,  of  course,  the  physiological  suspension  during  preg- 
nancy and  lactation.  When  an  organ  happens  to  be  in  a  state 
of  physiological  activity,  it  is  specially  liable  to  suffer  when  the 
system  is  exposed  to  any  physical  or  mental  shock.  Physio- 
logical activity  implies  hypersemia;  under  sudden  excitation 
hypersemia  readily  passes  the  physiological  boundary,  and  the 
function  which  was  in  progress  is  arrested.  Hence,  exposure  to 
cold  and  wet  during  the  menstrual  flow  will  frequently  check  it. 
It  is  said  that  some  women  wilfully  avail  themselves  of  this 
deleterious  influence,  in  order  to  escape  from  the  temporary 
abandonment  of  their  pleasures  which  menstruation  compels. 
They  encounter  a  very  serious  danger.  It  is  not  to  be  expected 
that  the  effect  will  stop  short  just  at  the  point  desired.  Ovaritis 
and  pelvic  peritonitis  are  very  likely  to  attend  this  violent  sup- 
pression, and  permanent,  even  fatal,  mischief  has  resulted.  Dr. 
Whitehead  relates  a  case  in  which  menstruation  was  suppressed 
by  cold  which  ended  in  fatal  peritonitis.  There  was  no  effusion 
of  blood.  In  another  case  the  same  physician  found  all  the 
large  sinuses  of  the  brain  distended  to  their  utmost  limit,  gorged 
with  black,  firmly-coagulated  blood ;  no  extravasation.  Men- 
struation had  been  suddenly  suppressed  by  intense  mental 
emotion.  On  the  other  hand,  it  must  not  be  concluded  that 
decided  organic  change  in  the  ovaries  necessarily  attends  the 
sudden  suppression  of  menstruation.  Aran  made  minute  exa- 
minations upon  this  point.  His  results  were  mostly  negative. 
The  absence  of  any  serious  organic  lesion  is  further  proved,  in 
many  cases,  by  the  return  of  the  menstrual  function  at  no  dis- 
tant date.  The  arrest  of  the  flow  must  therefore  be  regarded, 
in  some  cases,  as  a  reflex  phenomenon,  the  peripheral  or  centric 
irritation  which  caused  the  suppression  causing  a  diversion  of 
nerve-force  and  of  blood  in  other  directions.  It  is  analogous  to 
the  suppression  of  epistaxis  under  the  application  of  a  cold  body 
to  the  skin.  I  have  lately  seen  a  remarkably  well- developed 
young  woman  who  never  menstruated  regularly  after  receiving 
a  blow  on  the  side. 

Abrupt  suppression  is,  however,  often  marked  by  signs  of 
local  distress.  Pain,  a  sense  of  fulness  in  the  pelvis  and  groins 
are  felt.    If  examination  be  made  by  touch,  the  uterus  is  found 
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to  be  tender,  and  even  some  tumefaction  of  the  ovaries  may  be 
detected.  The  vaginal-portion  is  injected.  Constitutional  dis- 
turbance also  reveals  the  local  trouble.    The  pulse  rises. 

Uterine  and  ovarian  disease  not  seldom  entails  amenorrhoea. 
Inflammation  may  suspend  it,  but  advancing  degeneration  of 
the  ovaries  is  more  likely  to  lead  to  complete  suppression.  That 
menstruation  so  often  goes  on  notwithstanding  the  development 
of  enormous  ovarian  tumours,  is  explained  by  the  fact  that 
commonly  one  ovary  is  healthy,  or  that  where  both  are  affected, 
yet  some  portion  of  one  or  both  retains  so  much  of  its  normal 
structure  that  the  process  of  ovulation  goes  on,  whilst  the  "  habit" 
is  so  strong  that  even  slight  ovarian  nisus  provokes  the  cus- 
tomary flow  from  the  mucous  tract. 

Emotion,  sudden,  or  that  attending  a  great  change  in  the 
mode  of  life,  will  often  suspend  menstruation.  Thus  it  is  not 
uncommon  to  observe  in  young  women  absence  of  the  menses 
for  two  or  three  months  after  marriage,  naturally  giving  rise  to 
the  idea  that  pregnancy  has  begun.  This  is  often  nothing  more 
than  an  emotional  suspension.  In  like  manner,  under  the  still 
greater  emotion  of  illicit  connection,  the  same  thing  occurs. 
Passion,  depressing  news,  domestic  calamities,  have  often  caused 
so  great  a  shock  that  the  menses  have  been  arrested  even  per- 
manently. 

Amenorrhoea  frequently  follows  acute  diseases,  especially 
fevers.  Thus  I  have  seen  girls  who  had  exhibited  all  the 
characters  of  healthy  development  cease  to  menstruate  for 
months  after  recovery  from  scarlatina  or  typhoid  fever.  I  have 
known  examples  of  amenorrhoea  dating  from  simply  nursing  a 
scarlatinal  patient.  Exposure  to  the  poison  was  sufficient, 
without  the  development  of  the  fever.  In  some,  the  functions 
are  for  a  long  time  irregular,  imperfectly  performed,  and  the 
constitution  is  manifestly  impaired.  In  particular,  the  com- 
plexion seldom  regains  its  original  clearness,  growth  is  checked, 
and  the  temper  is  more  uncertain  and  irregular.  Ague  may 
have  a  similar  effect. 

In  some  cases  of  arrested  menstruation  I  have  suspected  the 
existence  of  disease  of  the  supra-renal  capsules.  In  these  the 
arrest  came  on  at  ages  between  thirty  and  forty ;  the  com- 
plexion underwent  the  most  marked  dirty  sallow  change, 
freckles  and  spots  becoming  almost  black ;  there  was  great  mental 
depression  occurring  in  fits,  and  great  emaciation. 

Associated  with  amenorrhoea,  probably  as  cause,  there  may 
sometimes  be  found  a  general  torpor  or  deficient  innervation  of 
the  sexual  system.  This  probably  implies  defective  evolution  of 
the  ovaries.  There  is  an  original  or  acquired  insensibility. 
There  is  no  sexual  feeling.  This  has  sometimes  been  observed 
to  follow  a  labour ;  but  in  many  cases  it  is  original,  and  is 
attended  by  sterility.     Attendant  upon,  or  resulting  from. 
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this  ovarian  defect,  there  is  commonly  imperfect  development 
of  the  nterus.  In  amenorrhcea  following  labour,  the  sup- 
pressed ovarian  function  is  accompanied  by  super-involution  of 
the  uterus. 

Diagnosis. — In  studying  this  question  we  must  bear  in  mind 
all  the  conditions  associated  with  amenorrhoea  ;  we  must  review 
the  history  of  the  patient,  and  of  her  present  illness.  To  trace 
the  circumstances  under  which  the  absence  of  menstruation 
commenced,  we  must  interrogate  all  the  functions,  in  order  to 
detect  disease  in  organs  unconnected  with  the  genital  system. 
The  exploration  of  the  chest  is  especially  important,  on  account 
of  the  frequent  relation  between  amenorrhcea  and  phthisis. 
And  in  many  cases  it  is  necessary  to  examine  the  vagina 
and  uterus  to  ascertain  if  there  be  any  physical  defect  or 
obstruction  to  the  excretion.  This  applies  to  married  as  well 
as  to  single  women.  The  possibility  of  pregnancy  must  not  be 
lost  sight  of.  In  women  approaching  the  climacteric  we  must 
also  consider  how  far  the  amenorrhoea  is  natural.  The  signs  of 
"  Retention"  will  be  discussed  hereafter. 

Prophylaxy. — Many  of  the  causes  of  amenorrhoea  are  avoid- 
able. Nevertheless  great  carelessness,  even  recklessness,  is 
shown  in  encountering  them.  It  ought  to  be  needless  to  insist 
upon  the  observance  of  repose,  physiological  and  physical,  at  the 
menstrual  periods,  the  avoidance  of  exposure  to  cold  or  mental 
disturbance.  Adults  may  be  expected  to  take  care  of  them- 
selves; but  young  girls  verging  upon  puberty  require  the 
watchful  care  of  a  mother.  Serious  mischief  often  arises  from 
their  being  taken  by  surprise  at  the  first  appearances.  Not  being 
forewarned,  in  their  alarm  they  may  seek  to  check  the  bleeding 
by  bathing  in  cold  water,  and  they  are  apt  to  commit  other  im- 
prudent acts  which  may  suppress  the  natural  flow,  and  lay  the 
foundation  for  serious  protracted  or  permanent  disease.  Many 
girls,  for  example,  have  never  menstruated  again. 

They  should  be  warned  then  to  dress  warmly,  to  avoid 
excitement,  and  to  keep  quiet  when  the  period  is  approaching 
and  during  the  flow. 

The  coarse,  duration,  and  consequences  of  amenorrhoea  vary. 
Where  there  is  no  organic  disease,  as  tuberculosis,  and  the  subject 
is  submitted  to  proper  hygienic  and  medical  treatment,  the 
function  is  generally  restored  in  a  few  months.  But  in  those 
cases  where  amenorrhoea  is  complicated  with,  or  dependent 
upon,  disease  in  the  heart,  lungs,  liver,  kidneys,  or  ovaries,  we 
can  look  with  no  confidence  to  the  end  of  the  symptomatic  or 
consecutive  disorder.  On  the  other  hand,  where  the  defective 
action  of  the  ovary  appears  to  be  inherent,  or  primary,  its  long 
continuance  often  entails  such  impairment  of  nutrition  and 
innervation  as  to  give  rise  to  distant  organic  disease.  Where 
there  exists  hereditary  morbid  diathesis,  especially  tubercular, 
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the  evil  winch  might  otherwise  have  remained  latent  is  very 
likely  to  be  developed. 

The  influence  of  protracted  amenorrhoea  upon  the  nervous 
system  is  almost  always  prejudicial,  and  is  sometimes  deplorable. 
The  leading  characteristic  is  want  of  power  or  tone.  The  general 
physical  condition  is  lowered ;  the  patient  is  unequal  to  more 
than  moderate  muscular  exertion ;  the  fits  of  irritable  temper 
alternate  with  torpor ;  headache  is  frequent ;  it  is  difficult  or 
impossible  to  sustain  any  mental  effort ;  memory  is  feeble  ;  and 
in  some  instances  mania  or  dementia  has  ensued. 

Amenorrhoea,  especially  if  attended  by  marked  chloro-ansemia, 
is  very  liable  to  merge  into,  to  induce  pulmonary  consumption. 

The  hygienic  care  is  of  great  importance.  Careful  watch 
must  be  kept  for  the  invasion  of  phthisis.  Hence  it  is  often 
useful  in  amenorrhoea,  whether  there  exist  any  special  cause  for 
apprehending  the  invasion  of  tubercular  mischief  or  not,  tc 
winter  in  a  mild,  pure  air,  as  in  Torquay,  Yentnor,  or  the 
South  of  France  or  Italy. 

The  treatment  of  acute  amenorrhoea  from  accidental  suppres- 
sion must  be  governed  greatly  by  the  nature  of  the  cause  of 
suppression.  If  it  be  the  result  of  cold,  a  warm  bath,  rest  in 
bed,  sudorifics,  as  acetate  of  ammonia,  ipecacuanha,  a  moderate 
opiate,  or  teribinthinate  enemata  will  be  useful. 

But  if  there  be  evidence  of  pelvic  congestion  or  inflammation, 
it  will  be  unwise  to  seek  to  provoke  the  menstrual  flow  by  local 
excitants.  If  there  be  much  pain,  increased  on  pressure,  a 
quickened  pulse  with  hot  skin,  some  leeches  applied  to  the 
groins  or  anus,  hot  fomentations  to  the  stomach,  salines,  consti- 
tute the  best  treatment.  When  the  pain  has  come  on  very 
suddenly,  and  with  great  severity,  there  is  reason  to  fear  that 
an  effusion  of  blood  has  taken  place  from  the  turgid  Fallopian 
tubes  or  ovaries  into  the  peritoneum.  This  case  will  be  dis- 
cussed under  "  Haematocele." 

Chronic  amenorrhoea  usually  falls  practically  under  the  same 
rules  as  the  primitive  amenorrhoea.  Iodide  of  potassium,  iron, 
strychnine,  suitable  hygiene,  are  our  chief  resources. 


CHAPTER  XIX. 


AMENORRHEA  FROM  RETENTION— RETAINED  MENSES  FROM 
OCCLUSION  OR  ATRESIA  OF  THE  UTERUS,  VAGINA,  OR 
VULVA,  OR  FROM  IMPERFORATE  HYMEN— OCCULT  MEN- 
STRUATION— HiEMATOMETRA. 

The  study  of  those  cases  in  which  amenorrhoea  is  only  appa- 
rent, in  which  the  secretion  is  effected,  but  is  retained  in  the 
cavities  of  the  uterus  or  vagina,  will,  for  clinical  reasons,  be 
most  conveniently  undertaken  here.  In  its  practical  bearings 
it  will  be  found  naturally  to  take  its  place  between  amenorrhoea 
and  dysmenorrhcea. 

The  history  and  symptoms  of  retained  menses  very  much 
resemble  those  of  dysmenorrhoea.  In  some  cases  they  simulate 
pregnancy.  In  other  cases,  for  a  considerable  time,  the  nega- 
tive sign  of  absence  of  the  ordinary  menstrual  flow  chiefly 
attracts  attention  ;  and  they  are  looked  upon  simply  as  cases  of 
amenorrhoea. 

The  leading  clinical  feature  is  the  combination  of  signs  of 
dysmenorrhoea  with  amenorrhoea.  And  since  retention  com- 
monly induces  enlargement  of  the  uterus,  and  hence  of  the 
abdomen,  the  combination  of  amenorrhoea  and  this  enlargement 
leads  to  the  suspicion  of  pregnancy.  When  things  have  arrived 
at  this  point,  the  character  of  the  patient,  no  less  than  the  phy- 
sical distress  and  danger,  imperatively  point  to  the  necessity  of 
an  examination. 

The  usual  history  is  as  follows :  A  girl  having  arrived  at 
puberty,  does  not  menstruate.  Month  after  month,  perhaps  for 
two  or  three  years  or  more,  pass  by,  and  nothing  is  seen.  But 
every  month,  perhaps  with  occasional  intermission  of  a  month, 
pains  in  one  or  other  iliac  fossa,  such  as  commonly  indicate 
difficult  ovulation,  are  felt ;  pain  in  the  centre  of  the  pelvis  * 
referred  to  the  uterus  follows  or  precedes,  often  of  a  forcing  or 
bearing- down  character,  that  is,  uterine  colic,  such  as  occurs 
when  the  organ  is  struggling  to  expel  something  from  its 
cavity  ;  frequently  the  pain  spreads  to  the  abdomen,  so  that 
the  patient  cannot  bear  to  be  touched,  and  suggesting  the  pre- 
sence of  peritonitis.    With  these  pains  there  is  often  flushed 


RETENTION   OF  CATAMENIA. 


193 


face,  accelerated  pulse,  headache,  vomiting,  pains  down  the  legs, 
irritation  of  the  bowels  and  of  the  bladder. 

After  a  few  days  these  symptoms  subside,  seldom  entirely ; 
and  the  patient  is  left  to  an  interval  of  comparative  ease.  But 
her  general  health  suffers.  A  degree  of  irritability  of  nervous 
system  remains.  Not  seldom,  occasional  rigors  appear,  and 
these  are  followed  by  quickened  pulse,  increased  temperature, 
nausea,  muddy  complexion ;  in  short,  the  usual  signs  of  blood- 
infection.  When  irritative,  hectic,  septicsemic,  or  pyeemic  fever 
sets  in,  the  case  is  commonly  hastening  to  a  climax  ;  and  the 
physician  is  soon  compelled  to  search  for  the  source  of  the  dis- 
order. The  periodical  pelvic  pains,  the  amenorrhoea,  and  the 
frequent  complication,  with  evidence  of  peritonitis,  direct  him  to 
the  uterus. 

In  other  cases,  the  irritative  fever,  although  existing  in  a 
minor  degree,  is  not  the  immediate  cause  of  chief  distress.  This 
is  due  to  the  distention  of  the  uterus,  or  vagina,  or  both,  pro- 
gressing so  as  to  distend  the  abdomen.  The  pain,  causing 
vomiting  and  prostration,  may  be  so  great  that  the  local  source 
cannot  be  overlooked.  The  enlarged  uterus  may  press  the 
bladder  forwards,  and  jam  it  against  the  symphysis  pubis, 
causing  retention  of  urine.  The  distress  arising  from  this,  and 
the  added  enlargement  of  the  abdomen,  admit  of  no  delay. 

In  other  cases  the  enlargement  of  the  abdomen  is  slow,  and 
the  pain  is  tolerated;  and  it  is  only  when  amenorrhoea  and 
enlargement  of  the  abdomen  excite  suspicion  of  pregnancy  that 
medical  advice  is  sought.  In  some  of  these  cases  the  history 
of  the  enlargement,  extending  over  a  longer  period  than  the 
normal  time  of  gestation,  and  other  circumstances,  indepen- 
dently of  the  moral  character  of  the  sufferer,  are  enough  to 
remove  all  doubt  of  her  chastity  from  the  minds  of  all  but  the 
censorious. 

The  governing  fact,  then,  is  retention  of  the  menstrual  fluid 
in  the  uterus  or  vagina.  There  is  secretion,  but  not  excretion. 
Menstruation  is  non-apparent,  but  it  exists.  The  proper  term, 
then,  is  not  amenorrhoea,  or  amenorrhoea  from  retention,  which  is 
a  contradiction  in  terms,  but  "  occult,  or  concealed  menstruation." 

The  ovaries  act,  the  uterus  responds,  the  menstrual  blood  is 
secreted,  but  owing  to  some  physical  obstruction  it  cannot  be 
excreted,  that  is,  it  is  retained.  These  cases  may  be  divided 
into  two  kinds  :  1.  There  is  retention  ab  initio ;  there  is  some 
congenital  defect,  or  some  condition  acquired  in  childhood  ;  2. 
The  retention  has  arisen  after  puberty,  and  most  frequently 
after  child-bearing,  and  is  the  consequence  of  an  obstruction 
acquired  after  maturity. 

We  have,  then,  to  examine  the  cases  of  Atresia  of  the  Vulva, 
Vagina,  and  Uterus,  and  the  other  defects  of  formation  which 
lead  to  retention  of  menstrual  secretion. 
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ATRESIA  OF  THE  GENITAL  CANAL. 


Atresia  (from  a  Tprjais,  a  hole)  of  the  genital  canal  may  be 
congenital  or  acquired,  primitive  or  secondary.  The  congenital 
conditions  consist  in  abnormal  formation  from  imperfect  or 
defective  or  excessive  development. 

Atresia  or  occlusion  may  be  complete  or  incomplete,  the 
degrees  of  incomplete  atresia,  of  course,  varying  greatly.  The 
incomplete  occlusions,  differing  somewhat  in  their  pathological 
and  clinical  history,  will  be  discussed  in  succeeding  chapters 
under  other  heads,  as  "  Dysmenorrhea,"  &c.  In  this  place  I 
propose  to  describe  the  history  of  occlusion,  complete,  or  so 
nearly  complete,  that  the  cases  strictly  fall  under  the  same 
category. 

Atresia  may  affect  any  part  of  the  genital  tract  from  the 
vulva  to  the  uterus,  and  even  to  the  Fallopian  tubes.  It  will  be 
convenient  to  begin  with  the  description  of  occlusion  of  the 
vulva,  and  to  ascend  from  this  point. 

Puech  distinguishes  three  kinds  of  closure  of  the  Vulva  : 
1.  Adhesion  of  the  labia  majora,  always  of  accidental  origin, 
the  result  of  inflammation  or  injury  ;  2.  Adhesion  of  the  labia 
minora,  also  the  result  of  accident,  and,  like  the  first,  chiefly 
distressing  from  impediment  to  micturition  ;  3.  Hymenial 
atresia,  the  most  common,  and  usually  spoken  of  as  imperforate 
hymen,  generally  congenital.  It  may  come  under  notice  before 
puberty  from  the  collection  of  mucus  in  the  vagina  causing  dis- 
tention, or  it  may  be  detected  soon  after  birth.  I  have  several 
times  incised  an  imperforate  hymen  in  infants. 

The  closure  of  the  vagina  may  be  congenital  or  accidental. 
The  congenital  kinds  may  be  formed  by  transverse  membranous 
septa,  composed  of  the  folds  of  mucous  membrane  with  some 
connective  tissue  or  muscular  fibres  between.  In  some  cases, 
imperforation  of  the  cervix  uteri  complicates  that  of  the  vagina. 
The  accidental  closure  of  the  vagina  is  far  more  frequent ;  it  is 
almost  always  the  consequence  of  cicatricial  contraction  after 
injury  or  inflammation.  The  walls  cohere  ;  the  vagina  is  more 
or  less  perfectly  obliterated. 

True  occlusion  or  atresia  is  commonly  the  result  of  a  cicatricial 
process  following  upon  ulceration,  granulation,  or  laceration  of 
the  os  uteri.  The  most  frequent  cause  is  laceration  or  slough- 
ing, arising  from  severe  labour,  with  or  without  instrumental 
aid.  It  has  been  caused  by  burns  suffered  during  childhood ; 
by  cauterization  of  the  os  uteri  with  potassa  fusa ;  from  cicatri- 
zation following  inflammation  in  small- pox,  scarlatina,  typhoid ; 
from  sloughing  of  the  mucous  membrane  of  the  vagina, 
from  use  of  a  too  concentrated  solution  of  perchloride  of  iron 
(Tessier,  Gaz.  des  Hop.,  1869) ;  after  amputation  of  the  cervix, 
for  want  of  sufficient  care  to  maintain  the  patency  of  the  canal 
during  cicatrization ;  also  from  advancing  senile  atrophy,  which 
produces  a  kind  of  concentric  obliteration  of  the  os.  Eoki- 
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tansky  describes  this  last  form.  I  have  seen  many  examples  of 
it.  Klob  describes  a  peculiar  form  of  obliteration  of  the  os 
externum  as  following  upon  prolapsus,  with  inversion  of  the 
vagina ;  in  these  cases  a  small  pit  alone  shows  the  seat  of  the 
os,  and  the  atresia  is  caused  by  a  milk-white  membrane  formed 
of  several  layers  of  vaginal-epithelium. 

Closure  of  the  uterus  most  frequently  takes  place  at  the  os 
internum  or  os  externum.  It  may  be  the  result  of  extrinsic 
causes,  as  from  external  pressure  of  tumours ;  from  flexions  of 
the  uterus,  more  especially  from  bending  of  the  body  forwards 
or  backwards  upon  the  neck,  so  as  to  form  an  acute  angle  at  the 
seat  of  flexion ;  from  tumefaction  of  the  mucous  membrane,  as 
from  catarrhal  or  other  inflammation  ;  from  the  growth  of 
cancerous  or  fibroid  tumours  in  the  substance  of  the  neck ;  from 
plugging  by  clots,  membranous  substances,  or  pseudoplasmata. 
These  conditions  may  be  diagnosed  from  true  atresia,  and  some- 
times may  be  relieved  by  passing  the  uterine  sound. 

Another  form  of  closure  is  due  to  the  sealing  of  the  os 
externum  or  internum  by  a  false  membrane,  as  described  by 
Naegele.  This  has  been  observed  to  take  place  during  preg- 
nancy, so  that  at  the  time  of  labour  no  os  uteri  could  be  felt. 

Absence  of  uterus,  according  to  Kussmaul,  is  very  rarely 
complete.  Even  when  exploration  is  made  by  finger  in  rectum 
and  sound  in  bladder,  a  rudimentary  uterus  may  evade  detec- 
tion by  slipping  on  one  side.  Even  on  dissection,  unless  very 
carefully  conducted,  a  rudimentary  uterus  may  escape  detection. 
In  one  case  (Perkins,  cited  by  Howship)  the  uterus,  containing 
two  pounds  of  blood,  was  found  behind  the  closed  vagina. 

An  apparently  absent  vagina  is  no  proof  of  absent  uterus. 
An  artificial  route  has  several  times  been  made  to  the  distended 
uterus.  (Amussat.) 

In  some  of  these  cases  of  absent  vagina  the  os  uteri  has 
opened  into  the  rectum  or  urethra,  and  these  canals  being  used 
by  the  intromittent  organ,  impregnation  has  occurred.  Accord- 
ing to  Dr.  Oldham,  there  is*  in  many  cases  of  closure  or  malfor- 
mation of  the  vagina,  an  original  dilatation  of  the  urethra,  a 
circumstance  which  has  embarrassed  the  examining  surgeon. 
This  enlargement  of  the  urethra  has  been  commonly  supposed 
to  be  the  result  of  accidental  or  voluntary  substitution  of  the 
urethra  as  a  copulative  organ ;  but  Dr.  Oldham  is,  no  doubt, 
right  in  recognising  it  as  pre-existing  and  independent  of  this 
use.  Dr.  Eouth  related  a  case  (Obstetrical  Trans.,  1870) 
confirmatory  of  Dr.  Oldham's  view.  It  may,  however,  be  due 
in  some  cases  to  surgical  examinations.  Uterhart*  relates  a 
case  of  nearly  complete  occlusion  of  the  introitus  vaginae  by 
cicatricial  degeneration,  in  which  the  function  of  the  vagina 

*  Berlin,  Klin.  Woehenschrift,  1869. 
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was  performed  by  the  dilated  urethra.  The  defect  was  cured 
by  operation.    The  urethra  then  contracted  to  its  normal  state. 

Spencer  Wells  (Med.  Times  and  Gaz.,  1870)  relates  cases  where 
the  meatus  was  used  for  the  vagina,  although  the  vagina  existed 
closed  by  hymen.  In  one  case  the  vagina  was  apparently 
wanting,  but  menstruation  was  regularly  performed  through  a 
small  fistula  between  the  urethra  and  anus.  This  being  incised, 
an  opening  was  made  into  a  well-formed  vagina  above,  the 
normal  os  uteri  opening  into  it. 

It  is  remarkable  that  retention  has  frequently  been  observed 
where  the  uterus  was  two-horned,  or  double.  One  uterus  is 
occluded,  and  becomes  the  seat  of  retained  menstrual  fluid, 
whilst  the  other  uterus  performs  its  function  normally,  or  is  the 
source  of  metrorrhagia.  Deces  (Bull,  de  la  Soc.  Anat.,  1854) 
tells  a  case  in  which  retention  in  one  uterus  led  to  rupture  of 
the  horn,  and  fatal  peritonitis.  Leroy  (Journ.  des  Connaiss.  Med.y 
1835)  published  a  case  in  which  there  was  occlusion  of  the  right 
uterine  neck,  retention  of  menstrual  flux,  and  formation  of  a 
tumour  reaching  to  the  umbilicus  and  simulating  pregnancy. 
Eokitansky  relates  an  important  case  (Zeitsch.  d.  Gesellch.  d. 
Aerzte,  1860).  He  dissected  a  woman  who  died  under  symp- 
toms of  pelvic  inflammation.  The  uterus  had  a  complete 
septum.  The  right  half  only  communicated  with  the  vagina, 
which  was  single.  The  left  half  was  shut  off  from  the  vagina, 
and  expanded  into  a  pouch  containing  a  dirty  ichorous  matter. 
This  pouch  formed  a  fluctuating  projection  into  the  roof  of  the 
vagina.  The  septum  between  the  two  uteri  was  perforated  by 
ulceration.  Eokitansky  concluded  that  there  had  been  im- 
prisonment of  menstrual  fluid  in  the  blind  half  of  the  uterus, 
causing,  first,  distention  of  the  cervix,  then  inflammation  and 
perforation  of  the  septum,  with  consensual  inflammation  of  the 
collateral  (left)  ovary,  leading  to  abscess  and  peritoneal  effusion. 
Dr.  Beronius  relates  a  similar  case  (Mon.  f.  Geburtsk.,  1862). 
The  distended  half  of  the  uterus  was  punctured;  but  death 
ensued  from  acute  peritonitis  in  thirty- six  hours. 

Dr.  Breisky  relates  the  following  case.*  A  girl,  when  sixteen 
years  old,  began  to  suffer  from  uterine  colics  every  four  weeks, 
no  discharge  appearing.  The  pain  was  most  severe  in  the  right 
side,  and  the  abdomen  became  gradually  larger  after  every 
period.  Constipation  and  extreme  anaemia  followed;  then 
difficult  micturition.  Suddenly  she  felt  something  burst,  and  a 
quantity  of  pale-red,  thick,  stinking  fluid  escaped,  to  her  great 
relief.  Discharge  returned  irregularly  during  a  year,  at  times 
like  thin  pus.  Breisky  punctured  by  the  side  of  the  os  uteri, 
and  let  out  a  quantity  of  pus.  He  concluded  that  the  seat  of 
•  the  abscess  was  the  right  uterus. 


*  Aroliiv  fur  C  yniikol.  ogie,  1871. 
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Gr.  Simon  relates*  a  case  of  congenital  atresia  of  the  left  half 
of  the  vagina  at  the  vulva,  with  duplex  uterus.  There  was  reten- 
tion of  menstruation  in  the  closed  half,  and  contemporaneous 
metrorrhagia  from  the  open  half. 

In  the  senile  form  of  occlusion,  pain  of  an  acute  kind  ensues 
whenever  there  is  any  secretion  forming  in  the  cavity  of  the 
uterus.  In  women  in  whom  the  menstrual  function  has  ceased, 
there  sometimes  exists  a  form  of  catarrhal  inflammation  of  the 
lining  membrane  of  the  uterus,  giving  rise  to  a  mucous  or 


Fig.  51.— (Half -size.) 

FROM  A  PREPARATION  IN  ST.  GEORGE'S  MUSEUM. 

u  dilated  uterus;  v,  dilated  vagina  above  the  seat  of  atresia,,  traversed  by  b,  a  piece  of  bougie. 
The  Fallopian  tubes  are  not  dilated. 

muco-purulent  secretion,  which,  being  retained,  produces  symp- 
toms resembling  those  from  retained  menstrual  blood.  If  the 
fluid  is  watery,  this  is  called  hydrometra.  The  uterus  seldom 
attains  a  size  comparable  to  that  observed  in  cases  of  retained 
menses ;  but  the  cavity  is  always  somewhat  enlarged.  On 
examining  by  the  finger,  the  uterus  is  felt  enlarged,  often 
retroflected  ;  the  os  externum  is  sometimes  difficult  to  make  out, 
from  the  vaginal-portion  of  the  uterus  being  atrophied,  and  so 
leaving  the  os  flush  with  the  roof  of  the  vagina.  Generally,  how- 


*  Monatsschrift  fiir  Geburtskunde,  1864. 


198  ATRESIA  OF  THE  GENITAL  CANAL. 

ever,  the  point  of  the  sound  will  penetrate  a  little  way ;  and  by 
persevering  with  gentle  pressure,  sometimes  a  passage  is  gra- 
dually found  into  the  uterus. 

There  is  a  feature  in  the  history  of  stenosis  and  atresia  of  the 
genital  canal,  which  it  is  interesting  to  describe,  on  account  of 
its  bearing  on  treatment.  Under  the  condition  of  stenosis  or 
atresia  long  persisting,  this  canal  obeys  the  same  law  which 
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Fig.  52.  — (One-third  size.) 

FROM  SPECIMEN  IN  RADCLIFFE  MUSEUM,  OXFORD— (CASE  DESCRIBED  BY  DR.  TUCKWELl)  . 

u,  cavity  of  vagina  distended;  ou,  os  uteri,  and  cavity  of  uterus  above  it  also  distended. 
Complete  occlusion  of  vulva. 

rules  over  other  canals  or  hollow  organs.  It  undergoes  retro- 
grade dilatation  above  the  seat  of  stricture.  This  is  the  almost 
inevitable  consequence  of  the  futile  attempts  of  the  muscular 
coat  to  expel  the  retained  contents.  This  successive  ascending 
dilatation  of  vagina,  cervix,  body  of  uterus  and  tubes,  is  illus- 
trated in  Figs.  51  and  52,  taken  from  preparations  in  St. 
George's  and  the  Radcliffe  Museums.  This  effect  is  seen  in  the 
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most  marked  form  in  cases  of  imperforate  hymen.  The  vagina 
being  the  most  distensible  part  of  the  canal  dilates  first, 
forming  a  large  pouch ;  then  the  cervix  uteri  is  distended ;  then 
the  cavity  of  the  body  of  the  uterus ;  and  lastly,  the  Fallopian 
tubes.  This  dilatation,  conservative  in  its  effect  by  accommo- 
dating the  contents  which  cannot  be  evacuated,  has  its  limits. 
When  these  are  reached,  the  danger  of  rupture  or  perforation 
at  the  weakest  part  is  great.  But  before  this  comes  to  pass, 
there  are  two  events  which  may  happen.  The  first  is  transuda- 
tion of  the  more  fluid  part  of  the  contents  under  the  concentric 
compression  to  which  it  is  subjected.  The  experiments  of  Dr. 
Matthews  Duncan,  to  which  I  have  before  referred,  show  that 
under  a  certain  degree  of  hydraulic  pressure,  air  or  liquids 
penetrate  the  entire  wall  of  the  uterus.  This  is  the  old  experi- 
ment of  the  Florentine  metal  globe  applied  to  organic  tissues. 
His  experiments,  of  course,  were  performed  on  dead  tissue. 
But  it  appears  to  me  that  there  is  good  reason  to  believe  that 
the  force  which  the  living  uterus  exerts  in  its  efforts  to  expel 
what  may  be  in  it,  whether  it  be  a  foetus  or  imprisoned  fluids, 
is  enough  to  drive  fluid  through  its  walls,  in  the  form  of  a  fine 
oozing  or  dew,  which  hangs  on  the  peritoneum.  It  seems  to 
me  probable  that  it  is  in  this  way  that  some  cases  of  puerperal 
pelvic  peritonitis  are  produced ;  and  I  have  seen  cases  of  septi- 
caemia and  peritonitis  occurring  from  retention  of  menstrual 
fluid,  greatly  resembling  puerperal  fever,  in  which  there  was 
no  rupture,  and  no  escape  of  fluid  by  the  open  ends  of  the 
Fallopian  tubes. 

Supposing  that  the  structures  retain  their  integrity,  it  is 
natural  that  the  concentric  compressive  force  should  drive  the 
contents  along  any  passage  that  may  be  pervious ;  hence  the 
escape  by  preference  along  the  tubes.  This  is  rendered  more 
likely  by  the  dilatation  which  commonly  takes  place  at  their 
uterine  ends. 

This  compressive  force  is  exerted  with  most  effect  immediately 
after  the  puncture  of  the  closed  hymen.  The  sudden  collapse 
of  the  walls  of  the  uterus  ensuing  upon  the  partial  escape  by 
the  opening  excites  the  uterus  to  contract.  This  contraction 
drives  the  contents  in  all  the  three  directions,  and  some  will 
probably  escape  through  one  or  other  of  the  tabes  into  the 
peritoneal  cavity. 

The  more  common  event  is  the  laceration  of  the  tubes  at  the 
weakest  place,  caused  by  the  sudden  dragging  upon  them  by 
the  retreating  uterus,  the  tubes  being,  perhaps,  held  back  by 
adhesions. 

Other  consequences  of  retention,  if  not  relieved  by  operation, 
are :  the  distention  of  the  uterus  leads  to  perimetritis,  with 
adhesion  to  the  surrounding  parts,  especially  of  the  Fallopian 
tubes  to  the  ovaries  and  broad  ligaments.     The  thinning  of 
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the  uterus  may  proceed  to  bursting.  The  distended  Fallopian 
tubes  may  burst,  or  without  bursting,  an  overflow  of  blood 
may  escape  into  the  peritoneum,  causing  peritonitis.  (Brodie, 
Kiwisch.)  Beclard  relates  a  case  in  which  the  uterus  burst,  dis- 
charging into  the  bladder.  Scanzoni  and  Dr.  Arthur  Farre 
relate  cases  in  which  the  distended  hymen  burst ;  in  Dr.  Farre's 
case  death  resulted.  In  other  cases  the  obstructing  membrane 
has  given  way  under  a  process  of  ulceration,  and  a  cure  has 
resulted.    (See  cases  in  Puech.) 

The  constitution  suffers  from  hectic,  the  result  of  pain,  and  the 
absorption  of  the  altered  blood  from  the  uterus.  In  some  cases 
— Lize  relates  one  {Union  Medicate,  1863) — the  impossibility  of 
evacuating  the  collecting  menstrual  blood  induces  amenorrhcea ; 
the  ovaries  and  uterus  give  up  their  functions.  Lize  believed 
that  in  his  case  atrophy  of  the  uterus  was  induced.  Dr. 
Murray,  of  Newcastle,  relates  a  case  (Brit,  Med.  Journ.,  1868), 
of  a  single  lady,  aged  twenty-seven,  whose  vagina  was  closed  by 
small-pox  in  infancy.  Menstruation  had  been  suspended  for 
fourteen  years.  The  vagina  being  opened  up,  no  collection  was 
found  in  the  uterus,  but  exactly  a  month  afterwards  menstrua- 
tion appeared,  and  recurred  with  tolerable  regularity  afterwards. 
In  this  case  it  was  clear  that  the  ovaries  were  not  atrophied,  but 
that  the  uterus  ceased  to  pour  out  menstrual  blood.  This  is 
in  accordance  with  what  sometimes  occurs  in  apparent  amenor- 
rhcea, without  uterine  obstruction.  Ovulation  may  go  on  with- 
out exciting  menstrual  flow.  This  returns  when  a  healthy  state 
of  the  blood  is  restored.  Simon  relates  (Mon.  f.  Geburtskunde, 
1851)  a  case  of  complete  closure  of  the  vagina,  with  a  distended 
uterus.  Yain  attempt  was  made  to  establish  a  vagina.  The 
patient  maintained  good  health  without  the  uterus  being 
opened. 

The  character  of  the  retained  blood  is  remarkable.  It  is 
dark- coloured,  deficient  in  fibrin,  of  treacly  consistence,  rarely 
containing  coagula ;  it  contains  mucus,  and  often  cholesterine 
scales.  It  is  glutinous,  inodorous.  The  quantity  varies  with 
the  duration  of  retention.  Occasionally  the  tolerance  and 
accommodation  are  surprising ;  the  uterus  may  be  expanded  to 
the  size  of  the  end  of  pregnancy.  Ten  pounds  of  blood  have 
been  collected ;  I  have  collected  forty  ounces,  and  this  perhaps 
is  an  average  amount.  Puech  deduces  from  comparison  of 
quantity  and  time  of  retention  that,  as  a  rule,  the  quantity  is  less 
than  the  number  of  menstrual  periods  would  have  produced 
normally. 

Letheby  {Lancet,  1845)  analyzed  forty  ounces,  which  gave 
water,  875*4;  albumen,  69'4;  globuline,  49*1;  hematosine, 
2*9  ;  salts,  8*0  ;  fat,  5'3  ;  extractive,  6*7. 

There  is  another  analysis  of  retained  menstrual  fluid  by 
H.  Muller  in  Henle  and  Pfeuffer's  Zeitschrift,  1846. 
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Sometimes  the  fluid  undergoes  decomposition,  and  then  gas 
mixed  with  the  blood  constitutes  physo-haematometra. 

The  symptoms  of  atresia  are  those  which  might  be  expected 
from  obstructed  functions.  "  Impediuntur  coitus,  conceptio, 
et  purgatio."  Until  the  advent  of  puberty,  nothing  may  cause 
suspicion  of  abnormality.  But  with  the  onset  of  menstruation 
distress  begins,  due  to  retention  of  the  menstrual  fluid ;  at 
first,  perhaps,  this  is  limited  to  passing  attacks  of  uterine  colic, 
marked  by  pelvic  pain  and  bearing  down  or  expulsive  efforts. 
Vomiting  often  attends,  as  in  all  cases  where  the  uterine  fibre 
is  suddenly  stretched.  These  attacks,  more  or  less  periodical, 
are  not  attended  by  the  expected  appearance  of  the  menses. 
Occasionally  there  is  a  vicarious  discharge  of  blood  in  form  of 
epistaxis.  In  Pallen's  case,  one  of  absence  of  the  vagina,  there 
were  marked  menstrual  molimina,  but  no  accumulation  of  men- 
strual blood  in  the  uterus  or  neighbourhood.  "When  an  artificial 
vagina  was  made,  menstruation  took  place  periodically  by  this 
channel,  and  the  epistaxis  ceased.  Gradually  the  distress  in- 
creases. A  sense  of  fulness  in  the  pelvis  arises  ;  the  hypogas- 
trium  enlarges ;  the  abdomen  is  visibly  larger ;  perhaps  preg- 
nancy is  suspected  ;  there  is  sometimes  retention  of  urine  from 
the  pressure  of  the  uterus  and  vagina  distended  with  the 
accumulating  menstrual  secretions ;  defecation  is  difficult, 
and  the  digestive  function  is  disturbed ;  irritative  fever,  with  a 
sallow  skin,  and  vomiting — the  result  of  absorption  of  the 
watery  part  of  the  confined  fluid — sets  in.  On  examination,  a 
firm,  even  tumour  is  felt  rising  from  the  pelvis  behind  the 
symphysis  pubis,  sometimes  as  high  as,  or  even  higher  than  the 
umbilicus. 

The  uterus  gradually  yields  under  excentric  pressure;  as 
in  pregnancy,  or  when  it  contains  a  growing  polypus,  it  then 
grows,  its  muscular  walls  as  well  as  its  cavity  enlarging.  This 
process  meets  to  a  certain  extent  the  pressure  of  the  accumu- 
lating fluid;  but  the  contained  matter  receiving  fresh  incre- 
ments at  every  menstrual  epoch,  after  a  time  requires  more 
space :  then  other  compensating  processes  bring  alleviation, 
and  stave  off  for  awhile  the  critical  moment  when  the  strain  can 
no  longer  be  borne.  The  more  watery  element  of  the  contained 
fluid  is  absorbed,  and  to  supplement  the  imperfect  distention  of 
the  uterus,  another  cavity  is  formed  by  the  distention  of  the 
vagina  ;  and  the  Fallopian  tubes  stretching,  form  further  supple- 
mentary receptacles;  the  uterine  and  vaginal  cavities  are 
commonly  divided  by  a  strait  formed  by  the  cervix  uteri. 

This  vaginal  pouch  may  be  very  large,  especially  if  the  occlu- 
sion exists  at  the  vulva,  when  it  may  so  compress  the  rectum  as 
to  obstruct  defecation  (Tuckwell),  or  the  bladder,  causing  reten- 
tion of  urine.  The  obstruction  to  normal  menstruation  is 
sometimes  compensated  by  menstrual  deviation,  that-  is  by 


202 


DETENTION  OF  MEXSTRUAL  FLUID. 


fluxes  from  the  intestines,  "bladder,  nose,  skin,  &c.  If  the 
occlusion  exists  higher  up  the  vagina,  a  pouch  is  still  formed. 
And  it  is  remarkable  that  the  vaginal  wall  undergoes  hyper- 
trophy in  the  same  way  as  the  uterine  wall.  In  a  fatal  case, 
Dr.  Sutton  (London  Hosp.  Reports,  1867)  found  the  vagina  so 
much  hypertrophied  that  the  walls  at  the  upper  part  were  quite 
as  thick  as  the  uterine  parietes.  Klob  contends  that  in  cases 
of  obstruction  at  the  vulva,  it  is  the  vagina  that  chiefly,  or 
almost  exclusively,  forms  the  sac,  the  uterus  scarcely  contri- 
buting. This  is  certainly  not  always  true  ;  and  it  may  be 
doubted  whether  it  is  even  generally  so.  Dr.  Tuckwell's  case 
(see  Fig.  52)  exhibits  manifest  dilatation  of  both  uterus  and 
vagina  ;  and  that  this  was  also  the  case  in  two  women  whom  I 
relieved  by  operation,  I  had  distinct  evidence.  The  uterus  cer- 
tainly enlarges  considerably,  and  the  easily  distensible  Fallopian 
tubes  become  generally  distended,  forming  distinct  tumours, 
readily  felt  on  either  side ;  sometimes,  as  Bernutz  remarks, 
mistaken  for  pelvic  phlegmons.  The  Fallopian  tubes  have  been 
found  distended,  even  when  shut  off  from  the  uterine  cavity ; 
but  generally  the  uterine  orifices  of  the  tubes  are  expanded. 
A  further  stage  leads  to  the  escape  of  blood  from  the  Fallopian 
tubes  at  their  fimbriated  extremities,  or  through  rents  into  the 
peritoneum.  This  event,  long  ago  pointed  out  by  Brodie,  has 
been  amply  confirmed  by  subsequent  observers.  The  blood 
collecting  in  Douglas's  pouch  constitutes  retro-uterine  heema- 
tocele.  The  common  effect  of  this  is  pelvic  peritonitis,  some- 
times fatal,  at  others  resulting  in  segregation  of  the  effused 
blood  by  plastic  matter ;  a  later  stage  of  which  is  a  process  of 
suppuration  or  necrosis  of  the  posterior  vaginal  wall  and  possibly 
discharge  of  the  hematocele  and  cure.  As  Bernutz  says,  and  I 
venture  to  add  my  own  testimony  in  support,  the  foregoing 
phenomena  of  obstructed  menstrual  flow  may  result  from  uterine 
deviations,  especially  flexions,  from  spasmodic  contraction  of  the 
cervix  uteri,  and,  according  to  my  own  observation,  from  con- 
genital narrowing  of  the  os  externum  uteri  associated  with  a 
conical  vaginal-portion.  The  symptoms  of  abdominal  shock 
and  peritonitis  following  upon  those  of  retention  of  menses, 
indicate  the  occurrence  of  effusion  of  blood  from  the  Fallopian 
tubes  into  the  peritoneum.  These  symptoms  depending  on  the 
same  accident  are  very  liable  to  follow  operations  for  the  dis- 
charge of  the  retained  fluid.  The  history  of  hematocele  will  be 
fully  discussed  hereafter.  A  tumour  is  formed,  sometimes  of 
considerable  size,  in  Douglas'  sac ;  at  first,  this  is  soft,  fluc- 
tuating ;  it  then  gets  harder  under  coagulation,  and  the  effusion 
of  plastic  matter  around  it ;  a  firm  tumour  may  be  felt  rising 
above  the  pubes,  even  to  the  umbilicus.  The  abdominal  walls 
can  be  made  to  glide  over  it ;  the  limit  of  the  tumour  may  be 
defined  by  percussion ;   inferiorly  the  tumour  sinks  into  the 
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pelvis.  By  the  vagina,  we  find  the  tumour  pushing  forward 
the  roof  and  posterior  wall  of  this  canal,  shortening  it,  and  com- 
pressing it  from  behind  forwards,  so  that  the  finger  is  guided 
to  the  os  uteri  driven  forwards  behind  the  symphysis.  The  os 
felt  in  this  position,  and  a  firm  rounded  mass  extending  behind 
it,  has  been  mistaken  for  retroversion  of  the  enlarged  womb, 
and  this  the  more  readily,  because  retention  of  urine  has  often 
been  an  urgent  symptom. 

Sometimes  the  atresia,  especially  in  the  acquired  cases,  as  when 
cicatricial  occlusion  takes  place  after  fevers,  sloughing  from 
severe  labour,  or  from  injury  by  instruments,  is  not  quite  com- 
plete. There  may  remain  a  narrow  fistulous  tract,  communi- 
cating with  the  expanded  sac  which  receives  the  menstrual 
collection,  and  which  affords  an  occasional,  but  rarely  complete 
relief  by  oozing.  Such  a  fistulous  tract  may  act  for  a  long  time 
as  a  sort  of  safety-valve,  by  which  extreme  tension  is  relieved. 
It  is  liable  to  complete  occlusion  at  times.  This  was  the  case  in 
the  following  typical  instance. 

Cicatricial  closure  of  the  Vagina  following  Labour  ;  at  first  partial, 
then  complete  retention  of  menstrual  fluid — Dysmenorrhcea — 
Operation—  Cure. 

In  January,  1867,  I  met  Mr.  Powell  at  Weybridge,  in  the  case 
of  Mrs.  W.  Twelve  years  before,  she  had  been  delivered  by  instru- 
ments of  twins  after  severe  labour.  From  that  time  she  had  suf- 
fered more  or  less  difficulty  in  menstruation.  This  had  increased 
gradually,  and  in  a  marked  degree  during  the  last  two  years. 
During  the  last  three  months  her  condition  has  become  very 
serious.  At  each  menstrual  period,  severe  colic  with  expulsive 
pains  set  in.  An  enlargement  has  been  felt  rising  considerably 
above  the  pubes.  Partial  relief  has  been  obtained  by  the  escape 
of  blood,  and  a  very  offensive  ichorous  discharge.  At  times 
retention  of  urine  calling  for  the  use  of  the  catheter  has  occurred. 
The  introduction  of  the  catheter  was  difficult,  owing  to  the 
urethra  being  compressed  and  deviated  by  the  tumour.  A 
period  came  round  two  or  three  days  ago  with  increased  suffering 
and  complete  retention  of  menses.  The  enlargement  of  the 
uterus  was  rapid ;  it  rose  nearly  to  the  umbilicus  in  twelve  hours. 
There  was  great  prostration  and  small  pulse.  We  found  the 
vagina  quite  occluded  by  contracted  dense  cicatricial  tissue  extend- 
ing from  the  meatus  urinarius  to  the  anus,  nothing  but  a  scarred 
furrow  marking  the  site  of  the  vulva.  There  was  a  minute  red 
point  which  seemed  to  be  the  opening  of  a  fistulous  tract ;  but 
not  even  a  small  probe  would  pass  into  it.  It  is  probable  that 
this  had  been  really  the  opening  of  a  fistula  which  had  on 
previous  occasions  given  difficult  and  partial  escape  to  the 
accumulated  fluids  above,  but  had  now  become  quite  closed.  I 
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determined  to  try  and  open  np  the  vaginal  canal  next  day.  She 
passed  a  bad  night  from  severe  colic  and  efforts  at  expulsion ; 
and  on  the  following  morning  I  found  the  uterine  tumour  just  as 
large  and  firm  as  before.  It  was  directed  a  little  to  the  left.  It 
was  also  felt  per  rectum,  at  a  point  projecting  within  the  pelvis. 
The  patient  was  placed  in  lithotomy  position.  I  passed  a  flexible 
male  catheter  into  the  bladder,  and  one  finger  into  the  rectum. 
I  could  then  feel  the  hard  dense  column  of  cicatricial  tissue 
between  the  bladder  and  rectum,  which  represented  the  obliterated 
vagina.  I  then,  thus  guided,  made  careful  incisions  in  the 
cicatrix,  and  at  about  an  inch  above  the  outer  surface  struck  the 
sac.  A  quantity  of  offensive  ichor  mingled  with  dirty- white 
clots  escaped.  I  then  felt  a  small  dense  ring  at  the  bottom  of 
my  incisions,  no  doubt  the  upper  part  of  the  cicatrix.  This  I 
enlarged  by  a  Simpson's  metrotome  and  a  fine  knife  until  I 
could  pass  my  finger  through  it.  Then  I  found  beyond  this 
ring  a  widely-distended  pouch  formed  by  the  dilated  fundus  of 
the  vagina ;  at  the  extremity  of  this  pouch  I  felt  the  os  uteri 
slightly  open,  very  soft.  I  could  not  reach  into  the  uterus,  but 
it  was  clear  that  the  uterus  also  was  distended,  forming  the 
supra-pubic  tumour,  as  this  gradually  subsided  as  more  and 
more  of  the  ichorous  discharge  came  away.  The  patient  felt 
great  relief.  A  compress  and  bandage  being  applied  to  the 
abdomen,  she  was  put  to  bed  comfortable.  Three  days  after- 
wards I  had  a  letter  from  Mr.  Powell  saying  "  she  was  going  on 
favourably ;  did  not  suffer  much  pain ;  the  discharge  was  decreas- 
ing ;  she  was  very  low  ;  the  catheter  was  used  night  and  morn- 
ing ;  no  sign  of  inflammation,  but  he  feared  pyaemia,  in  fact  he 
thought  she  had  been  for  some  time  past  suffering  from  it  to  a 
degree.'' 

It  was  my  intention  at  a  later  period  to  restore  the  vagina 
more  completely  ;  but  the  patient  being  relieved,  refused  further 
treatment.    She  got  quite  well. 

The  following  case  illustrates  so  many  points  in  the  history  of 
obstructed  menstruation  that  I  am  induced  to  relate  it : — 

Mrs.  W  has  been  married  three  years  without  becoming 

pregnant.  She  is  well  developed  in  frame.  Two  years  ago  she 
had  yellow  fever  in  South  America.  Her  health  has  been 
indifferent  since  then.  She  had  always  menstruated  regularly  ; 
at  times  in  advance  of  the  period  due,  and  lasting  four  or  five 
days  ;  not  excessive  in  quantity.  There  had  been  dysmenorrhoea 
before  marriage  and  since,  but  not  constantly.  But  latterly, 
and  especially  since  the  fever,  the  dysmenorrhoea  has  been  very 
severe,  and  has  evidently  undermined  her  health,  and  wrought 
a  serious  degree  of  despondency,  and  other  nervous  symptoms. 

Under  these  circumstances  she  came  to  England  for  advice, 
saw  two  medical  men  in  town,  who  told  her  there  was  nothing 
to  be  done.    She  came  to  me  in  October  last,  very  discouraged, 
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but  determined  not  to  go  back  to  South  America  until  she  was 
either  relieved,  or  well  assured  that  her  case  was  hopeless.  I 
found  the  vagina  was  a  wide  shallow  cul-de-sac,  not  an  inch 
deep.  There  was  no  projecting  cervix  uteri,  and  no  solid  body 
in  the  roof  of  the  cul-de-sac  where  the  uterus  might  be  expected 
to  be  found.  About  the  middle  of  the  cul-de-sac,  however,  was 
a  small  round  hole,  which  just  admitted  the  point  of  the  sound. 
This  had  been  taken  to  be  the  os  uteri  externum.  The  case 
looked  unpromising,  as  no  uterus  could  be  felt  in  connection 
with  it.  I  submitted  her  to  further  examination  under  chloro- 
form. Then  having  passed  a  sound  into  the  bladder  and  a 
finger  into  the  rectum,  I  ascertained  that  for  at  least  two  inches 
above  the  vaginal  cul-de-sac  there  was  no  uterus,  nothing  but 
the  wall  of  the  rectum  and  the  wall  of  the  bladder  intervened. 
But  about  three  inches  beyond  the  anus  I  could  feel  a  solid 
rounded  mass,  which  I  concluded  to  be  the  uterus  retro  verted. 
On  passing  the  sound  through  the  small  opening  in  the  vaginal 
cul-de-sac  I  found  it  proceeded  two  inches  along  the  septum, 
between  the  bladder  and  the  rectum,  towards  the  solid  body 
which  I  believed  to  be  the  uterus.  I  was  now  therefore  in  a 
position  to  conclude  that  there  was  atresia,  or  closing  of  the 
vagina  from  a  little  above  the  vulva  upwards  along  its  whole 
extent.  I  am  unable  to  determine  whether  this  obliteration  of 
the  canal  was  congenital  or  acquired.  It  may  possibly  have 
been  a  sequel  of  the  fever  she  suffered  two  years  before. 

The  position  of  things  being  recognised  by  Drs.  Aveling  and 
Hewer,  who  assisted  me  in  the  exploration,  I  determined  to  open 
up  the  obliterated  tract  of  the  vagina  so  as  to  establish  a  free 
communication  with  the  body  above,  which  I  took  to  be  the 
uterus.  This  was  done  under  chloroform,  assisted  by  Dr.  Aveling 
and  Dr.  Hewer  at  two  different  sittings  at  an  interval  of  a 
month.  Starting  from  the  minute  opening  in  the  vaginal  cul- 
de-sac,  I  separated  the  bladder  from  the  rectum,  partly  by  incis- 
ing, partly  by  tearing  with  my  fingers  until  I  could  fairly  touch 
the  solid  body  through  the  new  canal.  When  this  was  done  I 
ascertained  that  this  body  was  the  uterus  ;  it  was  more  rounded 
than  natural,  its  fundus  was  directed  forwards  ;  it  was  the  cervix 
directed  backwards  which  was  felt  through  the  anterior  wall  of 
the  rectum.  It  was  now  clear  that  there  had  been  a  small  cavity 
representing  the  upper  part  of  the  vagina,  into  which  the  cervix 
uteri  opened  ;  that  this  small  cavity  was  closed  in  just  below  the 
cervix  uteri  by  the  fusion  of  the  vaginal  walls,  if  such  had  ever 
existed ;  that  a  fine  devious  fistulous  tract  ran  from  this  upper 
vaginal  cavity  to  open  into  the  lower  vaginal  cul-de-sac ;  that 
the  menstrual  discharge  had  with  great  difficulty  made  its  way 
along  this  fistula,  which  was  always  in  danger  of  closing. 

I  have  endeavoured  to  give  an  idea  of  the  state  of  the  parts  in 
Fig.  53. 
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I  did  not  succeed  in  getting  a  sound  into  the  os  uteri ;  but 
this  will  probably  be  effected  at  some  future  time.  To  main- 
tain the  new  vagina  I  have  applied  a  small  elongated  Hodge's 
pessary,  the  upper  arch  of  which,  under  the  leverage  which  is  the 
principle  of  the  action  of  this  most  useful  instrument,  is  con- 
stantly carried  high  up  into  the  restored  vaginal  roof.  A  month 
after  the  last  operation,  the  vagina  was  well  preserved,  and 


Fig.  53. 
atresia  of  vagina. 

R,  rectum;  b,  bladder;  u,  uterus;  v,  cul-de-sac  at  vulva ;  a,  dense  tissue  in  place  of  vagina 
traversed  by  a  narrow  fistulous  tract  between  v  and  uterus. 

examining  by  a  Fergusson's  speculum  during  a  period,  I  could 
see  the  menstrual  fluid  being  poured  into  the  summit  of  the 
vagina.  For  the  first  time  she  was  menstruating  without 
pain,  and  her  health  and  spirits  were  already  improved.  She 
menstruated  healthily  several  times  ;  her  health  was  fairly 
restored.  But  I  believe  there  was  at  a  later  period  some  dispo- 
sition to  contraction,  which  would  require  another  operation. 
Dr.  Grardner*  cites  from  Professor  Meigs  "  a  case  of  unusual 


*  Gardner  on  "Sterility,"  New  York. 
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form  of  stricture  of  the  vagina,  which  was  the  cause  of  an 
almost  fatal  error  in  diagnosis."  The  figure  given  represents 
the  uterus  of  normal  size,  then  a  pouch  formed  by  the  dilated 
vagina,  and  the  vagina  itself  nearly  closed  about  its  middle  by 
a  stricture  half  an  inch  long.  The  stricture  was  traversed  by 
an  extremely  narrow  fistula,  just  permitting  of  what  has  been 
called  "  stillicidium  mensium." 

Professor  Thomas*  describes  a  similar  case.  There  was  this 
"  stillicidium ;"  but  notwithstanding,  the  sac  of  the  vagina, 
between  the  constriction  and  the  neck  of  the  uterus,  contained 
several  ounces  of  thick  tenacious  blood. 

Simpson  describes  "  a  kind  of  adhesive  or  obliterative 
vaginitis"  in  adults,  differing  in  some  respects  from  the  ad- 
hesive vaginitis  of  infants.  In  infants  the  inflammatory 
closure  is  usually  limited  to  the  orifice  of  the  vagina,  and  pro- 
duces complete  occlusion.  In  adults  it  generally  commences  at 
the  upper  part  of  the  vagina,  spreads  gradually  downwards, 
and  seldom  produces  complete  occlusion.  It  is  almost  always 
attended  with  a  circumferential  contraction  of  the  canal  at  the 
site  of  the  disease,  so  that  when  it  is  limited,  as  it  often  is  to 
the  top  of  the  vagina,  the  os  uteri  is  felt  drawn  up  to  the  apex 
of  a  narrow  conical  or  funnel-shaped  cavity.  But  it  occurs 
without  this  circular  contraction,  says  Simpson  ;  and  I  feel 
justified  by  observation  in  affirming  that  this  funnel-shaped 
contraction  of  the  upper  part  of  the  vagina  may  occur  indepen- 
dently of  inflammation.  The  adhesion  is  more  agglutinative, 
like  that  which  unites  serous  surfaces  in  the  early  stages  of 
inflammation,  than  true  fusion.  The  finger  can  separate  the 
adhering  surfaces. 

It  is  a  remarkable  circumstance  in  connection  with  the  his- 
tory of  atresia,  or  absence  of  the  vagina,  where  no  uterus  can  be 
found,  or  at  least  only  such  a  rudimentary  one  as  to  be  inca- 
pable of  performing  the  functions  of  a  uterus,  that  the  artificial 
formation  of  a  vagina  brings  considerable  relief.  Of  this  I 
have  seen  examples  ;  one  especially  was  that  of  a  well-developed 
young  lady,  who  had  suffered  from  what  may  be  called  difficult 
ovulation ;  there  was  evidence  of  menstrual  molimina,  but  there 
was  no  discharge.  I  dissected  up  a  canal  between  the  rectum 
and  bladder ;  a  good  vagina  was  maintained  by  wearing  a 
Sims'  dilator  or  a  Hodge's  pessary ;  and  she  recovered  health, 
remaining  free  from  pain,  and  married. 

This,  and  other  cases,  of  which  I  may  specify  that  of  a  young 
woman  lately  under  my  care  in  St.  Thomas's  Hospital,  prove 
that  ovarian  development  may  be  good,  and  the  uterus  remain 
undeveloped.  They  also  prove  that  the  general  frame  may  be 
well  developed,  notwithstanding  the  want  of  a  uterus,  and  that 

*  "  Diseases  of  Women,"  Philadelphia,  1869. 
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the  evolution  of  the  general  system  takes  its  stimulus  from  the 
ovaries. 

Treatment. — In  the  case  of  apparent  ahsence  of  the  vagina 
there  are  three  methods  of  proceeding.  The  first  is  to  cut  a 
channel  through  the  tissues  hetween  the  urethra  and  the  rectum 
up  to  the  uterus.  The  second,  adopted  hy  Fletcher  (Lancet, 
1830-1831)  and  Amussat  (Gazette  Medicate,  1835),  is  to  tear  or 
stretch  out  a  canal  hy  the  fingers  or  other  dilating  instruments. 
The  third  may  be  called  the  mixed  method,  making  use  both  of 
cutting  and  dilating.  The  last  combines  the  advantages  of  the 
two  preceding,  and  at  the  same  time  reduces  their  disadvantages. 
Whatever  mode  is  adopted,  the  patient  is  placed  in  lithotomy 
position,  the  space  between  the  urethra  and  rectum  is  carefully 
examined,  the  index  of  the  left  hand  is  passed  into  the  rectum, 
the  sound  is  passed  into  the  bladder,  and  feeling  for  it  by  the 
finger  in  the  rectum,  the  amount  of  tissues  available  for  burrow- 
ing, and  the  position  of  the  uterine  tumour  are  determined. 
Then,  the  sound  is  held  up  under  the  pubic  arch,  whilst  the 
finger  carries  the  rectum  away  in  the  opposite  direction.  A 
transverse  incision  is  made  in  front  of  the  anus  through  the 
skin,  then  cautiously  nicking  with  the  knife  or  scissors  and 
stretching  out  with  the  fingers,  working,  from  side  to  side, 
between  the  finger  in  rectum  and  the  sound  in  urethra  as 
guides,  a  canal  is  opened  to  the  uterus.  Care  should  be  taken 
not  only  to  make  all  incisions  laterally,  but  to  work  backwards 
towards  the  rectum,  as  the  chief  danger  is  that  of  penetrating 
the  wall  of  the  bladder.  If  the  os  is  felt,  a  sound  should  be  tried 
first ;  if  the  os  be  impervious,  it  may  be  perforated  by  a  trocar 
or  by  the  knife.  It  may  be  desirable  to  carry  out  the  proceed- 
ing at  different  sittings.  It  will  generally  be  necessary  to 
place  a  tent  or  bougie  in  the  uterine  opening  to  prevent 
closure  ;  and  the  artificial  vagina  must  be  preserved  by  plugging 
with  lint  steeped  in  carbolic  acid  oil,  glycerine,  or  the  glass  or 
vulcanite  dilator  of  Sims,  or  what  I  have  found  to  answer 
better,  a  narrow  Hodge-pessary.  The  tendency  of  the  parts  to 
contract  and  close  again  after  operations  for  the  restoration  or 
formation  of  a  vagina  is  very  great.  The  operation  may  have 
to  be  repeated,  unless  great  care  is  taken  to  preserve  patency  by 
artificial  means.  But  I  have  known  a  good  vagina  to  be  main- 
tained for  a  year  after  operation,  when  the  subject  married,  and 
there  was  no  further  trouble. 

Where  the  closure  of  the  vagina  is  the  result  of  cicatrices  from 
sloughs,  the  same  cautious  mode  of  dissecting  and  dilating  may 
be  adopted.  Where  the  vaginal  canal  exists,  and  there  is  closure 
of  the  vulva  by  agglutination  of  the  nymphse,  or  from  imperforate 
hymen,  the  preponderance  of  testimony  is  in  favour  of  making  an 
opening  into  the  vagina.  The  distended  fluctuating  membrane 
indicates  the  spot.  This  is  pierced  by  a  trocar,  or  better  by  a  knife. 
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It  has  frequently  been  discussed  how  the  catastrophe  of 
sudden  escape  of  the  retained  fluid  into  the  peritoneal  cavity 
can  best  be  averted.  Some  have  contended  that  it  is  better  to 
make  a  very  small  opening  in  the  hymen  and  let  the  fluid 
drain  away  gradually,  hoping  that  in  this  way  the  suddenness 
of  the  collapse  of  the  uterus  might  be  diminished.  This  is  the 
plan  I  have  hitherto  followed.  But  others  have  preferred 
making  a  free  incision  at  once,  and  even  proceeding  to  wash 
out  the  cavity.  I  am  not  sure  that  this  is  not  the  best  plan. 
A  free  external  outlet  would  make  it  easier  for  the  contracting 
uterus  to  expel  its  contents  by  this  route,  and  thus  take  off  the 
pressure  towards  the  tubes.  On  the  other  hand,  the  rapid 
retreat  of  the  uterus  would  favour  laceration  of  the  tubes,  if 
held  back  by  adhesion.  The  balance  of  advantages  and  of 
drawbacks  of  either  plan  is  difficult  to  strike ;  and  it  is  to  be 
apprehended  that  cases  will  continue  to  occur  in  which  a  fatal 
result  will  follow  any  method  of  treatment. 

A  plan  which  I  should  be  disposed  to  try  is  to  draw  off  a 
little  at  a  time  by  the  aspirator-trocar,  so  as  to  effect  a  very 
gradual  diminution  of  the  cavity  before  finally  freely  dividing 
the  obstruction.  In  any  case  absolute  rest  should  be  rigidly 
enforced.  On  no  consideration  should  even  simple  puncture  of 
an  imperforate  hymen  be  done  in  the  consulting-room.  The 
patient  should  be  in  bed,  and  keep  her  bed  until  the  discharge 
has  fairly  ceased,  and  the  disturbed  uterus  and  vagina  have 
assumed  a  natural  condition. 

It  is  held  that  these  dangers  are  lessened  by  letting  the  blood 
doze  out  very  slowly.  The  fact  is  that  death  has  followed  both 
methods ;  and  we  are  perhaps  not  yet  in  possession  of  certain 
means  of  rendering  even  the  simplest  puncture  perfectly  safe. 
I  believe  the  opening  should  be  sufficiently  large  to  admit  of  easy 
evacuation,  and  that  to  prevent  the  entry  of  air  a  compress 
should  be  applied  over  the  uterus  and  sustained  by  moderate 
pressure  with  a  bandage.  In  some  cases  injections  of  warm 
water  have  been  used  to  wash  out  the  uterus.  It  is  doubtful 
whether  this  is  good  practice  at  the  time  of  the  operation,  but 
if  there  should  arise  decomposition,  the  gentle  injection  of  a  weak 
solution  of  permanganate  of  potash  or  carbolic  acid  will  be 
desirable.  After  a  few  days  it  is  proper  to  enlarge  the  opening 
in  the  vulva  by  removing  a  circular  piece  of  the  membrane,  so 
as  to  fit  the  parts  for  all  their  functions.  Absolute  rest  in  bed 
for  some  days  is  a  wise  precaution,  notwithstanding  the  histories 
of  cases  where  impunity  has  followed  its  neglect.  Symptoms 
of  peritonitis,  indicating  that  retained  fluid  has  suddenly 
escaped  into  the  peritoneal  cavity,  have  set  in  on  the  third 
or  fourth  day.  The  contraction  of  the  uterus  leading  to  this 
catastrophe  does  not  take  place  immediately  after  the  operation. 
The  greatest  care  therefore  is  necessary  for  some  days  afterwards 
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Dr.  Ramsbotham  collected  several  cases  in  which  simple 
puncture  of  imperforate  hymen  terminated  fatally.  Simpson 
relates  a  case  of  occlusion  of  the  vagina  from  adhesion  causing 
a  septum  of  no  great  thickness.  Retention  of  menstrual  fluid 
was  going  on,  so  a  very  small  incision  was  made  ;  the  patient 
remained  well  for  two  or  three  days,  great  quantities  of  the 
usual  dark  grumous  fluid  constantly  escaping  by  the  vagina. 
On  the  third  day  surgical  fever  set  in,  and  in  a  few  days  she  died. 
The  autopsy  showed  that  the  interior  of  the  distended  uterus 
had  become  the  seat  of  a  very  intense  inflammation,  which  had 
spread  thence,  and  led  to  a  severe  and  fatal  peritonitis.  This 
was  probably  set  up  by  air  getting  into  the  uterus  and  causing 
decomposition  and  septicaemia.  It  strengthens  the  argument 
for  free  incision  and  washing  out  the  uterus. 

In  cases  of  occlusion  of  the  uterus  with  retention  of  menses, 
the  indication  is  to  make  a  passage  into  the  cavity.  This  may 
be  done  by  a  trocar  or  by  a  bistoury.  The  fluid  evacuated,  it 
is  necessary  to  introduce  a  tent — a  metallic  one  is  best — to 
preserve  the  oj^ening,  which  would  otherwise  close,  and  lead 
to  a  repetition  of  the  mischief.  This  liability  is  especially  great 
in  cases  of  contraction  after  amputation  of  the  neck.  Lefort 
cites,  however,  several  instances  where  death  followed  the 
simple  evacuation  by  puncture. 

The  opening  into  the  uterus  is  best  made  by  a  fine-pointed 
knife.  After  piercing  in  the  central  point,  the  natural  seat  of 
the  os  uteri,  incisions  may  be  made  on  either  side,  and  by  care- 
fully dissecting  upwards,  a  passage  is  made  into  the  cavity  of 
the  uterus. 

Some  have  advised  puncturing  by  the  rectum  in  preference, 
and  even  puncture  of  the  uterus  above  the  symphysis  pubis 
has  been  recommended.  The  experience  of  puncture  of  the 
rectum  is  not  so  favourable  as  to  show  any  superiority  over 
opening  by  the  vagina.  It  is  an  imperfect  operation,  for  the 
establishment  of  a  vaginal  canal  would  still  be  indicated  when 
relief  from  haematometra  has  been  obtained.  In  cases  where 
opening  up  the  natural  route  is  impracticable  or  too  hazardous, 
it  may  be  resorted  to  as  a  temporary  expedient.  Fatal 
peritonitis  followed  in  cases  treated  in  this  way  by  Antoine 
Dubois  and  Dupuytren. 

Dr.  Oldham  {Guy' s  Reports,  1857)  reports  two  cases  in  which 
puncture  per  rectum  was  practised.  In  one  there  was  congenital 
absence  of  vagina ;  the  os  uteri  was  felt  through  the  rectum, 
the  trocar  was  made  to  pierce  at  this  point.  The  operation 
was  repeated  on  four  occasions ;  at  last  the  opening  continued 
patent,  and  menstruation  took  place  by  the  rectum.  In  the 
other  case  the  vagina  was  closed  by  dense  cicatrix ;  the  os 
uteri  was  felt  by  rectum,  and  was  punctured ;  relief  followed. 
A  third  case  at  Gruy's  is  reported  by  Dr.  Hicks  (Medical  Times 
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and  Gazette,  1861)  :  here  there  was  absence  of  vagina ;  puncture 
by  rectum  was  followed  by  relief,  and,  as  far  as  the  report  goes, 
there  was  subsequent  amenorrhcea. 

In  striking  for  the  os  uteri  by  the  vagina  it  is  very  possible 
to  pierce  the  rectum  behind  the  cervix.  In  such  a  case  men- 
struation has  thenceforward  occurred  per  rectum. 

The  time  selected  for  the  operation  should  be  remote  from 
the  menstrual  epochs ;  during  the  epochs  the  uterus  is  more 
apt  to  resent  interference. 

When  these  cases  of  retention  have  been  relieved,  and  have 
apparently  recovered,  it  must  be  remembered  that  the  Fallopian 
tubes  do  not  at  once,  perhaps  not  for  a  long  time,  recover  their 
normal  calibre.  Some  degree  of  abnormal  dilatation  remains. 
This  is  certainly  the  case  in  the  partial  retention  due  to  stenosis 
of  the  cervix  and  to  retroflexion.  The  knowledge  of  this  fact 
is  of  the  highest  importance  in  practice.  The  long-continued 
obstruction  having  entailed  dilatation  of  the  uterine  cavity,  and 
catarrh  of  its  mucous  membrane,  with  very  often  a  disposition 
to  metrorrhagia,  the  physician  is  tempted  to  inject  astringent 
fluids  into  the  uterus.  It  is  well  known  that  fatal  accidents 
have  followed  this  practice,  and  much  discussion  has  taken  place 
as  to  the  immediate  cause  of  these  accidents.  The  prevailing 
idea  is  that  the  injected  fluid  is  driven  along  the  tubes  by  the 
force  of  the  syringe,  its  return  by  the  cervix  being  stopped  by 
the  injecting  tube  which  fills  it.  I  am  disposed  to  believe  that 
where  there  is  unusual  patency  of  the  Fallopian  tubes  this  may 
occasionally  be  the  case.  But  the  more  common  mechanism,  I 
am  convinced,  is  that  which  I  have  just  explained  as  occurring 
in  retention  from  imperforate  hymen.  The  astringent  fluid 
thrown  into  the  uterine  cavity  acts  primarily  as  an  irritant  and 
constringent.  This  action  is  forcible  and  rapid.  The  cavity 
instantly  contracts  and  pumps  on  the  fluid  along  the  patent 
Fallopian  tubes.  That  this  was  what  occurred  in  a  case  in 
which  a  solution  of  perchloride  of  iron  was  injected  into  the 
uterus,  on  account  of  haemorrhage  from  retroflected  uterus,  in 
the  London  Hospital,  seems  to  me  beyond  doubt.  The  tubes 
were  found  patulous,  and  fluid  had  run  along  them  into  the 
peritoneal  cavity. 

It  is  important  then  to  recognise  it  as  a  general  fact,  that 
whensoever  the  uterus  has  long  been  subjected  to  stenosis  or 
flexion,  there  will  very  probably  be  patency  of  the  Fallopian 
tubes,  and,  consequently,  facility  for  the  transmission  of  fluids 
from  the  uterine  cavity  into  the  peritoneal  sac. 
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DYSMENORRH(E A— NEURALGIC ;  CONGESTIVE;  FROM 
OBSTRUCTED  EXCRETION;  INFLAMMATORY. 

Dysmenorrhea  is  the  term  used  to  express  that  menstruation 
is  performed  with  difficulty  and  pain.  It  is  a  very  frequent 
affection,  being  symptomatic  of,  or  consequent  upon  a  great 
variety  of  morbid  conditions.  These  morbid  conditions  of  course 
are  mostly  unknown  to  the  patient ;  she  applies  for  relief  of  the 
functional  distress.  To  give  the  sought-for  relief  the  physician 
must  form  a  clear  idea  of  the  causes  of  the  distress.  The 
method  by  which  this  knowledge  is  arrived  at  is  partly  by 
clinical  observation  and  study  of  the  phenomena  which  present 
themselves,  and  of  the  condition  of  the  organs  involved;  and 
partly  by  observation  of  the  effects  of  treatment.  It  may  be 
admitted  that  the  means  of  treatment  employed  are  sometimes 
empirical ;  that  is,  they  are  not  directed  by  a  clear  compre- 
hension of  the  cause  of  the  distress  ;  but  if  we  find  that  these 
means  are  frequently  followed  by  success,  this  treatment,  em- 
pirical though  it  be  at  first,  will  lead  us  to  a  clearer  knowledge 
of  the  evil  which  it  overcame,  and  thus  in  the  end  it  becomes 
rational. 

By  this  double  process  we  arrive  at  the  conclusion  that  cases 
of  dysmenorrhoea  may  be  classified  under  the  following  heads  : 
— namely,  1.  Neuralgic,  or  sympathetic.  2.  Congestive,  or 
inflammatory.  3.  Mechanical  anomalies  of  the  uterus.  4. 
Fallopian  obstruction.  5.  Ovarian  disorder,  constituting  a 
distinct  form  of  dysmenorrhoea. 

The  simple  study  of  the  subjective  phenomena  will  not  enable 
us  to  distinguish  cases  of  one  kind  from  those  of  another  kind. 
Indeed,  so  long  as  this  very  imperfect  method  was  exclusively 
pursued,  all  cases  of  dysmenorrhoea  were  confounded  together,  or 
the  distinctions  made  were  necessarily  arbitrary  and  fanciful, 
and  treatment,  being  aimed  at  random,  was  generally  unsuc- 
cessful. This  is  a  logical  necessity.  For  the  practitioner  who 
limits  his  observation  to  the  subjective  symptoms  must  perforce 
exclude  from  his  resources  those  means  which  are  suggested  by 
the  objective  method  of  investigation.    Not  many  years  ago, 
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dysmenorrhea  was  almost  universally  looked  upon  and  treated 
as  a  nervous  affection  of  the  uterus  itself,  or  sympathetic  with 
disorders  of  distant  organs,  or  the  expression  of  constitutional 
debility.  And  vague  ideas  of  this  kind  still  largely  prevail 
amongst  physicians  who  have  not  directed  particular  attention  to 
the  pathology  of  the  ovaries  and  uterus.  But  in  proportion  as 
precise  objective  methods  of  investigation  have  been  applied  to 
the  study,  it  has  been  discovered  that  in  most  cases  the  nervous 
phenomena  are  dependent  upon  distinct  morbid  conditions  of 
the  uterine  tissue,  or  upon  conditions  which  oppose  a  mechanical 
obstacle  to  the  proper  performance  of  the  uterine  function,  or 
upon  disorder  of  the  ovary. 

If,  therefore,  we  still  retain  the  term  neuralgic  dysmenorrhea,  we 
must  do  so  on  the  understanding  that,  although  expressing  a 
really  existing  disorder,  it  is  a  convenient  asylum  ignorantice, 
under  which  we  may  class  a  number  of  cases,  the  true  patho- 
logy of  which  eludes  our  research.  Extending  observation 
will,  however,  certainly  contract  this  asylum  more  and  more,  if 
indeed  we  may  not  hope  to  close  it  altogether.  We  may  see  a 
remarkable  illustration  of  this  in  the  history  of  what  that 
admirable  clinical  physician,  Dr.  Grooch,  called  the  "  irritable 
uterus"  The  late  Dr.  Robert  Ferguson,  commenting  on 
Gooch's  description,*  said :  "  This  malady,  I  believe,  is  deeply 
rooted  in  the  very  essence  of  that  complex  organic  function 
termed  the  generative  ;  which,  in  its  most  comprehensive  sense, 
includes  no  inconsiderable  portion  of  the  moral  as  well  as  of  the 
physical  development  of  the  female  organization."  Ferguson 
recognised,  it  is  true,  the  fact  that  various  morbid  conditions  of 
the  uterus  and  ovaries  were  sometimes  associated  with  the  so- 
called  irritable  uterus.  He  says  there  is  a  form  of  the 
disease  not  described  by  Grooch.  "  In  this  the  purely  nervous 
aspect  of  the  malady  is  masked  by  some  obvious  change  in  the 
uterus  and  its  appendages ;  but  this  change  is  by  no  means  a 
constant  one,  either  in  its  seat,  extent,  or  nature.  Sometimes 
there  is  a  congested  condition  of  the  uterus,  altering  its  shape 
into  that  of  a  retort ;  the  enlarged  and  curved  fundus  being 
exquisitely  sensitive  of  pressure.  At  other  times  the  cervix,  or 
some  portion  of  the  uterine  walls,  is  the  seat  of  congestion,  of 

varying  consistency,  and  of  pain  The  local  changes 

have  been  the  fluctuating,  the  nervous  affection  the  constant 
element ;  in  it,  therefore,  and  in  no  doctrine  of  a  phlogistic 
origin,  can  I  place  the  essence  of  this  strange  disease." 

Dr.  West  includedf  these  cases  under  the  " congestive"  order; 
Dr.  Henry  Bennet  assigned  inflammation  as  the  real  patho- 
logical condition  ;  Dr.  Rigby  thought  many  cases  were  due  to  a 

*  Prefatory  Essay  to  New  Sydenham  Society's  Edition  of  Gooch's  Works, 
•1859. 

f  "Diseases  of  Women,"  3rd  edition. 
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rheumatic  diathesis  ;  and  other  authors  have  from  time  to  time, 
impelled  by  the  accidental  nature  of  their  experience,  or  the 
bent  which  preconceived  theories  had  imparted  to  their  observa- 
tions, given  prominent  or  exclusive  importance  to  some  other 
complication.  If  we  postpone  theory,  and  carefully  analyse  a 
large  number  of  cases,  noting  the  complications,  and  the  effects 
of  treatment,  we  shall  find  that  the  cases  of  "irritable  uterus" 
resolve  themselves  into  the  following  groups, — viz.,  1.  In  which 
there  is  manifest  enlargement  from  congestion  of  the  uterus  ; 
2.  Sub-involution  with  chronic  inflammation  of  the  uterus,  fol- 
lowing labour  or  abortion  ;  3.  Reclination  or  flexion  of  the 
uterus,  most  frequently  retroflexion ;  4.  A  projecting  conical 
vaginal-portion,  with  very  small  os  externum  uteri ;  5.  Lateral 
reclination,  mostly  associated  with  imperfect  development  of  the 
uterus  ;  6.  Disorder  of  distant  organs,  especially  of  the  digestive 
organs,  attended  or  not  by  one  or  more  of  the  preceding  struc- 
tural faults,  and  almost  always  with  impaired  sanguification  and 
nutrition ;  7.  A  morbid  condition  of  the  ovaries  ;  lastly,  a  resi- 
duum of  cases  in  which,  whether  from  not  pushing  investigation  to 
the  proper  point  to  discover  the  associated  fault,  or  because  there 
really  is  no  physical  fault,  we  are  obliged  to  conclude  that  the 
dysmenorrhcea  is  simply  the  expression  of  nervous  disorder.  We 
may  reasonably  expect  that  advancing  knowledge  of  uterine  and 
ovarian  pathology  will  still  further  diminish  this  residuum. 

The  truth  is,  that  difficult  menstruation  so  exhausts  the  tone 
of  the  nervous  centres,  that  general  or  local  hyperesthesia  is 
almost  certain  to  follow.  Many  women  complain  of  a  distress- 
ingly exaggerated  sensitiveness  all  over  the  skin.  In  some,  it 
takes  the  form  of  neuralgia  of  the  face  and  breasts ;  in  some,  the 
seat  is  in  the  uterus,  vagina,  or  vulva. 

I  think  observation  warrants  this  general  conclusion  : — The 
healthy,  well-formed  uterus  is  rarely  an  "  irritable  uterus,"  or 
associated  with  dysmenorrhcea.  Or  the  case  may  be  stated  as 
follows  : —  For  menstruation  to  occur  healthily  and  easily,  the 
genital  canal,  from  its  commencement  at  the  fimbriated  extre- 
mity of  the  Fallopian  tubes  to  the  vulva,  must  be  pervious. 

This  presumed  purely  neuralgic  dysmenorrhcea  we  will  now 
endeavour  to  describe.  If  we  follow  a  chronological  order,  and 
consider  first  the  dysmenorrhcea  which  is  observed  at  the  very 
cutset  of  the  function,  we  find  a  number  of  cases  from  which  we 
may  fairly  exclude  the  idea  of  inflammatory  ulceration  or  other 
tissue  disease,  since  these  conditions  very  rarely  occur  in  early 
girlhood.  The  reverence  due  to  youth,  and  pre-eminently  to 
female  youth,  imperatively  forbids  physical  examination,  unless 
under  urgent  circumstances  and  the  failure  of  ordinary  treat- 
ment. We  are  therefore  precluded  in  most  of  these  cases  from 
determining  in  the  first  instance  the  presence  or  absence  of 
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uterine  flexions  and  narrowness  of  the  os  uteri,  which  are 
perhaps  the  most  frequent  causes  of  primitive  or  initial  dys- 
menorrhoea.  Whether  the  pain  be  due  to  recognisable  mecha- 
nical conditions  or  not,  the  phenomena  observed  are  nearly  the 
same.  The  disorder  may  be  associated  with  an  hysterical  dis- 
position ;  it  is  generally  associated  with  a  highly  susceptible 
nervous  temperament,  which  may  be  defined  as  the  hyperses- 
thetic  temperament.  Extreme  susceptibility  to  pain  is  one  of 
the  penalties  of  high  civilization,  and  of  too  luxurious  rearing. 
Hence  the  neuralgic  dysmenorrhoea  chiefly  affects  the  easier 
classes.  It  is  not  common,  I  believe,  amongst  the  labouring 
agricultural  population ;  but  it  is  by  no  means  infrequent  in 
towns,  where,  although  girls  and  women  may  have  to  work  for 
a  living,  they  are  nevertheless  exposed  to  many  enervating 
influences,  hygienic  and  moral. 

The  first  onset  of  menstruation  is  generally  late  ;  it  is  marked 
by  pain  coming  on  a  day  or  two  before  the  flow,  sometimes  so 
intense  that  the  sufferer  writhes  upon  the  floor,  and  is  compelled 
to  take  to  bed.  The  pain  begins  in  the  pelvic  region,  radiates 
to  one  or  both  groins,  and  shoots  down  the  legs.  It  is  com- 
monly paroxysmal,  resembling  colic — it  is,  in  fact,  uterine  colic. 
It  is  often  likened  to  labour.  Often  the  whole  abdominal  sur- 
face is  tender  to  the  touch.  At  times  it  simulates  peritonitis. 
This  pelvic  eccentric  irritation,  commonly  involving,  as  it  does, 
ovarian  irritation,  propagated  to  the  nervous  centres,  may  evoke 
other  nervous  phenomena,  as  hysteria,  vomiting,  hiccough, 
headache,  even  delirium,  and  in  some  cases,  mania.  The  urgent 
symptoms  subside  in  two  or  three  days ;  the  patient  recovers  so 
much  strength  as  to  enable  her  to  resume  her  ordinary  mode  of 
life.  But  as  the  period  comes  round  the  same  series  of  painful 
phenomena  is  renewed. 

The  pain  is  often  diminished  when  the  flow  sets  in,  but  it 
generally  attends  the  whole  period  with  more  or  less  severity. 
It  does  not  appear  to  bear  any  constant  relation  to  the  amount 
of  the  discharge  ;  but  when  this  is  so  great  as  to  deserve  the 
name  of  menorrhagia,  we  may,  I  think,  generally  predicate 
with  confidence  the  co-existence  of  a  mechanical  difficulty.  If 
there  is  no  recognised  organic  change  in  the  uterus,  or  dis- 
placement in  the  first  instance,  we  may  be  very  certain  that 
some  complication  of  the  kind  will  appear  sooner  or  later.  I 
quite  coincide  in  the  statement  of  Scanzoni,*  that  long-standing 
dysmenorrhoea  rarely  fails  to  induce  some  change  of  tissue  in 
the  uterus,  the  most  common  being  hyperplastic  enlargement. 

The  nervous  phenomena  described  may  attend  all  the  forms 
of  dysmenorrhoea.  We  are  thus  led  to  ask,  is  there  any  phy- 
sical condition  of  the  organs  concerned  that  can  account  for  the 


*  Beitrage,  1870. 
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pain  ?  The  colic,  the  spasmodic  character  of  the  pain,  seems  to 
indicate  a  contracting  uterus  seeking  to  expel  contents  that 
irritate  it ;  and  this  is  often  true.  But  not  always.  It  is  a 
well-recognised  character  of  the  nervous  function  that  its  phe- 
nomena, or  actions,  have  a  tendency  to  periodicity,  as  if,  like 
electricity,  it  required  a  certain  degree  of  accumulation  of  the 
vis  nervosa  before  it  can  act.  So  in  the  case  of  pain  we  often  see 
alternations  of  acme  and  of  ease,  of  discharge  and  accumulation. 
The  fact  that  the  period  of  most  intense  pain  is  usually  twenty- 
four  hours  before  the  appearance  of  blood,  is  held  to  prove  that 
these  uterine  colics  or  paroxysms  cannot  be  due  to  anything 
contained  in  the  uterus,  and  irritating  it  to  contract.  This 
objection  rests  upon  the  assumption  that  there  is  nothing  but 
blood,  fluid  or  coagulated,  that  can  be  there.  But  this  is  over- 
looked— the  rapid  preliminary  development  of  the  mucous 
membrane  into  menstrual  decidua,  the  congestion  of  this  struc- 
ture, and  of  the  uterus  generally.  This  is  enough  to  cause 
tension  of  the  uterine  muscular  fibre,  and  to  excite  it  to  contract, 
and  this  swelling  of  the  mucous  and  muscular  walls  may  close 
the  os  internum,  and  lead  to  partial  retention  when  the  flow 
begins.  The  frequent  vomiting  at  this  stage  favours  this  view. 
At  the  same  time,  there  is  the  ovarian  pain ;  and  to  this  the 
hysterical  symptoms  are  most  commonly  due. 

The  course  and  prognosis  of  neuralgic  dysmenorrhea :  The 
obstinate  character  of  the  affection  is  well  known.  It  may  be 
predicated  with  some  confidence  that  a  girl  who  starts  with 
dysmenorrhoea  is  doomed  to  suffer  for  years,  perhaps  for  life. 
It  is  said  sometimes  to  wear  itself  out ;  occasionally  marriage, 
if  fruitful,  brings  relief;  but  more  frequently  the  recurring 
attacks  of  pain,  even  if  unattended  by  other  causes  of  distress, 
increase  the  irritability  of  the  nervous  centres,  impair  nutrition, 
destroy  the  harmony  or  correlation  of  the  vital  forces,  and  re- 
duce the  sufferer  to  the  condition  of  a  perpetual  invalid,  enjoying 
at  the  best,  only  comparative  remissions  of  illness.  If  pain  do 
not  persist  throughout  the  intermenstrual  intervals,  it  is  liable 
to  be  evoked  by  any  fatigue  or  emotion,  so  that  the  state  of  the 
patient  comes  to  be  the  chief  care  of  the  household. 

After  a  time,  as  B.  Ferguson,  who  draws  the  most  terrible, 
but  not  exaggerated  picture  of  the  affection,  observes,  the  erotic 
element  is  in  most  cases  entirely  extinguished.  "  All  intercourse 
is  dreaded  or  loathed,  at  the  very  instant  when  the  victim  under 
the  passion  for  sympathetic  commiseration  is  ready  to  give  up 
her  whole  soul  to  the  first  acquaintance,  nurse,  or  practitioner  who 
will  listen  and  pity.  They  who  have  been  able  to  watch  this 
real  and  most  formidable  malady  through  years  have  many  a 
tale  to  tell — of  husbands  estranged,  children  neglected,  and 
home  stripped  of  all  its  holiest  influences,  authority  delegated 
to  strangers  and  abused,  ill-assorted  marriages,  expenditure 
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stretched  for  health's  sake  to  its  extreme  limits."  Under  the 
goading  of  repeated  agony  the  occasional  resort  to  stimulants 
merges  into  a  confirmed  habit  of  drinking. 

Happily  the  recent  application  of  means  of  exploring  the 
state  of  the  organs  primarily  affected  has,  by  enabling  us  to 
analyse  the  cases,  shown  that  the  majority  at  least  are  de- 
pendent upon  physical  causes  which  admit  of  remedy.  The 
treatment  has  become  far  more  successful  than  was  contem- 
plated as  possible  by  Grooch  and  Ferguson.  The  first  condition 
in  which  we  are  likely  to  be  consulted  is  during  the  attack. 
We  are  called  upon,  as  our  first  duty,  to  relieve  pain ;  and  during 
the  menstrual  flow  our  hands  are  commonly  tied.  We  are  driven 
to  a  trial  of  sedatives  and  narcotics.  Where  the  agony  is  so  in- 
tense as  to  induce  delirium,  it  is  justifiable  to  induce  anaesthesia 
by  chloroform  or  chloral,  but  the  frequent  recourse  to  these 
agents  is  apt  to  entail  a  terrible  penalty.  The  patient  who  has 
once  or  oftener  thus  drowned  her  sufferings,  is  little  able  to 
resist  the  imperious  craving  to  throw  herself  into  the  same 
treacherous  oblivion  on  every  return  of  pain.  She  soon  falls 
into  the  habit  of  exaggerating  her  suffering  so  as  to  impose  upon 
others,  as  well  as  herself,  the  necessity  of  getting  relief  even 
momentary  at  any  cost.  To  say  nothing  of  the  fatal  accidents 
which  have  occurred  from  the  use  or  abuse  of  chloroform  or 
chloral,  even  when  skilfully  administered,  experience  shows,  it  is 
said,  that  the  repeated  or  habitual  use  of  these  agents  is  liable  to 
induce  epilepsy  and  mental  prostration  of  a  kind  to  justify  appre- 
hension of  lapsing  into  dementia.  There  is  no  principle  of  con- 
duct more  imperative  than  this :  so  to  direct  our  treatment  as 
to  preserve  and  encourage  to  the  utmost  the  mental  and  moral 
integrity  of  the  patient.  When  once  we  have  lost  the  aid  of  her 
own  will,  when  she  has  lost  the  precious  gift  of  self-control,  our 
task  is  a  sad  one.  We  are  almost  driven  into  becoming  quasi- 
accomplices  in  a  course  that  almost  infallibly  ends  in  moral 
annihilation,  compared  with  which  the  original  malady,  still 
subsisting,  sinks  into  insignificance. 

One  of  the  best  temporary  sedatives  is  Hoffman's  anodyne, 
the  spiritus  setheris  sulphuricus  compositus,  which  may  be  given 
in  half-drachm  doses.  To  this  may  be  added  ten  or  fifteen 
drops  of  liquor  opii  sedativus,  and  both  act  better  if  given  with 
liquor  ammoniae  acetatis.  Indian  hemp  in  half-grain  or  grain 
doses  is  often  valuable ;  it  may  be  given  alone  or  combined  in 
pills  with  lupulin,  or  five  grains  of  Dover's  powder.  Where 
there  is  a  distinct  hysterical  character,  musk,  camphor,  and 
assafcetida  are  often  useful.  Allied  to  sedatives  in  their  effects 
are  the  bromides  of  potassium  and  ammonium.  One  or  other  of 
these  may  be  given  in  scruple  or  even  half-drachm  doses,  re- 
peated every  four  or  six  hours.  Bromine  seems  to  possess  a 
specific  power  in  subduing  ovarian  excitation.    If  sedatives 
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cannot  be  taken  by  the  mouth,  we  may  resort  to  subcutaneous 
injection  of  one-eighth  or  one-sixth  of  a  grain  of  acetate  of 
morphia;  or  half- a- drachm  of  laudanum  may  be  thrown  into  the 
rectum  ;  or  medicated  pessaries  containing  opium  or  belladonna 
may  be  placed  in  the  rectum  or  vagina. 

The  local  treatment  in  the  purely  neuralgic  affection  is  re- 
stricted to  the  use  of  hot  fomentations  or  cataplasms  to  the 
abdomen,  foot-baths,  and  other  external  applications.  Simpson 
recommended  the  injection  of  chloroform  vapour  or  carbonic 
acid  gas  into  the  vagina,  or  the  application  of  a  small  bit  of  lint 
soaked  in  chloroform  and  covered  with  a  watch-glass  over  each 
groin.  This  produces  a  small  blister.  The  diet  should  be 
simple,  and  the  use  of  stimulants  strictly  regulated. 

Moral  treatment  is  of  great  importance.  During  the  inter- 
vals great  care  should  be  taken  to  cultivate  habits  of  industry. 
Occupation,  physical  and  mental,  is  the  great  panacea.  "  Some- 
thing to  do  !  "  is  the  great  female  cry.  In  no  case  is  it  more 
urgent  than  here. 

If  these  and  other  similar  means,  as  well  as  Time,  fail  to 
bring  relief,  a  physical  examination  becomes  necessary,  and 
then  we  shall  probably  discover  some  condition  of  the  pelvic 
organs,  on  the  successful  management  of  which  the  hope  of 
curing  the  dysmenorrhcea  will  rest. 

The  Congestive  Dysmenorrhcea  may  be  either  primary,  that  is, 
dating  from  the  commencement  of  menstrual  life,  or  secondary, 
that  is,  acquired  at  a  later  period.  The  primary  cases  do  not 
differ  essentially  in  their  symptoms  from  the  neuralgic  cases  ; 
and  until  examination  by  touch  is  made  they  can  only  be  con- 
jecturally  distinguished.  In  addition,  perhaps,  to  the  subjec- 
tive signs  marking  the  neuralgic  kind,  there  is  a  greater  sense 
of  weight  and  bearing  down  in  the  pelvis,  pain  referred  to  one 
or  other  ovarian  region,  principally  the  left.  It  is  difficult  to 
derive  any  precise  information  from  external  palpation,  because 
in  congestive  as  well  as  in  neuralgic  cases,  the  hyperesthesia  is 
often  so  great  that  the  patient  shrinks  from  that  amount  of 
pressure  which  is  necessary  to  fairly  depress  the  abdominal 
wall.  Yaginal  touch,  too,  is  often  difficult  for  the  same  reason, 
and  it  may  become  desirable  to  conduct  it  under  chloroform. 
We  then  ascertain  that  the  uterus  is  somewhat  enlarged,  and 
on  returning  consciousness  the  patient  complains  of  pain  on 
pressure.  There  is  also  a  pecidiar  sense  of  tension  and  heat. 
Of  course  in  the  case  of  simple  congestion  we  assume  a  normal 
uterus  as  to  structure,  form,  and  position.  But  this  coinci- 
dence, I  believe,  is  rare.  A  normal  uterus  will  generally  per- 
form its  function  normally.  The  physiological  blood- fulness, 
which  is  an  essential  condition  of  every  menstruation,  is  dif- 
ferent from  congestion,  which  is  a  morbid  process.  The  physio- 
logical state  is  relieved  by  excretion.    The  morbid  state  is 
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only  partially  so  relieved ;  some  of  the  blood-elements  remain, 
keeping  up  more  or  less  tension  of  the  blood-vessels,  and  the 
serum  is  effused  into  the  tissues.  Hence  congestion  is  liable  to 
induce  some  degree  of  permanent  enlargement,  which  may  even 
lead  to  hypertrophy  or  increased  growth  of  the  organ.  This 
enlargement  is  perceptible  to  the  touch  in  the  intermenstrual 
intervals.  It  induces  relaxation  of  the  pelvic  tissues  which 
support  the  uterus  ;  hence,  from  increased  weight  and  lessened 
support,  the  uterus  tends  to  sink  lower  in  the  pelvis. 

What  is  the  cause  of  this  congestion  ?  We  can  hardly  con- 
ceive the  idea  of  primary  congestion.  This  condition  is  almost 
necessarily  the  consequence  of  some  morbid  process  or  injury. 
These  are  manifold,  and  will  be  discussed  under  their  appro- 
priate heads.  But  in  especial  reference  to  the  present  subject, 
it  must  be  remembered,  that  an  organ  which  performs  its  func- 
tion with  difficulty,  is  by  that  circumstance  disposed  to  conges- 
tion. Thus  the  simple  neuralgic  dysmenorrhoea  is  pretty  sure 
to  merge  sooner  or  later  into  the  congestive  form.  We  may  go 
further,  and  affirm  that  the  congestive  dysmenorrhoea,  if  not 
primarily  due  to  a  mechanical  impediment,  is  certain  to  produce 
a  mechanical  impediment,  chiefly  marked  at  the  menstrual 
epochs,  and  by  the  obstruction  this  opposes  to  excretion  from 
the  womb,  increasing  the  pain.  The  tumefaction  of  the  mucous 
membrane,  which  commonly  exceeds  the  normal  bounds,  fills 
up  and  chokes  the  cervical  canal,  especially  at  the  os  internum. 
Here  there  is  a  mechanical  obstruction  to  excretion.  If  the 
disease  continues,  the  body  of  the  uterus,  increased  in  size,  and 
all  the  surrounding  structures,  upon  whose  healthy  tonicity  the 
uterus  depends  for  maintenance  of  its  form  and  position,  being 
relaxed,  is  liable  to  fall  back  in  retroflexion.  This  necessarily 
increases  the  obstruction  at  the  angle  of  flexion,  that  is,  near 
the  os  uteri  internum.  Although  I  believe  this  is  the  history 
of  some  cases  of  retroflexion,  I  am  very  sure  that  in  the 
majority  the  retroflexion  is  the  primary  condition.  We  are 
thus  by  several  routes  led  to  the  discovery,  that  mechanical 
obstructions  to  excretion  are  the  most  important  factors  in 
dysmenorrhoea. 

Obstructions,  it  is  almost  superfluous  to  say,  vary  in  seat, 
extent,  and  kind.  They  are  most  frequent  at  one  of  the  natural 
orifices  of  the  genital  canal.  Thus,  narrowing  of  the  os  uteri 
internum,  as  brought  about  by  flexion  or  angulation,  is  not 
uncommon ;  narrowing:  of  the  os  externum  is  very  common. 
But  like  results  may  attend  narrowing  at  any  other  part  of  the 
canal,  as  in  the  vagina.  If  the  closure  be  complete,  and  men- 
struation take  place,  of  course  there  will  be  retention.  If  the 
closure  be  incomplete  there  will  be  partial  retention,  the  expres- 
sion of  which  is  dysmenorrhoea.  This  partial  retention  and 
dysmenorrhoea  we  know  is  extremely  common.    Its  pheno- 
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inena  should,  I  think,  be  studied  in  connection  with  those 
of  complete  retention.  We  shall  find  in  this  study  end- 
less illustrations  of  the  proposition  that  one  essential  condition 
of  dysmenorrhoea  is  retention  of  menstrual  secretion.  There  is 
another  condition  to  which  retention  of  secreted  matter  is  not 
necessary.  In  many  cases  where  there  is  congestion  of  the  uterus 
combined  with  extreme  nervous  susceptibility,  the  pain  is  most 
marked  at  the  outset  of  the  period,  that  is,  in  all  probability, 
before  any  pouring  forth  of  blood  into  the  uterine  cavity  has 
taken  place.  The  pain  is  explained  by  the  sudden  distention  of 
the  morbid  uterine  tissue  by  the  gathering  of  the  blood  in  the 
vessels  preliminary  to  secretion,  and  the  swelling  of  the  mucous 
membrane.  In  both  there  is  retention,  the  difference  being 
that,  in  the  one  case  the  menstrual  blood  is  retained  in  the 
cavity  of  the  uterus  after  secretion,  and  that  in  the  other  case, 
the  blood  is  retained  in  the  tissues  of  the  uterus.  The  point 
which  brings  both  cases  together  is  that  there  is  difficult  excre- 
tion, causing  distention  of  the  uterine  fibre,  and  nervous  irrita- 
tion. 

The  residual  cases,  which  do  not  fall  under  one  or  the  other 
description  of  retention,  are  rare  indeed. 

I  have  seen  many  cases  in  which  long-standing  dysmenorrhoea 
was  cured  by  incision  of  the  os  externum,  relapse  occurring 
when  the  os  contracted  again ;  and  a  permanent  cure  was 
obtained  when  the  os  was  kept  patent. 

In  cases  of  anteversion  and  anteflexion,  without  stenosis, 
dysmenorrhoea  has  been  from  time  to  time  relieved  or  averted 
by  the  passage  of  a  sound  a  day  or  two  before  the  onset  of  men- 
struation. By  this  means  and  rest  the  uterus  was  redressed  for 
the  occasion,  and  the  obstruction  and  retention  were  averted. 
If  this  measure  was  at  any  time  omitted,  the  dysmenorrhoea 
was  sure  to  come,  and  the  body  of  the  uterus  became  very  sen- 
sibly enlarged.  Permanent  cure  has  constantly  followed  per- 
manent restoration  of  the  uterus  to  its  proper  position. 

Another  cause  of  dysmenorrhoea,  and  often  of  menorrhagia, 
is  the  fixing  of  the  uterus  by  perimetric  deposits,  coming  on 
after  labour  or  abortion,  or  other  conditions.  The  fixing  of 
the  uterus,  although  commonly  attended  by  patency  of  the 
cervix,  seems  to  me  to  cause  dysmenorrhoea  by  preventing  the 
uterus  from  contracting,  and  also  by  favouring  engorgement  of 
its  tissues. 

Dysmenorrhoea  is  a  not  uncommon  attendant  upon  fibroid 
tumours,  which  either  produce  obstruction  by  twisting  or  com- 
pressing the  cervical  canal,  or  by  keeping  up  a  state  of  con- 
gestion, or  by  interfering  with  the  effective  regular  contraction 
of  the  uterus.  Dysmenorrhoea  from  the  first  cause  is  frequently 
relieved  by  dilating  the  cervical  canal  either  by  tents  or  inci- 
sions. 
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Many  other  illustrations  will  occur  of  pain  analogous  to  that 
of  dysmenorrhoea,  produced  by  the  retention  in  the  uterus  of 
blood-clots,  as  after  labour  and  abortion,  of  intra-uterine  polypi, 
of  the  exfoliated  mucous  membrane  in  the  dysmenorrhoea  mem- 
branacea,  or,  in  fact,  of  anything  which  distends  and  irritates 
the  uterine  cavity.  The  difference  in  the  symptoms,  and  the 
degree  of  severity,  depend  not  so  much  on  the  nature  of  the 
substance  retained,  as  upon  the  completeness  of  the  retention 
and  the  nervous  susceptibility  of  the  patient. 

A  further  proof  that  dysmenorrhoea  is  due  to  retention  lies  in 
the  changes  the  menstrual  fluid  undergoes,  and  the  character  it 
presents  when  discharged.  In  some  cases,  especially  those  in 
which  there  is  such  excess  of  blood  as  to  deserve  the  designation 
of  menorrhagia,  the  escape  being  impeded,  and  the  mucous  secre- 
tions of  the  cavity  of  the  uterus  being  insufficient  in  proportion 
to  preserve  the  normal  state,  clots  form.  In  other  cases,  in 
which  there  may  be  no  excess  of  quantity,  the  retention  is  so 
protracted,  or  the  quantity  of  catarrhal  mucus  mixed  with  it  so 
large,  that  the  fluid  when  discharged  closely  resembles,  in  its 
syrupy  consistence  and  dark  colour,  that  which  is  pent  up  by  an 
imperforate  hymen.  This  is  markedly  so  in  some  cases  of  tem- 
porary retention  from  compression  of  the  cervical  canal  by  a 
fibroid  tumour.  But  it  is  not  uncommon  in  obstruction  from 
retroflexion,  and  from  stenosis  of  the  os  externum.  The  dis- 
charge is  also  often  offensive  to  the  smell. 

I  have  given  a  series  of  illustrative  cases  in  support  of  the 
proposition  that  dysmenorrhoea,  in  most  instances,  is  the  exponent 
of  obstructed  excretion,  in  a  memoir  in  the  "  Obstetrical  Trans- 
actions" for  1872. 

With  all  this  variety  of  illustration  concentrated  into  one 
focus,  we  shall  be  justified  in  repeating  the  proposition  with 
which  we  started,  namely :  The  essential  cause  of  dysmenor- 
rhoea— at  least,  in  the  great  majority  of  cases — is  retention  of 
the  menstrual  secretion.  The  exceptions  in  my  experience  are 
very  few.  And  yet  among  these  few  exceptions  there  are  some 
which  I  should  hesitate  to  consign  to  the  neuralgic  asylum. 
"We  meet  with  cases,  every  now  and  then,  in  which  the  dys- 
menorrhoeal  symptoms  are  very  severe,  although  there  is  no 
obvious  stenosis.  In  some  of  these  I  have  found  the  uterus 
small,  perhaps  inclined  to  one  side,  set  in  a  short,  non-disten- 
sible vagina.  Sometimes  the  os  externum  is  preternaturally 
small ;  but  even  after  freely  dilating  this,  the  dysmenorrhoea 
persists.  The  subjects  of  this  kind  of  imperfect  development — 
for  such  it  is — are  commonly  of  a  highly  nervous  temperament, 
acutely  sensitive  of  pain,  and  it  would  be  easy  to  say  they  suffer 
from  "  irritable  uterus,"  or  neuralgic  dysmenorrhoea.  But  this 
refuge  seems  unsatisfactory.  In  some  of  the  subjects  it  is 
certain  that  the  hypersesthetic  condition  has  been  gradually 
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developed,  caused  by  the  frequent  pain  and  imperfectly  per- 
formed function,  and  was  not  a  primary  condition.  In  some 
cases  I  have  seen  great  improvement,  even  cure,  from  the  use 
of  Simpson's  intra-uterine  galvanic  pessary. 

Dysmenorrhea  from  Obstructed  Excretion. 

We  may  then  conclude  that,  in  a  very  large  proportion  of 
cases  of  dysmenorrhoea,  some  distinct  mechanical  anomaly  of  the 
uterus  will  be  found.  Careful  study  of  the  history  of  these 
cases,  supplemented  by  observation  of  the  results  of  treatment, 
will  leave  little  doubt  that  these  mechanical  anomalies  act  as 
real  obstructions  to  the  menstrual  function,  and  that  they  are 
therefore  the  primary  factors  of  the  disorder,  to  the  removal  of 
which  treatment  should  be  directed. 

The  principal  mechanical  anomalies  associated  with  dys- 
menorrhoea are :  Narrowing  of  the  os  uteri  externum,  with  or 
without  projecting  conical  vaginal-portion ;  retroflexion  or 
retroversion  of  the  uterus  ;  anteflexion,  or  anteversion  of  the 
uterus ;  lateriversion ;  torsion  of  the  uterus  (see  Fig.  23,  p.  36)  ; 
inflammatory  and  hypersemic  states  of  the  uterus ;  fibroid 
tumours  in  the  walls  of  the  body,  and  especially  in  the  neck  of 
the  uterus  ;  polypi  in  the  uterus  ;  tumours  or  effusions  outside 
the  uterus,  pressing  upon  it,  such  as  pelvic  peritonitis,  or  peri- 
metritis, and  retro-uterine  hematocele,  which  impede  its 
mobility,  and  keep  up  hypersemia  in  it.  These  conditions 
may  exist  simply,  or  two  or  more  may  be  combined.  I  propose 
now  to  discuss,  in  relation  to  dysmenorrhoea,  the  narrow  os,  and 
the  displacements  of  the  uterus.  The  other  conditions  will  be 
studied  under  their  appropriate  heads. 

This  doctrine  has  not,  it  is  true,  met  with  general  acceptance 
amongst  those  who  have  not  applied  to  the  study  of  the  diseases 
of  the  ovaries  and  uterus  the  same  method  which  they  might 
think  necessary  in  the  case  of  other  organs.  So  long  as  they 
regard  the  ovaries  and  uterus  from  this  exceptional  point  of  view, 
so  long  must  they  be  under  the  dominion  of  arbitrary  hypotheses. 
If  a  patient  suffers  from  dyspnoea,  the  first  thought  is  to 
explore  the  organs  of  respiration.  And  in  the  great  majority  of 
cases  a  physical  condition  of  these  organs  adequate  to  explain  the 
distress  in  breathing  is  discovered.  So  in  like  manner,  whenever 
any  organ  performs  its  function  with  difficulty,  it  is  inferred 
that  the  organ  is  out  of  gear.  But  with  a  strange  inconsistency 
they  exclude  the  uterine  and  ovarian  functions  from  this  process 
of  inquiry. 

I  have  sketched  the  most  common  forms  of  conical  vaginal- 
portion  and  stenosis  of  the  os  externum  in  the  following 
figures. 
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They  are  mostly  congenital,  and  maybe  traced  back  to  imperfect 
development.  The  vaginal-portion  may  project  into  the  vagina 
half  an  inch,  an  inch,  or  even  as  much  as  two  inches.  Sometimes 


Fig.  54. 

showing  one  form  of  the  conical  vaginal-portion. 


Fig.  55. 

showing  another  form  of  the  conical  vaginal-portion. 


Fig.  56. 

showing  a  third  form  of  the  conical  araginal-portion. 


Fig.  57. 

showing  a  common  form  of  narrow  os  uteri,  attended  by  dysmenorrhea  and  sterility. 
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the  vaginal-portion  is  rounded,  representing  the  half  of  a  globe. 
In  some  cases  the  excessive  projection  is  due  to  acquired 
hypertrophic  elongation  of  the  infra-vaginal-portion.     In  the 


Fig.  58. 

section  showing  conical  cervix  with  small  os  externum. 

ordinary  construction  the  cervical  canal  communicates  freely 
with  the  vagina  by  an  open  transverse  fissure  ;  inclining,  indeed, 
to  the  circular  form  in  the  virgin.  The  form  of  the  cervical 
cavity  is  thus  a  flattened  cone  or  funnel,  of  which  the  base  is  open 
(see  Figs.  10,  12).  The  vaginal-portion  projects  as  a  flattened 
hemisphere  scarcely  half  an  inch  into  the  vagina,  the  vagina 
being  reflected  off  from  the  cervix  a  little  above  the  level  of  the 
os  externum. 

Instead  of  the  natural  free  communication  between  the 
cervical  cavity  and  the  vagina,  the  os  externum  is  so  contracted 
as  to  form  a  sensible  obstruction.  Indeed,  sometimes  the  ordinary 
uterine  sound  can  be  passed  only  with  difficulty ;  and  I  have 
known  the  occlusion  to  be  complete,  requiring  some  little  force 
to  break  down  a  thin  membranous  septum  formed  at  the  orifice. 
As  soon  as  the  os  uteri  externum  is  penetrated  by  the  sound,  it 
is  usually  found  that  the  point  enters  into  a  sufficiently  capacious 
cervical  cavity.  This  cavity  is  in  fact  exactly  spindle-shaped  ; 
it  narrows  again  towards  the  os  uteri  internum.  In  cases  of 
protracted  suffering  from  dysmenorrhcea  attending  this  peculiar 
form  of  cervix,  I  have,  however,  generally  found  that  the  sound 
passes  through  the  os  internum  without  difficulty.  It  is  by  this 
observation  that  I  have  come  to  the  conclusion  that  in  some  cases 
the  excessive  projection  of  the  vaginal-portion  is  simply  due  to 
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the  vagina  being  reflected  off  at  a  higher  level  than  usual.  The 
sound  shows  the  entire  length  of  the  uterus  to  be  normal. 

The  seat  of  the  obstruction,  then,  I  believe  to  be  most 
commonly  at  the  os  externum.  The  obstruction  is  due  chiefly  to 
the  small  round  os  itself ;  partly  to  the  pointed  elongated  form 
of  the  lower  part  of  the  vaginal-portion ;  and  partly  to  an 
unusual  rigidity  of  structure  of  this  part,  which  impedes  the 
expanding  action  natural  to  the  healthily  formed  os  uteri. 

When  obstruction  is  experienced  at  the  os  internum,  I  have 
almost  always  found  it  to  be  due  to  the  flattening  of  the  canal 
at  this  point,  caused  by  extreme  flexion  or  angulation  of  the 
body  of  the  uterus  upon  the  neck.  The  sound  will  generally 
pass,  by  giving  it  a  moderate  curve,  by  tilting  up  the  down-bent 
body  with  a  guiding  finger,  and  carrying  the  handle  of  the 
sound  well  backwards  in  the  case  of  anteflexion,  and  vice  versa. 

Dysmenorrhoea  from  obstruction  at  the  os  uteri  internum,  or 
at  some  point  below  it,  is  closely  allied  in  pathology  and 
symptoms  with  occlusion  of  the  uterus  and  complete  retention  of 
the  menstrual  fluid.  It  is  in  fact  a  minor  or  incomplete  degree 
of  occlusion. 

The  consequences  of  the  described  obstructions  take  place  in 
retrograde  or  ascending  order  above  the  seat  of  obstruction. 
They  are :  1.  Congestion  and  enlargement  of  the  body  of  the 
uterus,  disposing  to  menorrhagia  at  first,  and  causing  uterine 
spasm  and  colic  ;  2.  A  similar  condition  of  the  Fallopian  tubes, 
and  tendency  to  undue  patency  of  the  uterine  mouths  of  the 
tubes  (see  Figs.  20,  21,  22,  23)  ;  3.  Congestion,  enlargement, 
inflammation  of  the  ovaries,  determining  (a)  intra-alar 
hemorrhage,  (b)  retro-uterine  hsematocele,  (c)  limited  pelvic 
peritonitis,  with  or  without  adhesions  of  tubes  and  ovaries  to 
surrounding  structures ;  4.  As  an  ulterior  result,  continued 
obstruction  may  entail,  through  the  action  of  inflammation  or 
long  interference  with  function,  atrophy  of  the  ovaries,  and  ex- 
tinction of  the  menstrual  phenomena. 

All  the  above  consequences  may  occur  in  single  women. 

When  the  subjects  of  uterine  obstruction  enter  upon  married 
life,  other  consequences  are  added.  These  are  :  increased  conges- 
tion and  inflammation  of  the  body  of  the  uterus ;  increased 
liability  to  ovarian  irritation ;  increased  tendency  to  menorrhagia ; 
acute  and  chronic  cervicitis  with  leucorrhoea ;  vaginitis  ;  vaginis- 
mus ;  dyspareunia  ;  sterility  ;  or,  in  the  rare  event  of  impreg- 
nation, abortion  or  dystocia.  I  have  learned  that  a  history  of 
abortion  is  generally  to  be  mistrusted.  A  presumed  abortion  is 
likely  to  have  been  nothing  more  than  menorrhagia.  The  barren 
woman  would  fain  console  herself  with  the  delusion  of  a  blighted 
hope.  Of  course  it  is  not  intended  to  convey  the  idea  that  these 
consequences  are,  one  and  all,  constant.  But  I  believe  it  is 
rare  for  the  subject  of  narrow  os  externum  uteri,  alone  or  com- 
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bined,  as  it  frequently  is  with  retroflexion  of  the  uterus,  to  escape 
from  some  of  them.  Dysmenorrhoea,  dyspareunia,  and  sterility 
will  commonly  follow;  and,  continued  through  the  period  of 
ovarian  activity,  will  render  life  miserable,  even  if  health  be  not 
utterly  broken  down. 

The  symptoms  of  dysmenorrhoea  from  obstructed  excretion 
express  the  several  pathological  conditions  which  are  called  into 
action.  Pain  is  the  most  urgent  symptom.  This  usually  comes 
on  as  a  heavy  aching  sensation,  even  before  the  flow  appears. 
The  seat  is  pelvic,  spreads  to  the  sacrum,  loins,  one  or  both 
iliac  regions,  and  often  extends  down  the  thighs.  As  the  flow 
appears  there  is  sometimes  relief  from  pain,  but  more  commonly 
it  assumes  an  expulsive  bearing-down  character.  It  rises 
sometimes  to  such  inteosity  that  the  patient  is  obliged  to  take 
to  bed.  The  constitutional  reactions  of  this  pain  are  often 
great.  Prostration  approaching  to  collapse  may  ensue,  violent 
headaches,  syncope,  retching,  vomiting  are  not  unfrequent.  I 
have  witnessed  marked  stupor  and  hebetude,  loss  of  memory, 
loss  of  energy,  want  of  all  power  of  fixing  attention,  delirium, 
even  mania.  These  symptoms  subside,  or  are  mitigated  as  the 
flow  ceases,  but  occasionally  last  for  several  days,  leaving  the 
patient  so  exhausted  and  depressed  in  body  and  mind  that  she 
has  scarcely  time  to  rally  before  the  next  period  returns,  when 
all  her  distress  is  renewed.  That  these  symptoms  depend 
chiefly  upon  the  hypersemic  state  of  the  uterus  seems  proved  by 
the  observation  repeatedly  made,  that  touching  the  cervix  or 
fundus  with  the  finger  will  produce  the  same  phenomena,  and 
that  the  uterus  is  really  enlarged  and  painful.  Enlargements 
of  the  abdomen  from  perverted  nervous  action,  resembling  those 
which  occur  at  the  climacteric  period,  are  frequent  at  the  men- 
strual periods.  The  breasts  also  frequently  enlarge  at  these 
times,  and  become  painful,  in  response  to  the  ovario-uterine 
distress.  The  effect  upon  the  menstrual  function  varies. 
In  one  class  of  cases  monorrhagia  is  induced,  the  result,  no 
doubt,  of  the  extreme  hyperemia  caused  by  the  obstruction.  In 
these  cases  the  intermenstrual  interval  is  often  reduced  to  three 
weeks  or  less,  whilst  the  flow  persists  for  a  week  or  longer. 
Clots  are  frequently  passed,  indicating  retention  in  the  cavity 
of  the  uterus.  The  case  then  resembles  abortion,  and,  not 
seldom,  patients  believe  they  have  aborted.  This,  as  I  have  said, 
is  rarely  the  case.  There  has  been  no  conception.  The  monor- 
rhagia is  commonly  followed  by  leucorrhcea,  another  means  which 
Nature  adopts  to  lessen  the  hyperemia.  More  or  less  pain  often 
persists  throughout  the  interval,  and  is  liable  to  exacerbation 
on  any  exertion  or  emotion.  This  is  due  to  the  continuance  of 
hyperemia,  and  even  to  some  hypertrophy  of  the  uterus.  When 
dysmenorrhoea  depends  upon  obstruction  of  the  os  externum  or 
retroflexion  or  anteflexion,  it  commonly  begins  with  the  first 
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advent  of  the  ovarian  function,  and  continues  in  spite  of  all 
ordinary  treatment.  I  have  notes  of  a  case  which  shows  in  a 
striking  manner  the  severity  of  the  symptoms  sometimes  pro- 
duced. A  young  lady  had  been  married  two  years  without 
pregnancy.  Since  marriage  she  had  suffered  from  metrorrhagia, 
and  several  attacks  considered  to  be,  and  treated  as,  peritonitis. 
During  the  last  six  months  she  had  a  constant  sense  of  swelling, 
with  pain  in  the  left  ovarian  region  ;  vomiting  attended  the  pain. 
This  had  been  relieved  by  leeching.  When  I  saw  her,  metror- 
rhagia had  lasted  six  weeks  without  cessation.  Great  prostration 
was  present,  with  irritative  fever,  reminding  me  of  pysemic 
puerperal  fever.  I  found  a  small  conical  cervix,  with  an  os  so 
minute  that  it  required  considerable  pressure  to  introduce  the 
uterine  sound ;  the  cervix  was  deviated  to  the  left ;  there  was 
defined  tumefaction  and  pain  in  the  left  ovarian  region.  I 
inferred  that  the  narrowed  os  externum,  impeding  the  flow  of 
blood  from  the  uterus,  led  to  the  formation  of  coagula  in  the 
cavity  ;  that  these  coagula  were  broken  up  by  decomposition  ; 
that  absorption  of  septic  matter  took  place,  causing  constitutional 
symptoms,  and  possibly  peritonitis  or  cellulitis  in  the  left  broad 
ligament ;  that  the  tumefaction  in  the  left  broad  ligament 
might  also  be  due  to  hemorrhagic  effusion,  or  to  congestion  of  the 
ovary.  I  split  the  cervix  with  my  scissors.  The  metrorrhagia, 
which  had  persisted  fpr  six  weeks,  and  was  abundant  at  the 
moment  of  the  operation,  ceased  in  a  few  days,  the  pain  abated, 
and  recovery  ensued. 

The  escape  of  a  muco-sanguineous  offensive  discharge,  when 
the  os  externum  is  opened  by  incision,  is  a  very  common 
occurrence.  This  indicates  that  chronic  endometritis  or 
uterine  catarrh  is  one  of  the  consequences  of  this  malforma- 
tion. 

In  another  class  of  cases,  arising  either  primarily  or  second- 
arily upon  menorrhagia,  the  menstrual  flow  gradually  de- 
creases, and  it  may  even  end  in  amenorrhoea.  In  these  cases 
it  may  be  conjectured  that  the  ovaries  undergo  some  change 
of  an  atrophic  character,  the  result  or  not  of  inflammatory 
processes  in  the  organs  themselves,  or  in  the  surrounding 
tissues. 

The  association  of  painful  menstruation,  uterine  haemorrhage, 
and  sterility,  with  a  peculiar  formation  of  the  os  uteri,  has  long 
been  recognised.  Indeed,  this  fact  in  pathology  appears  to  be 
simply  a  recovered  legacy  from  the  most  remote  epoch  of 
medical  history.  There  is  a  passage  in  Aetius,  in  which  not 
only  is  the  dependence  of  sterility  upon  a  contracted  os  uteri 
pointed  out,  but  the  supposed  modern  treatment  of  dilating  it 
by  compressed  sponge-tents  is  also  described.  The  late  Dr. 
Macintosh  was  mainly  instrumental  in  reviving  and  applying 
this  knowledge  to  practice.    Professor  Simpson  in  Edinburgh, 
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Dr.  Oldham,  myself,  and  others,  in  London,  accepted  the  doc- 
trine. On  the  Continent  it  has  met  with  less  favour.  But  in 
America  it  is  almost  universally  recognised. 

If  we  reflect  upon  the  normal  uterus,  the  characteristics  of 
which  are :  a  nearly  straight  axis  from  the  fundus  to  the  os 
externum,  slight  ante  version  only,  an  os  uteri  externum  consist- 
ing of  a  free  transverse  slit,  a  cervical  canal  admitting  the 
ready  passage  of  the  sound  nearly  or  quite  straight,  we  cannot 
avoid  the  conclusion  that  these  are  conditions  fit  for  the  easy 
performance  of  menstruation.  It  might,  d  priori,  be  predicated 
that  where  these  conditions  do  not  exist,  difficult  menstruation 
must  result.  Clinical  observation  amply  proves  that  this  is  so. 
But  opinions  differ  as  to  the  exact  nature  and  seat  of  the 
obstruction.  Simpson  thought  the  seat  of  stricture  was  often 
at  the  os  internum,  and  this  view  has  been  adopted  by  several 
men  of  experience  in  London.  The  question  is  one  of  great 
importance  to  determine.  It  stands  literally  at  the  very 
threshold  of  the  subject.  If  the  obstruction  be  always,  or  even 
often,  at  the  os  internum,  it  follows  that  treatment  must  be 
directed  to  the  dilatation  of  this  part.  Now,  dilatation  of  this 
isthmus  by  bougies  or  expanding  tents  is  attended  but  with 
transitory  results.  The  isthmus  very  soon  regains  its  ordinary 
calibre.  Dilatation  by  incision  is  not  only  of  transitory  result, 
for  the  isthmus  quickly  contracts  again,  but  it  is  attended  by 
great  danger.  The  blood-vessels  enter  the  cervix  just  about 
this  level,  some  penetrate  deeply  into  its  structure,  and  the 
venous  canals  are  maintained  as  more  or  less  rigid  tubes.  An 
incision  half  an  inch,  or  even  a  quarter  of  an  inch  deep  will 
be  very  liable  to  divide  some  of  these  vessels.  Hence,  as  a  first 
danger,  we  have  to  apprehend  profuse,  even  "furious  "  bleeding; 
next,  from  the  gaping  of  the  divided  veins  and  the  injury  to 
the  tissues  in  which  they  run,  there  is  great  liability  to  pelvic 
inflammation  and  septicaemia.  These  are  no  theoretical  dangers. 
Many  cases,  some  fatal,  are  well  known.  To  illustrate  this 
point,  I  made  many  sections  at  the  level  of  the  os  uteri  inter- 
num. The  disposition  of  the  vessels  is  shown  in  Figures  59,  60.* 
The  same  figures  show,  what  almost  every  section  at  this  level 
shows,  that  the  natural  calibre  of  the  isthmus  will  just  about  admit 
the  passage  of  the  uterine  sound.  This  coarctation  has  been 
demonstrated  to  be  normal  by  Dr.  H.  Bennet  in  the  living,  by 
Boullard  in  the  dead,  and  is  no  longer  disputed.  No  operation, 
then,  is  needed  to  make  it  larger.  If  the  sound  will  pass,  we 
may  be  satisfied  as  to  the  efficiency  of  the  os  uteri  internum ; 
and  in  my  experience  it  is  very  rare  indeed  to  find  serious  diffi- 
culty in  passing  it.  If  it  does  not  pass  readily,  by  far  the  most 
common  cause  is  excessive  flexion,  mostly  retroflexion,  of  the 
body  upon  the  cervix.    The  point  of  angulation  is  at  or  near 

*  On  "  Dysmenorrhea,"  &c,  "  Obstetrical  Transactions,"  1866. 
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the  os  internum,  so  that  the  sound  will  not  pass  unless  the 
body  be  lifted  up  so  as  to  straighten  its  axis,  or  the  sound  be 
much  curved.  When  these  things  are  done,  the  angle  or  spur 
of  flexion  is  overcome,  and  the  calibre  of  the  isthmus  is  found 
to  be  normal.  What  need,  then,  to  enlarge  it  by  incision  ?  Will 
incision  help  to  straighten  the  uterus  ?  If  the  incision  be  made 
into  the  spur  of  flexion,  and  the  wound  be  kept  from  closing, 
we  may,  it  is  true,  get  a  straighter  passage  between  the  cervix 
and  body.  But  can  we  depend  upon  so  keeping  a  wider  canal  ? 
Of  this  I  think  proof  is  required.  The  rational  course  is,  where 
there  is  obstruction  from  angulation,  and  this  is  frequent,  to 
attack  the  flexion. 

For  these  reasons  I  disagree  from  those  who  insist  upon  the 
frequency  of  stricture  of  the  os  internum,  and  apply  their  treat- 
ment accordingly. 


Fig.  60  (adnat.) 

SECTIONS  OF  UTERUS  MADE  AT  OS  INTERNUM. 

Showing  the  normal  size  of  the  os  internum,  the  circular  disposition  of  the  fibres  around  it, 
and  the  blood-vessels  in  proximity. 

Before  describing  the  operation  of  incision,  it  is  proper  to 
describe  and  to  discuss  the  value  of  the  methods  of  dilating  by 
bougies  and  tents.  This  was  first  done  in  modern  times  by  Mac- 
intosh, and  has  been  largely  followed.  Various  dilating  materials 
have  been  used.  One  was  to  fashion  a  tent  made  of  ivory  out  of 
which  the  bony  matter  was  taken  by  hydrochloric  acid.  Such 
a  tent,  when  applied  inside  the  cervix  uteri,  will  swell  to  about 
double  its  ordinary  size,  and  so  distend  the  canal  in  which  it  is 
placed.  Metal  bougies  have  been  applied  of  gradually  in- 
creasing size,  as  for  stricture  of  the  male  urethra.  A  steel 
sound  provided  with  a  mechanism  for  expanding  its  calibre 
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after  introduction  into  the  cervix  has  been  advocated  by  Dr. 
Priestley  and  others.  Of  late  the  favourite  agents  have  been 
compressed  sponge  and  laminaria  tents.  The  sponge  is  made 
into  a  conical  form  and  waxed  over.  Tents  of  this  material, 
when  introduced,  soften  and  swell  by  imbibition  of  the  fluids 
secreted. 

The  patient  should  be  undressed,  in  bed,  and  lie  on  her  left 
side,  knees  drawn  up.  To  introduce  the  sponge-tents,  first  of 
all  pass  the  uterine  sound  to  determine  accurately  the  dimen- 
sion and  direction  of  the  canal ;  then  the  tent  mounted  on  a 
stilet  is  introduced,  and  when  in  situ,  it  is  well  to  plug  the 
vagina  below  by  pledgets  of  lint  soaked  in  carbolic  acid  oil. 
After  a  few  hours  it  will  have  expanded  to  its  full  extent,  and 
may  be  removed.  If  it  be  found  that  the  dilatation  obtained 
is  insufficient,  another  tent  may  now  be  passed. 

The  laminaria  tents  are  now  usually  made  about  two  inches 
long  and  hollowed  out,  that  is,  tubular.  I  have  contrived  a  very 
convenient  instrument  (see  Fig.  41,  p.  135)  to  carry  them  into 
their  place,  which  has  been  sold  by  the  London  instrument  makers 
for  several  years.  Recently,  my  friend  Dr.  Charles  Grodson  has 
so  modified  my  instrument,  that  the  tube-bearing  stilet  may  be 
set  at  any  convenient  angle. 

A  suitable  laminaria-tube  is  mounted  on  the  stilet,  when  it 
virtually  forms  part  of  the  equivalent  of  a  uterine  sound,  and  is 
almost  as  easy  to  introduce.  The  forefinger  of  the  left  hand, 
serving  as  a  guide,  is  applied  to  the  edge  of  the  os  uteri,  whilst 
the  instrument  carrying  the  tent  is  handled  by  the  right  hand. 
The  tent  end  is  carefully  slipped  up,  until  nearly  the  whole  length 
has  passed  the  os  externum.  By  this,  and  also  by  a  sense  of 
resistance  overcome,  we  know  the  os  internum  has  been  passed. 
Then,  keeping  the  forefinger  on  the  os,  withdraw  the  handle  of 
the  instrument,  whilst  the  catheter  is  kept  steady  against  the 
os.  The  stilet  thus  withdrawn  from  the  laminaria-tube,  this  is 
left  in  situ.  To  secure  it  here,  until  it  swells,  when  it  will  hold 
itself,  plug  lightly  with  lint  soaked  in  carbolic  acid  oil. 

The  tent  takes  about  six  or  eight  hours  to  swell  to  its  full 
extent.  If  the  constriction  be  rigid,  or  the  patient  very  suscep- 
tible, it  is  not  uncommon  for  vomiting  and  pain  to  come  on 
when  the  excentric  pressure  stretches  the  uterine  fibre  ;  it  is 
therefore  desirable  to  give  a  sedative  an  hour  or  two  after  the 
application.  The  necessary  time  taken  for  the  action  of  the 
tent  suggests  a  practical  rule  in  the  selection  of  the  hours  for 
introducing  it. 

It  will  combine  the  least  distress  to  the  patient  with  the 
greatest  convenience  to  the  surgeon,  to  introduce  the  tent  in  the 
evening,  and  to  visit  her  early  in  the  morning  to  remove  it ; 
or,  it  may  be  introduced  in  the  morning  and  removed  in  the 
evening.    The  os  internum  yields  with  most  difficulty.  Some- 
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times  the  tent  is  gripped  at  this  point  so  forcibly,  that  a  deep 
furrow  or  circular  constriction  is  formed,  and  the  part  of  the 
tent  over  this  point  having  expanded  freely,  considerable  resist- 
ance is  opposed  to  the  removal. 

What  is  the  effect  of  these  measures  ?  The  immediate  effect 
is  undoubtedly  to  expand  the  cervical  canal.  A  laminaria-tube, 
the  size  of  a  No.  8  bougie,  will  so  expand  the  canal  that  it  will 
admit  the  finger.  The  irritation  produced  by  the  presence  of 
the  tube  causes  a  free  secretion  of  mucus,  which  lasts  for  a  day 
or  two.  But  does  the  canal  remain  enlarged  ?  It  does  not ; 
in  a  very  few  days  it  has  contracted  to  its  old  diameter,  and 
matters  are  in  statu  quo.  To  meet  this,  the  operation  has  been 
repeated  time  after  time,  either  until  the  patience  of  the  sufferer 
was  exhausted,  or  until  serious  accidents  arose. 

That  the  cervix  possesses  the  property  of  contracting  again 
after  simple  mechanical  stretching  is  amply  proved  by  its  occa- 
sional complete  return  to  its  previous  diameter  after  parturition, 
during  which  a  far  greater  force  than  that  exerted  by  tents  is 
applied. 

The  accidents  attending  the  process  are  not  inconsiderable, 
and  have  been  too  much  underrated  by  those  who  prefer  dila- 
tation by  tents  to  incision,  on  the  mistaken  presumption  that 
incision  is  more  dangerous.  Numerous  cases  have  occurred  of 
pelvic  cellulitis  or  peritonitis,  and  some  of  septicaamic  fever  after 
the  use  of  sponge-tents ;  and  similar  accidents,  although  less 
frequently,  have  followed  the  use  of  laminaria  tents.  Marion 
Sims  relates  several  such  cases,  some  so  severe  as  to  threaten  to 
be  fatal.  Dr.  L.  Aitken*  relates  others,  and  one  in  which  retro- 
uterine haematocele  also  occurred.  He  insists  upon  the  very 
proper  caution  that  they  should  not  be  used  when  there  is  any 
inflammation. 

We  may  then  conclude  that  the  use  of  tents  to  dilate  the 
cervix  uteri  is  not  efficient,  and  does  not  possess  the  advantage 
of  being  safer  than  incision.  I  entirely  agree  with  Marion  Sims 
that  incision  properly  performed  is  less  dangerous,  less  painful, 
and  far  more  effective  than  any  mode  of  dilatation  by  plugs  or 
tents ;  and  this  is  the  testimony  of  patients  who  have  gone 
through  both  operations. 

The  operation  of  Dilatation  by  Incision.  To  combine  the  con- 
ditions of  least  danger,  least  pain,  and  greatest  success  is  the 
object  to  aim  at. 

I  have  already  pointed  out  the  objections  to  dividing  the  os 
uteri  internum.  By  eliminating  this  proceeding  we  greatly  lessen 
the  danger,  and  do  not,  I  believe,  diminish  the  benefit  of  the 
operation.  Further  to  lessen  the  danger  we  must  eschew  a  class 
of  instruments  which  must  be  regarded  rather  as  machines  than 


*  Edin.  Med.  Journ.,  1870. 
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as  surgical  instruments.  I  am  very  unwilling  to  underrate  the 
ingenuity  which  has  been  displayed  in  the  contrivance  of  the 
various  two-bladed  metrotomes.  It  is,  however,  against  these 
that  my  objection  is  urged,  and  especially  against  the  most 
ingenious  in  its  mechanism  of  all,  that  of  Dr.  Greenhalgh. 
This  is  adapted  to  divide  the  os  internum,  and  therefore  is  already 
excluded  by  the  reasons  advanced  against  this  proceeding.  It 
moreover  exceeds  the  rest  of  the  two-bladed  metrotomes  in  its 
automatic  character.  The  two  blades,  as  in  all  the  contrivances 
of  their  class,  are  concealed  in  a  narrow  sheath  open  at  both 
sides,  so  that  they  can  be  introduced  into  or  through  the  cervix 
before  being  allowed  to  cut.  When  introduced  thus  guarded  to 
the  desired  extent,  by  a  mechanism  in  the  handle,  the  blades 
spring  out,  one  on  either  side,  and  make  their  incisions  whilst 
the  instrument  is  being  withdrawn.  With  some  instruments 
the  extent  of  divergence  of  the  blades,  and  therefore  the  dejDth 
and  place  of  the  incisions,  is  regulated  by  the  pressure  of  the 
operator's  hand.  In  this  respect  the  instruments  are  good. 
It  is,  however,  difficult  to  ensure  perfect  accuracy  in  this 
way,  and  there  is  really  no  advantage  in  cutting  both  sides 
simultaneously.  But  Dr.  Greenhalgh's  instrument  does  not 
possess  the  advantage  of  being  controlled  in  its  work  by  the 
operator.  The  blades  are  set  beforehand,  so  as  to  diverge  to  a 
given  extent.  The  sheathed  blades  are  then  passed  through  the 
cervix,  when  the  mechanism  by  which  they  are  opened  is  set  at 
work,  and  from  this  moment  the  operation  is  performed  by 
automatic  machinery.  The  blades  cut  as  they  are  set,  beyond 
observation  of  sight  or  touch ;  the  incisions  they  make  cannot 
be  regulated  according  to  indications  obtained  during  the 
operation.  Now,  the  thickness  of  the  cervix  uteri  at  the  place 
of  incision,  and  the  nearness  to  which  the  vessels  may  approach 
the  inner  surface,  are  not  absolute  invariable  quantities.  Set- 
ting the  blades  to  diverge  one- eighth  of  an  inch  only  beyond 
the  limit  of  safety — a  limit  which  it  must  be  borne  in  mind  we 
are  unable  to  determine — will  involve  the  dangers  of  haemor- 
rhage and  septicaemia. 

Two  other  serious  objections  tell  against  the  double  metro- 
tomes. I  have  frequently  observed,  in  cases  requiring  incision, 
that  there  is  obliquity  of  the  uterus.  The  axis  of  the  uterus 
is  often  inclined  to  the  right  or  to  the  left.  A  two-bladed 
instrument  will  not  respect  this  obliquity,  but  will  be  in  danger 
of  cutting  the  two  sides  of  the  cervix  unequally.  The  side 
nearest  the  median  line  will  be  cut  incompletely,  because  it 
stands  at  a  higher  level,  whilst  the  other  side,  being  on  a  lower 
level,  will  be  caught  in  the  sweep  of  the  knife  at  a  higher  point, 
where  the  vessels  enter  the  uterine  neck  (see  Fig.  61). 

The  other  objection  has  been  pointed  out  to  me  by  Dr. 
Aveling  himself,  the  inventor  of  the  best  double  metrotome. 
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Examining  the  action  of  the  metrotome  on  a  number  of  uteri 
taken  out  of  the  body,  he  observed  that  the  thickness  of  the  two 
sides  of  the  cervix  often  varied  considerably,  so  that  the  two 
blades,  although  diverging  at  an  equal  angle,  would  cut  to  a 
dangerous  extent  on  one  side.  For  this  reason  he  has 
abandoned  two-bladed  instruments. 

The  governing  idea,  then,  of  this  mechanism  rests  on  the 
assumption  that  the  conditions  of  the  part  to  be  cut  are  con- 
stant as  to  disposition  of  vessels,  thickness,  and  relations.  But 
no  such  constancy  exists  in  Nature.  Cases  vary  infinitely. 
The  surgeon,  then,  here,  as  in  every  other  operation  upon  the 
body,  must  be  able  to  adapt  every  step  of  his  proceedings  to 
the  peculiarities  of  the  case  in  hand.  He  must  use  tools  that 
will  do  his  bidding  with  nicety  from  first  to  last. 


Fig.  61— (Half -size). 

BEPBESENTING  THE  ACTION  OF  THE  TWO-BLADED  METROTOMES  IN  CUTTING  THE  OS  INTEBNUM. 

A,  bb,  c,  the  dotted  lines  diverging  from  a  to  their  extreme  distance  at  bb,  and  converging 
again  at  c.  At  b  b  the  os  internum  is  divided,  perhaps  to  an  unequal  depth,  according  to  the 
thickness  of  the  uterus  at  this  part. 


The  objections  stated  apply,  although  with  less  force,  to  all 
two-bladed  metrotomes,  even  when  designed  to  cut  the  lower  or 
vaginal-portion  of  the  cervix  only.  The  degree  to  which  this 
portion  projects  into  the  vagina  varies  greatly.  Thus,  in  some 
cases  the  vaginal-portion  forms  a  conical  mass,  projecting  an 
inch  and  a  half  into  the  vagina,  whilst  in  others  there  is  hardly 
any  projection,  the  os  uteri  being  almost  flush  with  the  vaginal 
roof.  It  is  difficult  to-work  two  blades  simultaneously  with  the 
required  precision  in  all  cases.  It  is  generally  quite  safe  to 
divide  all  that  part  which  projects  into  the  vagina.  But  where 
the  cervix  is  entirely  supra- vaginal,  a  degree  of  nicety  is 
required  which  it  must  be  difficult  to  secure  with  two  blades 
working  at  once. 

I  do  not  condemn  these  instruments  without  having  tried 
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them.  I  had  used  them  fairly  before  the  objections  expressed 
were  revealed  to  me. 

The  operation  sometimes  is  attended  or  followed  with  an 
amount  of  nervous  disturbance  out  of  all  proportion  to  its  severity. 
This  is  greatly  emotional,  and  depends  upon  the  degree  of 
apprehension  excited  in  the  mind  of  the  patient,  of  her  suscep- 
tibility, and  of  the  degree  of  mental  tension  sustained  before  and 
during  the  operation.  The  consequence  is  generally  restless- 
ness, sometimes  hysteria.  Pain  after  the  operation  is  not 
commonly  complained  of.  In  the  event  of  sleeplessness,  nervous 
disturbance,  or  pain,  it  is  proper  to  provide  a  sedative  to  be 
taken  at  night. 

The  after-treatment  is  simple.  To  avert  the  risks  of  hsemor- 
rhage  and  inflammation,  the  patient  should  keep  her  bed  for 
four  days,  and  not  be  allowed  to  leave  her  room  under  a  week. 
If  there  be  any  bleeding  to  cause  uneasiness,  the  vagina  may  be 
plugged  with  strips  of  lint  soaked  in  oil.  The  ordinary  diet 
may  be  given.  The  sound  may  be  passed  on  the  fourth  day, 
to  lightly  part  the  freshly- cut  lips  of  the  wound,  and  secure 
against  reunion.  When  the  operation  has  been  performed  as 
described,  and  these  precautions  have  been  observed,  I  have 
never  seen  any  serious  symptoms  arise.  Where  symptoms  of 
peritonitis  have  occurred  it  has  generally  been  from  getting  up 
too  soon,  from  exposure  to  cold,  or  undue  excitement.  The 
simple  passing  of  the  uterine  sonnd  for  the  purpose  of  diagnosis, 
has  been  followed  by  pelvic  cellulitis  or  peritonitis.  It  is  not, 
therefore,  possible  to  predict  absolutely  that  in  even  the  most 
favourable  condition,  such  a  result  may  not  follow  the  operation 
under  discussion.  But  I  am  warranted  by  very  considerable 
personal  experience,  in  affirming  that  with  due  care  the  risk  of 
danger  from  the  operation  is  infinitely  small,  and  not  to  be 
compared  with  the  protracted  and  repeated  suffering  and  danger 
attending  the  obstruction  which  the  operation  is  designed  to 
remove. 

In  the  event  of  secondary  haemorrhage  occurring,  as  it  some- 
times will,  within  the  first  twenty-four  hours,  it  is  well  not  to 
trust  to  ordinary  plugging.  The  most  satisfactory  plan  is  to 
introduce  the  speculum,  to  bring  the  os  uteri  well  into  view, 
to  wipe  away  all  blood,  to  seize  one  lip  with  a  Sims'  tenaculum- 
hook,  so  as  to  open  the  os,  and  steady  it ;  then  to  insert  into  it 
a  small  strip  of  lint,  soaked  in  perchloride  of  iron.  This  direct 
application  of  the  styptic  is  generally  effectual ;  it  avoids  the 
risk  of  continued  bleeding.  When  the  styptic  plug  is  applied, 
the  vagina  may  be  packed  below  by  strips  of  lint,  soaked  in 
carbolic  acid  oil. 

Immediately  after  the  operation,  or  on  the  next  day,  it  is 
generally  useful  to  insert  a  Wright's  intra-uterine  stem.  This 
instrument  consists  of  a  small  perforated  disc,  on  which  are 


INCISION  OF  THE  CERVIX. 


235 


mounted  two  stems  about  two  inches  long,  which,  are  brought 
together  by  means  of  a  tubular  carrier.  When  so  united  the 
stem  and  its  holder  form  virtually  a  sound,  and  is  as  easy  of 
introduction.  When  the  stem  is  passed  into  the  uterus  as  far 
as  the  disc,  the  finger  pressed  upon  this,  retains  it  in  situ  whilst 
the  holder  is  withdrawn.  The  two  parts  of  which  the  stem  is 
composed  then  diverge,  and,  adjusting  themselves  in  the  uterine 
cavity,  hold  the  instrument  in  its  place.  The  use  of  this  instru- 
ment is  twofold  :  it  keeps  the  os  externum  open  during  the 
healing  of  the  wound,  and  it  straightens  the  uterus.  It  may 
be  removed  after  four  or  five  days.  This  may  be  done  either 
by  catching  the  stem  with  the  holder,  as  for  introduction,  so  as 
to  bring  the  two  parts  together  again,  or  by  simply  drawing  it 
down  by  the  tip  of  the  finger. 

Results  and  appreciation  of  the  operation.  The  operation  as 
described,  or  as  modified  according  to  the  views  of  different 
practitioners,  has  certainly  now  been  performed  some  thousands 
of  times.  The  accidents  that  have  attended  it  are  almost  all 
explained  by  the  imperfection  of  the  methods  adopted,  or  by  the 
neglect  of  proper  precautions.  At  one  time  Professor  Simpson 
and  some  others  regarded  the  operation  as  so  slight,  that  they 
did  not  hesitate  to  perform  it  in  their  consulting-rooms,  sending 
the  patients  home  in  cabs  immediately  afterwards.  Bleeding 
and  peritonitis  were  not  uncommon  results  of  this  practice.  I 
have  seen  several  cases  of  chronic  pelvic  cellulitis  arising  in  this 
manner ;  and  some  cases  of  fatal  bleeding  are  known  to  have 
occurred. 

The  wished-for  result  is  not  always  immediate.  In  a  certain 
number  of  cases,  indeed,  the  next  ensuing  menstruation  is 
perfectly  easy,  and  future  immunity  is  attained.  But  not 
unfrequently,  the  first  period  or  two  after  the  operation  are 
even  more  painful  than  before.  This  may  be  accounted  for  by 
the  congestion  which  remains  after  the  operation,  and  by  the 
extreme  nervous  irritability  of  the  subject.  The  sympathetic 
distention  and  pain  in  the  breasts,  a  frequent  concomitant 
of  dysmenorrhoea,  is  commonly  relieved  or  removed  after  the 
operation. 

That  relief  should  not  be  immediate  is  not  surprising,  when 
we  consider  the  state  to  which  protracted  suffering  and  impaired 
nutrition  have  usually  reduced  the  patient.  The  balance  of  the 
nervous  system  has  to  be  restored ;  every  tissue  in  the  body 
wants  regeneration.  For  this,  time  is  essential.  In  the  great 
majority  of  cases,  relief  more  or  less  complete  is  gradually 
established  within  six  or  eight  months,  and  ultimate  entire 
disappointment  is  quite  exceptional.  One  benefit  is  immediate. 
Where  there  has  been  great  congestion  or  inflammation,  this 
is  almost  instantly  relieved  by  division  of  the  vessels. 

Success  is  in  proportion  to  the  earliness  of  treatment.  If 
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carried  out  whilst  the  patients  are  comparatively  young,  and 
within  two  or  three  years  of  marriage,  the  prospect  of  complete 
relief  is  very  great.  But  even  after  the  age  of  thirty,  success 
more  or  less  decisive  is  still  the  rule.  The  important  point  is 
to  operate  before  secondary  changes  in  the  uterus  and  ovaries 
have  been  established. 

As  already  stated,  opinions  are  not  unanimous  as  to  the  value 
of  the  operation.  Before  discussing  adverse  opinions,  I  think 
it  not  unreasonable  to  submit  that  the  vast  number  of  times  the 
operation  has  been  performed  affords  prima  facie  presumption 
that  it  has  often  been  beneficial.  Had  it  been  no  better  than 
one  of  the  numerous  new  remedies  for  intractable  diseases,  con- 
tinually surging  up  and  falling  speedily  into  oblivion,  because 
they  failed  to  cure,  it  is  almost  certain  that  incisions  of  the 
contracted  os  uteri,  for  relief  of  dysmenorrhoea  and  sterility, 
would  long  since  have  shared  the  fate  that  waits  upon  failure. 
But  there  is  reason  to  believe  that  the  operation  is  gaining 
favour.  And  if  I  may  trust  my  own  observation,  it  is  not 
because  of  any  excessive  pertinacity  of  medical  men  in  recom- 
mending it,  that  it  is  so  frequently  performed,  as  because  many 
patients  being  relieved  by  it,  others  are  led  to  hope  for  similar 
benefit. 

Amongst  those  who  have  criticised  the  operation  with  most 
minuteness  and  authority,  stands  Dr.  Scanzoni.*  His  objections 
are  partly  theoretical,  partly  clinical.  They  are  aimed  at  the 
operation  as  a  remedy  for  sterility,  and  as  a  remedy  for  dys- 
menorrhoea. These  conditions  are  so  frequently  associated  in 
nature,  that  it  is  not  easy  to  discuss  them  apart.  One  argument 
for  the  division  of  the  narrow  os  uteri  lies  in  this,  that  the 
narrow  os  obstructs  alike  the  outward  excretion  of  the  menstrual 
fluid  and  the  ingress  of  the  seminal  fluid,  and  hence  the  corollary 
that  enlargement  of  the  os  may  be  expected  to  remove  both 
difficulties.  Now,  Scanzoni  admits  that  the  dysmenorrhoea  is 
frequently  relieved,  but  contends  that  the  sterility  persists 
notwithstanding.  Thence,  he  urges  that  far  too  exclusive 
importance  is  attached  to  the  mechanical  hindrances  to  the 
meeting  of  the  semen  and  ova.  He  says,  we  know  as  yet  little 
as  to  the  influence  of  the  various  morbid  conditions  upon  the 
fertility  of  the  semen  and  ova.  Diseases  of  the  testicle,  it  is 
known,  sometimes  lead  to  the  absence  of  spermatozoa.  May 
not  the  frequent  diseases  of  the  ovaries  lead  to  the  production 
of  diseased  or  defective  ova?  Manifold  experience  proves 
that,  during  extreme  anaemia,  conception  does  not  take  place. 
Here  is  a  proof  that  in  the  case  of  the  ovaries,  as  in  that 
of  other  glands,  a  bad  condition  of  the  blood  leads  to  bad 
secretions — ova  incapable  of  fructification.    Another  series  of 


*  H.  Scanzoni's  Beitrage,  1870. 


I2?CISI0N  OF  THE  CERVIX. 


237 


difficulties  arises  when  we  consider  the  indispensable  locomotion 
of  the  semen  and  of  the  ovum.  It  is  only  necessary  to  call  to 
mind  the  frequent  abnormities  of  the  Fallopian  tubes  met  with 
in  autopsies,  such  as  congenital  or  acquired  shortenings, 
dislocations,  adhesions,  which  are  completely  beyond  clinical 
diagnosis.  Scanzoni  then  puts  the  case  of  typical  dysmenorrhcea 
with  narrow  os  uteri  and  sterility.  The  os  is  split,  the  dys- 
menorrhcea is  relieved,  but  the  sterility  continues ;  and  asks, 
must  it  not  be  admitted  that  there  is  here  a  cause  of  sterility 
which  lies  in  other  and  unknown  conditions  ? 

This  may  be  freely  granted.  The  cure  of  the  sterility  is  not 
nearly  so  frequent  as  the  cure  of  the  dysmenorrhcea.  Impreg- 
nation is  a  far  more  complicated  process  than  menstruation. 
But  is  the  cure  of  dysmenorrhcea  unimportant  ?  The  suffering 
attending  this  condition  it  is  which  urges  by  far  the  greater 
number  of  patients  to  seek  advice.  The  sterility  is  with  many 
a  secondary  consideration,  or  does  not  so  much  as  enter  into 
their  minds.  In  a  considerable  number  of  cases — I  have  had  in 
my  own  practice  not  a  few — conception  does  follow ;  and  the 
chance,  if  only  a  remote  one,  will  be  esteemed  worth  taking. 
It  may,  then,  be  assumed  as  in  the  highest  degree  probable, 
that  the  narrow  os  uteri  is  one  cause  of  sterility.  It  is  perfectly 
logical  and  good  practice  to  remove  this  cause,  giving  the 
patient  the  possible  benefit  of  its  being  the  only  cause.  Sound 
clinical  reasoning  dictates  that  we  should  eliminate  all  the  known 
complications  of  a  morbid  state,  and  not  leave  them  to  harass  a 
patient  because  there  may  be  others  which  we  cannot  relieve. 

A  further  reply  to  Scanzoni's  objections  is  justified  by  obser- 
vation. He  insists  upon  the  frequency  of  abnormities  in  the 
Fallopian  tubes  and  ovaries,  met  with  in  autopsies,  which  are 
completely  beyond  diagnosis.  Now,  it  is  in  a  high  degree  pro- 
bable that  some,  if  not  many  of  these  very  abnormities, 
especially  inflammatory  adhesions  and  altered  conditions  of  the 
ovaries,  are  the  consequence  of  the  narrow  os  uteri,  and  might 
have  been  prevented,  had  this  obstruction  to  menstruation  been 
removed  at  an  early  period  of  life.  This  opinion  is  based  upon 
three  orders  of  facts  which"  have  come  under  my  observation. 
First,  the  removal  of  sterility,  as  well  as  of  dysmenorrhcea,  is 
probable  in  proportion  to  the  early  removal  of  the  obstruction. 
I  have  repeatedly  seen  women  who  had  passed  one,  two,  or 
three  years  of  married  life  without  pregnancy  conceive  within 
two  or  three  months  after  the  operation,  whilst  women  who  had 
remained  sterile  for  ten  years  or  more  were  cured  of  the 
dysmenorrhcea  only.  The  second  clinical  fact  is,  that  I  have 
frequently  observed  symptoms  of  peritonitis  attending  dys- 
menorrhcea ;  occasionally  I  have  seen  retro-uterine  hematocele, 
both  of  which  conditions  will  leave  adhesions.  The  third  fact 
is,  that  in  single  and  married  women  who  had  suffered  some 
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years  from  dysmenorrhcea  at  first  attended  with  menorrhagia, 
the  menstrual  discharge  gradually  tended  to  disappear,  sexual 
indifference  set  in,  the  uterus  underwent  marked  atrophy ;  in 
short,  that  premature  sexual  decrepitude  had  been  produced, 
depending  probably  upon  atrophy  of  the  ovary,  which  itself 
was  probably  the  result  of  inflammatory  adhesions,  or  of  the 
protracted  struggle  against  impeded  function. 

It  would  carry  us  far  beyond  reasonable  limits  to  pursue  the 
discussion,  or  to  describe  minutely  the  different  proceedings 
that  have  been  advocated.  It  is  desirable,  however,  to  refer  to. 
the  operation  performed  by  Marion  Sims,  and  to  some  modifi- 
cations which  are  thought  important.  Dr.  Skinner*  thinks 
incision  should  be  preceded  by  dilatation  by  metallic  sound. 
Several  practitioners  concur  in  this  practice.  Dr.  Skinner  also 
contends  "  that  the  vaginal-portion  ought  on  no  account  to  be 
split  through  and  through."  Dr.  Grustav  Braunf  divides  the 
vaginal-portion  with  Kuchenmeister's  scissors.  He  then  cuts 
the  os  internum  by  a  blunt-ended,  lancet-shaped  knife.  He 
reports  sixty-seven  cases.  The  result  was  favourable  in  fifty- 
three  ;  in  eleven  unknown ;  in  four  interrupted  by  subse- 
quent affections  of  the  abdomen  ;  in  eleven  pregnancy  followed. 
Braun's  proceeding  seems  based  upon  Marion  Sims'.  The 
American  surgeon  places  the  patient  on  her  left  side ;  intro- 
duces his  duck-bill  speculum  ;  hooks  up  the  os  uteri  by  a  small 
tenaculum  (Fig  39,  p.  133),  and  thus  draws  the  uterus  gently 
forwards ;  he  then  passes  one  blade  of  a  pair  of  curved  scissors 
into  the  canal  of  the  cervix,  until  the  outer  blade  comes  almost 
in  contact  with  the  reflection  of  the  vagina ;  the  portion  thus 
embraced  is  divided  by  one  stroke  of  the  scissors.  The 
opposite  side  is  then  divided  in  like  manner.  A  narrow-bladed, 
blunt-pointed  knife  is  then  used  to  divide  the  spur  of  tissue  left 
on  either  side  by  the  springing  back  of  the  scissors,  so  as  to 
complete  the  lateral  incisions  "  up  to  the  very  cavity  of  the 
womb."  When  the  bleeding  has  been  stopped,  two  or  three 
small  pieces  of  cotton,  wetted  with  perchloride  of  iron,  are 
pressed  in  between  the  lips  of  the  wound,  and  the  vagina  is 
tightily  plugged  below.  That  this  is  an  effective  operation,  I 
do  not  doubt ;  but  it  is  unnecessarily  severe.  Sims  says  the 
haemorrhage  is  sometimes  profuse. 

It  is  true  this  can  be  stopped  by  plugging  and  styptics,  but 
I  believe  the  extent  of  the  haemorrhage  is  an  index  of  other 
dangers.  It  shows  that  the  vessels  entering  on  the  level  of  the 
os  internum  are  divided,  and  when  this  is  done  there  is  greater 
danger  of  pelvic  cellulitis  and  pyaemia.  The  scissors  is  a  good 
instrument.  For  some  time  after  I  abandoned  the  two-bladed 
metrotomes,  I  used  a  pair  of  scissors,  which  I  had  specially 

*  Liverpool  Med.  and  Surg-.  Reports,  1865. 
t  Wien  Med.-Wochenschrift,  1869. 
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designed  for  this  purpose.*  It  is  the  safest  of  all  instruments, 
because  it  can  only  cut  the-  infra-vaginal  portion  caught 
between  the  two  blades.  I  would  still  recommend  it  to  those 
who  have  not  acquired  by  practice  skill  in  handling  the  single- 
bladed  metrotome. 

In  cases  where  there  is  decided  flexion  of  the  cervix,  as  well 
as  contraction  of  the  os  externum,  Dr.  Sims  modifies  his  opera- 
tion. Suppose  the  case  be  retroflexion,  bilateral  incision  will 
not  materially  straighten  the  uterus,  and  there  will  remain 
constriction  at  the  os  internum  at  the  angle  of  flexion.  To 
bring  the  axis  of  the  uterine  cavity  into  a  direct  line  with  the 
vagina,  he  splits  up  the  anterior  lip  of  the  os  uteri  in  the  cen- 
tral line.  This,  by  laying  open  the  lower  part  of  the  cervix 
uteri,  brings  the  os  internum  into  direct  relation  with  the 
vagina.  In  the  case  of  anteflexion,  of  course  it  is  the  posterior 
lip  which  is  divided. 

Connected  with  flexions,  and  as  a  presumed  cause  of  them, 
Sims  insists  upon  the  frequent  existence  of  small  fibroid 
tumours  in  the  anterior  or  posterior  wall  of  the  body  of  the 
uterus.  This  splitting  up  of  the  anterior  or  posterior  lip  seems 
to  be  a  rational  proceeding ;  but  I  have  been  accustomed  to 
treat  the  flexion  in  a  different  manner.  The  complication,  in 
my  experience,  is  very  frequent,  and  retroflexion  greatly  pre- 
dominates. To  meet  this,  after  the  bilateral  division  of  the 
vaginal-portion,  I  use  a  Hodge  pessary,  occasionally  passing 
the  uterine  sound.  It  has  been  objected  that  the  new  lips 
made  by  dividing  the  vaginal-portion  occasionally  roll  back  so 
as  to  cause  a  gaping  condition  of  the  os.  This  is  apt  to  follow 
when  the  splitting  is  excessive.  It  is  a  reason  for  not  laying 
open  the  cervix  quite  to  the  roof  of  the  vagina. 

Another  objection  specially  urged  by  the  advocates  of  dilata- 
tion by  tents  is,  that  the  opening  made  by  incisions  frequently 
contracts  again,  whereupon  the  object  of  the  operation  is  frus- 
trated. This  contraction  does  sometimes  take  place.  When 
it  does,  it  is  desirable  to  repeat  the  operation,  and  to  obviate 
the  tendency  to  contraction  by  wearing  a  Wright's  intra- 
uterine pessary  for  a  day  or  two  during  the  healing  of  the 
wound.  And  these  objectors  should  be  reminded  that  contrac- 
tion always  recurs  after  the  use  of  tents  and  bougies.  The 
operation,  as  I  now  perform  it,  is  as  follows  : — The  neces- 
sary instruments  are — a  speculum,  the  best  for  the  purpose 
being  my  modification  of  Neugebauer  (see  Fig.  34,  p.  127)  ;  a 
uterine  sound,  a  Kiichenmeister's  (see  Fig.  37,  p.  131)  or  my 
metrotome  scissors,  or  Simpson's  (see  Fig.  38,  p.  133)  single- 
bladed  metrotome,  and  a  Sims'  single  tenaculum-hook  (see  Fig. 
39,  p.  133).    The  patient  lies  in  bed,  undressed,  the  nates 


*  "  Obstetrical  Transactions,"  1866. 
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drawn  well  up  to  the  edge  of  the  bed,  the  thighs  flexed,  the 
head  resting  on  a  pillow  in  the  middle  of  the  bed,  the  shoulders 
being  kept  low.  I  have  not  usually  induced  anaesthesia. 
The  operation,  although  annoying,  is  not  protracted,  and  only 
in  rare  cases  very  painful.  Where,  however,  the  patient  is 
very  nervous,  it  is  better  to  give  chloroform  or  ether. 

The  sound  is  introduced  to  take  exact  survey  of  the  direc- 
tion of  the  cervix  and  uterus.  The  speculum  is  then  intro- 
duced so  as  to  bring  the  vaginal-portion  well  into  the  field.  The 
advantage  of  my  speculum  is  here  seen  in  its  bringing  the 
vaginal-portion  forward,  so  that  in  almost  every  case  it  can  be 
touched  with  the  finger.    The  speculum  being  held  by  an 


Fig.  62.— (Half  size). 

SHOWS  THE  ACTION  OF  KUCHENMEISTER's  SCISSORS  IN  ENLARGING-  THE  OS  UTERI  EXTERNUM. 

assistant,  although  I  have  often  performed  the  operation  with- 
out assistance,  the  plain  blade  of  the  scissors  is  passed  into  the 
cervix  from  half  an  inch  to  an  inch,  and  the  part  intervening 
between  the  blades  is  divided  by  a  quick  stroke.  The  blades 
are  then  reversed,  and  the  opposite  side  of  the  cervix  is  dealt 
with  in  like  manner.  Generally,  if  Kiichenmeister's  scissors  are 
used,  the  hooked  blade  having  secured  the  part  so  as  to  prevent 
it  slipping  back  under  the  stroke,  the  operation  is  now  com- 
pleted. But  if  other  scissors  are  used,  it  is  desirable  to  hold 
the  vaginal-portion  steady  by  Sims'  tenaculum  during  the  cut. 
The  operation  may  be  done  with  Simpson's  metrotome  instead 
of  scissors,  and  sometimes  when  it  is  found  that  the  scissors 
have  not  cut  sufficiently,  Simpson's  instrument  may  be  used  to 
complete  the  incisions. 

The  operation,  if  scissors  alone  are  used,  is  thus  necessarily 
limited  to  the  vaginal-portion  ;  that  is,  it  is  by  the  very  condi- 
tions of  the  operation  kept  within  the  bounds  of  safety.  It  is 
not  often  necessary  to  divide  the  vaginal-portion  quite  up  to 
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the  angle  of  reflection  of  the  vagina.  It  is  enongh  to  make  a 
good  transverse  slit,  or  os  tincse,  which  shall  give  free  commu- 
nication between  the  cavity  of  the  cervix  and  the  vagina. 

The  part  thus  divided  is  not  very  vascular,  and  it  is  rare 
that  bleeding  of  any  importance  occurs.  The  parts  should  be 
swabbed  with  bits  of  sponge  till  bleeding  has  fairly  stopped, 
which  it  generally  does  in  a  few  minutes.  If  it  continue,  a 
small  swab  of  sponge,  mounted  on  a  whalebone  or  other  stem, 
or  carried  by  forceps,  and  steeped  in  a  solution  of  perchloride  of 
iron,  may  be  pressed  between  the  lips  of  the  wound.  The 
vagina  is  then  to  be  lightly  plugged  with  strips  of  lint,  soaked 
in  olive  oil,  containing  one  part  in  ten  of  carbolic  acid.  It 
is  convenient  to  attach  a  bit  of  string  to  each  strip  of  lint, 
to  facilitate  removal.  The  plugs  should  be  taken  out  next 
day. 

When  there  is  decided  flexion  of  the  uterus,  it  is  useful  to 
insert  a  Wright's  expanding  intra-uterine  pessary.  This  may 
be  worn  during  the  few  days  which  the  patient  spends  in  the 
recumbent  posture. 
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OVARIAN  DYSMENORRHEA;  DYSOOTOCIA  ; 
OOi'HORIA  (HYSTERIA)  ;  TUBAL  DYSMENORRHCEA. 

When  we  reflect  upon  the  importance  of  the  ovary  in  the  func- 
tion of  menstruation,  upon  the  structure  of  the  organ,  and  the 
activity  of  the  processes  going  on  in  it,  we  shall  not  be  surprised 
to  find  that  dysmenorrhea  is  sometimes  due  to  conditions  of 
the  ovary.  The  ovary  is,  as  we  have  seen,  the  primum  mobile  of 
menstruation  ;  the  first  and  most  important  part  of  the  function 
takes  place  in  its  structure.  This  part  of  the  twofold  function 
is  ovulation  or  ootocia ;  the  uterine  part  consists  in  the  secretion 
of  blood.  Difficulty  in  the  ovarian  part  of  the  function,  then, 
means  difficult  ovulation,  a  distinct  thing  from  difficulty  in  the 
secretion  and  excretion  of  the  menstrual  blood,  which  is  the  duty 
of  the  uterus,  It  is  very  important  to  keep  this  distinction  in 
mind.  Dysmenorrhoea  fails  to  express  the  idea  of  difficult 
ovulation  ;  and,  thus  failing,  we  are  apt  to  lose  sight  of  the 
clinical  fact  that  in  many  cases  the  source  of  the  distress  lies  in 
the  ovary.  I  have  therefore  sought  to  designate  difficult  ovula- 
tion by  a  term  in  accordance  with  medical  nomenclature. 
After  consultation  with  my  colleague,  Dr.  W.  II.  Stone,  I  venture 
to  propose  the  word  "  Dysootocia."*  There  is  no  doubt  about 
the  function,  nor  about  the  difficulty  with  which  it  is  occasionally 
performed.  I  hope,  then,  that  I  shall  be  held  to  be  justified  in 
proposing  a  word  to  describe  it. 

The  clearest  cases  of  ovarian  dysmenorrhoea  are  those  where 
there  is  pain  at  the  menstrual  periods,  and  no  uterus,  or  only 
such  an  imperfectly-developed  uterus  as  to  be  unfit  for  its  func- 
tion. In  these  cases  the  cause  of  distress  seems,  ex  necessitate  rei, 
concentrated  in  the  ovaries.  I  have  observed  signs  of  local 
fulness  with  pain  ;  but  the  chief  distress  has  been  in  the  nervous 
•  •entres  ;  severe  headaches,  with  such  mental  disturbance,  marked 
by  prostration,  as  to  lead  to  fear  that  the  mind  would  give  way. 
Strange  to  say,  I  have  known  two  cases  of  this  kind  to  be  almost 

*  From  8us  and  cforbKew,  to  lay  eggs. 
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completely  relieved  when  a  vagina  had  been  made  by  dissecting 
up,  although  no  menstrual  flow  was  established. 

But  when  the  uterus  and  entire  sexual  apparatus  is  well 
developed,  the  ovaries  still  may  exhibit  the  only  signs  of 
periodical  activity.  There  is  the  monthly  pain  in  one  or  other 
iliac  region,  the  increased  nervous  irritability,  perhaps  general 
vascular  excitement  or  tension,  leading  possibly  to  Schmeiderian 
epistaxis  ;  but  the  uterus  takes  no  obvious  part  in  the  effort. 

These  cases  show  that  an  attempt  at  ovulation  is  often  made, 
and  that  the  menstrual  effort  is  exhausted  in  this  attempt,  no 
uterine  menstruation  occurring.  These  cases  are  usually  classed 
under"amenorrhcea ;  but,  strictly,  they  should  be  called  cases  of 
imperfect  or  abortive  menstruation.  They  are  really  very 
common. 

A  form  of  ovarian  dysmenorrhoea  which  I  have  noted,  occurs 
in  connection  with  commencing  ovarian  disease.  In  many  cases 
of  ovarian  dropsy  I  have  ascertained  that  for  some  time  preced- 
ing the  development  of  the  tumour,  or  the  suspicion  of  it, 
dysmenorrhoea  has  been  complained  of.  In  some  cases  I  was 
able  to  ascertain  that  there  was  no  complicating  uterine 
abnormality  to  account  for  the  trouble.  It  seems  to  me,  there- 
fore, reasonable  to  infer  that  the  dysmenorrhoea  was  due  to  the 
morbid  process  going  on  in  the  ovary.  In  other  cases  where  the 
ovarian  tumour  began  at  the  end  of  sexual  life,  dysmenorrhoea 
was  not  complained  of.  But  no  doubt  there  are  exceptions  to 
both  these  rules. 

The  cases  described  by  Dr.  Priestley,*  under  the  title  "  Inter- 
menstrual or  intermediate  dysmenorrhoea,"  should,  I  think,  be 
classed  as  cases  of  ovarian  dysmenorrhoea.  Severe  pain  is  felt 
midway  between  the  periods,  and  commonly  ceases  before  the 
flow  sets  in.  The  suffering  is  referred  to  one  or  other  ovarian 
region  ;  and  in  three  cases  out  of  four  referred  to  by  Dr.  Priestley, 
marked  tumour,  or  thickening  from  old  adhesions,  was  found  in 
that  locality.  He  conjectures  that  the  pain  is  due  to  commenc- 
ing ovulation-process,  in  ovaries  affected  by  thickening  of  the 
indusium.  I  have  seen  a  considerable  number  of  similar  cases. 
In  some  there  was  uterine  complication,  which  may,  however, 
have  been  secondary. 

The  existence  of  adhesions  or  marked  tumours,  observed 
by  Dr.  Priestley  in  his  cases,  is  by  no  means  necessary  to  the 
production  of  ovarian  dysmenorrhoea.  At  least,  in  the  majority 
of  cases  which  have  come  under  my  observation,  no  such  compli- 
cation was  present.  Swelling,  indeed,  sometimes  considerable,  of 
the  ovary  commonly  attends  the  process  even  of  healthy  ovula- 
tion;  but  this  is  not  necessarily  indicative  of  recent  or  old 
inflammation. 

*  Proceedings  of  Med.-Chir.  Soc,  1871. 
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Sometimes  ovarian  dysmenorrhea  is  the  expression  of  some 
form  of  oophoritis,  more  especially  of  that  form  which  Negrier 
called  "  vesiculite  "  or  inflammation  of  the  follicle.  In  other 
cases  there  is  congestion,  swelling,  tension  of  the  entire  ovarian 
shell  or  capsnle,  producing  a  kind  of  strangulation  more  or  less 
painful  in  the  organ.  In  these  cases  the  local  symptoms  are  soon 
subdued  or  masked  by  various  extraordinary  nervous  phenomena, 
usually  designated  as  hysteria. 

The  work  of  ovulation,  like  that  of  pregnancy,  excites,  first, 
a  higher  degree  of  irritability  of  the  cerebro-spinal  centres  ; 
secondly,  exalted  tension  of  the  vascular  system  ;  thirdly,  if  the 
investment  of  the  ovary,  or  the  follicle  itself,  present  any  obstacle 
to  the  free  swelling  and  bursting  of  the  follicle,  or  if  there  be 
any  morbid  condition,  as  subacute  inflammation  in  the  ovarian 
structure,  then,  ovulation  being  impeded,  disordered,  there  is  a 
source  of  irritation.  These  conditions  combined  will  not  un- 
frequently  issue  in  the  phenomena  called  "  hysteria." 

If  the  phenomena  of  dysmenorrhoea,  that  is,  of  the  complex 
form  in  which  there  is  difficult  ovulation  as  well  as  difficult 
secretion  and  excretion,  be  observed  and  recorded  with  precision, 
it  will,  as  a  rule,  be  found  that  the  so-called  hysterical  phenomena 
occur  early.  They  coincide  with  the  first  part  or  stage  of  men- 
struation, that  is,  with  the  ovarian  difficulty.  They  appear 
before  the  uterine  or  hemorrhagic  stage  begins ;  and  often 
subside  when  secretion  and  excretion  are  established.  This 
history  implies  two  things  :  first,  hysterical  phenomena  find  their 
source  or  their  exciting  cause  in  the  ovary,  not  in  the  uterus  ; 
secondly,  the  ovary  having  discharged  its  function  soon  under- 
goes involution,  returning  to  quiescence. 

An  objection,  it  must  be  said  a  superficial  one,  has  been  urged, 
that  even  the  most  severe  and  palpable  diseases  of  the  uterus 
and  ovaries,  such  as  cancer  and  ovarian  dropsy,  do  not  evoke 
marked  nervous  phenomena ;  and  hence,  by  a  false  d  fortiori 
argument,  it  is  concluded  that  disorders  of  less  severity  cannot 
evoke  them.  It  is  quite  true  that  diseases  of  the  uterus,  not 
only  those  which  are  severe,  but  also  those  which  are  compara- 
tively slight,  rarely  of  themselves  call  forth  hysteria  or  other 
nervous  disorders.  During  the  ordinary  state  the  uterus  is  a 
passive  organ ;  it  has  no  great  sensibility.  It  may  be  cut, 
cauterised,  and  otherwise  manipulated.  It  may  be  eaten  away 
by  malignant  ulcerations,  without  producing  severe  nervous 
phenomena.  During  menstruation  its  sensibility  awakens,  and 
if  the  escape  of  the  ovum  be  hindered,  there  will  be  increased 
and  prolonged  hyperemia  and  hyperesthesia  of  the  uterus. 

Difficult  ovulation  is  almost  always  attended  by  increased 
afflux  of  blood,  marked  by  increase  of  bulk  of  the  ovary.  The 
ovario-uterine  vascular  system  is  so  entirely  one,  that  increase 
of  uterine  afflux  necessarily  attends.    It  may,  therefore,  be 
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expected  that  increased  menstrual  flow  should  be  a  consequence 
or  symptom  of  difficult  ovulation.  Generally  this  is  so.  Men- 
orrhagia is  often  the  exponent  of  ovarian  dysmenorrhoea.  And 
whether  menorrhagia  be  produced  or  not,  some  degree  of  pain 
referred  to  the  uterus  is  often  experienced.  Thus  we  have 
combined  the  two  forms  or  elements  of  dysmenorrhoea,  the 
ovarian  and  the  uterine.  If  we  seek  to  analyse  such  cases,  to 
resolve  them  into  their  component  parts,  we  find  no  great 
difficulty.  The  ovarian  distress  almost  invariably  manifests 
itself  first.  Pain  is  complained  of  in  one  or  other  iliac  or  inguinal 
region,  often  for  days  before  the  flow  appears,  and  before  the 
uterine  distress  is  felt.  In  many  cases  there  is  little  or  no 
uterine  pain ;  and  when  the  flow  appears,  the  ovarian  pain 
subsides.  In  the  case  of  uterine  dysmenorrhoea,  the  pain  com- 
plained of  is  central,  pelvic,  and  lumbo-sacral. 

In  connection  with  ovarian  dysmenorrhoea  I  may  cite  some 
views  of  Negrier  which  he  deduces  from  striking  clinical  obser- 
vations. He  describes  what  he  calls  the  "  ovarian  temperament." 
It  depends  upon  large  size  and  energy  of  the  ovaries  disposing 
to  early  menstruation,  to  profuse  menstruation,  to  the  per- 
sistence of  the  function  to  a  late  period  of  life,  and  to  excessive 
sexual  passion.  He  finds  evidence  of  this  ovarian  predominance 
in  the  hypersesthetic  temperament ;  in  the  persistence  of  men- 
struation during  the  early  months  of  pregnancy ;  in  the  quick 
return  of  the  function  after  childbirth ;  and  in  dysmenorrhoea, 
characterised  by  a  sudden  attack  of  acute  pain  in  an  iliac  fossa, 
confined  to  a  space  which  may  be  covered  by  the  palm  of  the 
hand.  This  pain  is  not  in  paroxysms,  but  permanent ;  it  does 
not  resemble  intestinal  colic,  but  more  that  of  nephritis.  There 
is  no  acceleration  of  pulse.  These  phenomena  recur  at  every 
ovarian  rupture.  It  is  not  within  my  scope  to  trace  the  history 
of  hysteria  or  oophoria  in  a  systematic  manner,  through  all  its 
phases.  Although  I  believe  it  is  next  to  impossible  for  any  but 
those  who  practise  obstetric  medicine  to  appreciate  correctly 
the  causes  and  concomitant  conditions  of  this  malady,  I  am 
far  from  maintaining  that  it  is  to  be  looked  upon  exclusively  in 
its  relations  to  the  generative  organs.  I  think  no  one,  even 
amongst  those  who  neglect  the  study  of  the  disorders  of  these 
organs  the  most,  denies  that  the  association  of  hysteria  with 
disordered  conditions  of  these  organs,  is  frequent.  Possibly, 
those  who  devote  themselves  almost  exclusively  to  this  study 
may  exaggerate  the  importance  of  this  association.  There  may 
be  too  much  absolutism  on  both  sides. 

I  hope  to  have  an  opportunity  of  discussing  this  interesting 
and  intricate  subject  elsewhere.  My  present  object  is  simply  to 
show  the  primary  influence  of  the  ovary  in  evoking  certain 
nervous  phenomena. 

Iliac  pain  has  long  been  recognised  as  a  frequent  attendant 
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on  hysteria.  There  is  some  divergence  of  opinion  as  to  the 
actual  seat  of  this  pain.  Schutzenberger,  Piorry,  Negrier, 
and  Romberg  insist  that  it  lies  in  the  ovary.  Briquet  says  it  is 
only  a  muscular  pain,  a  "inyodome."  The  pain  of  the  pyra- 
midal portion  of  the  inferior  extremity  of  the  rectus  muscle  has 
been  mistaken  for  a  uterine  pain ;  and  the  pain  of  the  lower 
portion  of  the  oblique  muscle  answers  to  the  pretended  ovarian 
pain.  Such  is  Briquet's  opinion.  That  muscular  pain  often 
enters  as  an  element  in  these  cases,  I  do  not  doubt,  but  that 
this  explains  the  whole  case  appears  to  me  quite  untenable. 
Sometimes  the  pain  is  very  intense ;  the  patient  cannot  bear  to 
be  touched  by  the  bed-clothes.  It  is  obvious  that  in  these  cases 
the  muscles  and  skin  play  a  part.  There  is  general  hyper- 
esthesia. But  in  many  of  these  cases,  emotion  plays  a  part 
too ;  the  patient  shrinks  and  cries  out  before  she  is  touched ; 
and  this  shrinking,  and  this  superficial  pain  are  commonly 
only  indications  of  an  instinctive  effort  to  protect  the  deeper 
structures,  really  the  seat  of  pain,  from  injury.  This  is  only 
one  illustration  of  a  general  law,  that  suffering  internal  organs 
are  protected  by  the  muscles  over  them  contracting  in  such  a 
manner  as  to  screen  them  from  outward  disturbance. 

At  other  times,  however,  the  pain  in  the  iliac  region  is  not 
complained  of  spontaneously,  and  there  is  little  or  no  superficial 
muscular  pain.  The  muscles,  when  relaxed,  may  be  pinched 
without  evoking  pain.  We  must  feel  deeper.  The  pain  is 
nearly  fixed  in  one  spot,  that  spot  being  the  seat  of  the  ovary. 
Pressure  here  will,  as  Dr.  Charcot  says,  when  brought  to  bear 
upon  the  ovary,  which  can  be  felt  and  distinguished  under  the 
touch,  cause  a  characteristic  pain,  inducing  painful  radiations 
towards  the  epigastrium,  complicated  sometimes  with  nausea 
and  vomiting ;  and  then,  if  pressure  be  continued,  palpitation, 
with  extreme  frequency  of  pulse,  soon  follows ;  and  lastly,  the 
sensation  of  globus  hystericus  is  developed  in  the  neck.  Charcot 
goes  on  to  say  that  various  cephalic  phenomena  succeed ; 
such,  for  instance,  as  when  the  left  ovary  is  compressed,  intense 
wheezing  noises  in  the  left  ear,  and  loss  of  sight  of  the  left  eye. 
If  the  right  ovary  be  compressed,  the  head-symptoms  are 
noticed  on  the  right  side.  If  pressure  be  pushed  beyond  this 
point,  convulsions  would  break  out. 

The  following  case  related  by  Negrier  is  so  apposite  as  a 
typical  illustration,  that  I  cite  it  in  detail. 

A  lady,  aged  twenty-one,  of  ovarian  temperament,  had 
hysteria  from  fourteen  to  eighteen ;  married  at  nineteen ;  had 
abortion  at  fifth  month  of  pregnancy,  after  riding  on  horseback 
at  a  menstrual  epoch ;  free  haemorrhage  two  months  later. 
Suddenly  violent  muscular  contractions,  with  throwing  back  of 
the  spine,  set  in  ;  sharp  involuntary  cries,  suffocating  sensations 
attended.    Energetic  pelvic  projection  as  often  as  the  hand  is 
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applied  to  the  hypogastrium.  She  had  not  menstruated  since 
abortion.  Pressure  in  the  right  iliac  region  reproduced  a 
nervous  irradiation  towards  the  diaphragm.  This  sensation, 
said  the  patient,  was  exactly  like  that  which  precedes  the 
nervous  attacks. 

She  recovered  after  dry  cupping  and  cupping  blood  in  the 
iliac  fossa. 

The  "  pelvic  projection  "  mentioned  by  Negrier,  consists  in 
the  throwing  forward  of  the  pelvis.  It  is  a  frequent  and 
remarkable  symptom  of  oophoria. 

Charcot  confirms  the  conclusion  drawn  from  Negrier's  and 
Schutzenberger's  experiments,  which  show  that  pressure  in  the 
ovarian  region  only  reproduces  artificially  the  same  series  of 
phenomena  which  is  spontaneously  developed  in  hysterical 
subjects.  Charcot  points  out  that  the  hemi- anaesthesia,  the 
paresia,  and  contraction  occupy  the  left  side  when  oophoralgia 
is  left,  and  vice  versa. 

In  several  cases  Charcot  demonstrated  that  the  convulsions 
of  hysteria  could  be  controlled,  resolved  by  firm  pressure  upon 
the  ovary.  Willis,  it  appears,  in  the  seventeenth  century,  was 
aware  of  the  power  of  firm  pressure  by  the  two  hands  in  the 
abdomen  in  stopping  a  fit  of  convulsions. 

Chairou  says  he  knows  a  young  person  in  whom  an  hysterical 
fit  can  be  produced  by  compression  of  the  left  ovary ;  and 
Dr.  Tilt  says  he  knows  a  patient  in  whom  similar  pressure  is 
followed  by  unconsciousness.  I  have  myself  on  several  occa- 
sions witnessed  similar  sequences  of  nervous  phenomena. 

I  feel  a  strong  conviction  that  close  observation  will  tend 
more  and  more  to  establish  the  fact,  that  iliac  pain  is  the 
most  constant  and  the  primary  feature  in  hysterical  attacks. 
Opponents  of  the  ovarian  theory  have  too  often  indulged  in 
what  seemed  to  them  the  unanswerable  fact,  that  there  is  no 
relation  between  hysteria  and  indubitable  diseases  of  the  ovary. 
It  is  true  that  severe  organic  disease  of  the  ovary  is  not  often 
attended  by  hysteria.  It  is  even  probable,  that  since  severe 
disease  commonly  tends  to  suppress  the  function  of  ovulation, 
it  would  thereby  tend  to  suppress  hysteria.  It  is  not  organic 
disease  of  the  ovary  that  causes  hysteria,  but  that  disorder,  that 
difficulty  in  the  performance  of  its  function,  which  is  so 
common  in  young  persons. 

Perfect  coincidence  as  to  time  in  the  occurrence  of  ootocia, 
and  of  the  development  of  hysterical  symptoms,  is  not  wanted 
to  establish  the  truth  of  the  ovarian  theory.  Clinical  observa- 
tion, however,  proves  conclusively  that  the  iliac  pain,  which 
is  the  expression  of  dysootocia,  in  an  immense  number  of 
instances,  is  the  first  condition.  When  once  the  hysterical 
temperament  has  been  thoroughly  established  by  several 
attacks,  the  excitability  of  the  nervous  centres  induced  is  so 
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great,  that  it  will  respond  to  the  slightest  peripheral  or  emo- 
tional irritation.  The  attacks  then  occur  at  other  than  the 
menstrual  periods.  It  must,  moreover,  be  remembered  that 
menstruation,  that  is,  the  flow  of  blood,  does  not  always 
coincide  exactly  with  ovulation  or  ootocia.  This  process 
certainly  often  begins  several  days  before  the  uterus  pours 
forth  blood ;  and  in  very  susceptible  persons,  the  proclivity  to 
excito-motory  disturbance  is  so  great,  that  even  the  trouble  of 
the  early  stages  of  dysootocia  is  enough  to  bring  forth  the 
hysterical  fit. 

When  the  hysterical  habit  has  once  gained  force,  any  physical 
or  mental  fatigue,  or  ordinary  emotion,  may  induce  such  exhaus- 
tion of  the  nerve-force  that  the  balance  is  disturbed,  and  the 
control  of  the  will,  which  undoubtedly  is  often  sufficient  to 
keep  down  a  fit,  is  lost.  It  is,  however,  a  serious  error,  because, 
if  acted  upon,  it  may  lead  to  cruel  treatment,  to  look  upon 
hysteria,  as  some  do,  as  essentially  a  mental  disorder  charac- 
terised by  moral  perversion.  Some  such  element  certainly,  in 
some  instances,  enters  into  the  field ;  and  a  certain  degree  of 
counteracting  moral  force  from  without  must  be  exerted  in  the 
treatment.  But  intimate  knowledge  of  the  constitution  and 
character  of  many  sufferers  from  hysteria  leaves  a  settled  con- 
viction on  my  mind,  that  the  attack  is  utterly  beyond  their  volun- 
tary control ;  that  they  look  upon  it  with  a  sense  of  pain  and 
degradation  ;  that  they  would  willingly  conceal  their  infirmity 
from  others.  In  persons  of  feeble  character,  of  little  self- 
reliance,  eager  for  '  sympathy,  especially  where  the  ovarian 
excitement  gives  rise  to  an  erotic  feeling,  no  doubt  the  attack 
is  often  promoted  and  encouraged  by  a  perverted  will.  It  is 
difficult  when  witnessing  a  case  of  this  kind  to  repress  the 
feeling  that  a  decided  treatment  of  coercion  would  be  the  most 
ajopropriate.  But  it  would  be  neither  true  in  science,  nor 
morally  justifiable,  to  carry  this  feeling  into  the  treatment  of 
the  numerous  other  cases  in  which  the  patient  can  no  more 
suppress  her  illness  than  can  the  subject  of  puerperal  convulsions. 
Lately  it  has  been  proposed  to  employ  terror— the  terror  of 
being  strangled  by  violent  compression  of  the  vessels  of  the 
neck — as  a  means  of  dealing  with  these  cases.  I  cannot  look 
upon  this  revolting  practice — for  I  believe  it  has  been  practised 
— without  shame  and  humiliation  that  such  ignorance  and 
brutality  should  be  so  far  recognised  as  to  be  discussed. 

Tracing  the  nervous  phenomena  usually  summed  up  as 
"  hysteria "  to  ovarian  influences,  Negrier  proposes  to  sub- 
stitute the  word  "  ovarie  "  for  "  hysterie."  Agreeing  in  great 
measure  with  Negrier's  views,  I  see  serious  practical  objection 
to  the  particular  word  he  has  selected.  Even  in  its  French  form 
the  word  "  ovarie  "  is  scarcely  distinct  enough  from  "  ovaire  " 
or  "  ovarite,"  and  in  English  the  word  "  ovaria  "  is  excluded 
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by  its  being  in  common  use  as  the  plural  of  ovarium.  I 
therefore  propose  the  word  "  oophoria,"  which  is  more  correct 
etymologically,  and  convenient  in  relation  to  oophoritis  or 
inflammation  of  the  ovary. 

Negrier  says  the  ovaries  perform  alternately. 

1.  He  finds  in  one  ovary  a  recently  ruptured  follicle,  and  in 
the  opposite,  one  coming  forward. 

2.  In  cases  of  dysmenorrhoea  the  suffering  is  sometimes  every 
other  epoch,  the  pain  being  one-sided,  and  in  that  side  which  at 
other  times  has  evinced  local  disease. 

3.  In  women  having  double  uterus  and  vagina,  the  menses 
have  come  from  each  side  alternately. 

The  diagnosis  of  ovarian  dysmenorrhoea  is  made  out  by  the 
history,  the  subjective  signs,  and  the  objective  signs.  Pain 
occurs  in  one  or  both  iliac  regions,  limited  to  a  small  space, 
before  the  menstrual  flow  appears  ;  if  the  region  which  is  the 
seat  of  pain  be  touched  externally,  the  abdominal  muscles 
become  tense,  so  as  to  screen  the  deep  structures  beneath  ;  if 
pressure  be  made  on  the  opposite  side,  although  often  the 
patient  shrinks,  either  from  dread  or  from  a  generally  diffused 
hyperaBsthesia,  the  pressure  is  borne  with  comparative  ease ;  if 
examination  be  made  by  the  vagina  very  tenderly,  so  as  to 
touch  the  os  uteri  without  exerting  pressure  on  either  side  of 
the  uterus,  no  marked  pain  is  elicited ;  but  if  the  uterus  be 
pressed  upwards  or  towards  the  side  where  the  affected  organ  is 
situated,  acute  pain  is  produced  ;  if  the  finger  be  pressed  deeply 
in  the  vaginal  roof  towards  the  affected  ovary,  avoiding  the 
uterus,  pain  is  also  elicited  ;  if  the  abdominal  muscles  can  be 
relaxed,  and  sometimes  an  opportunity  is  found  on  deep  expi- 
ration with  the  thighs  well  flexed,  the  hand  outside  can  be 
pressed  down  towards  the  finger  inside,  so  as  to  grasp  the  tender 
ovary  between  them  ;  if  the  like  manoeuvre  be  repeated  with  one 
finger  in  the  rectum,  the  ovary  may  often  be  felt  enlarged, 
tumid,  tender,  a  little  lower  than  its  usual  position,  and  a  little 
more  central. 

There  is  another  sign  characteristic  of  ovarian  congestion 
which  I  have  almost  constantly  observed.  It  is  this  :  the  body 
of  the  uterus  is  drawn  towards  the  affected  ovary  in  lateriver- 
sion,  so  that  the  vaginal  roof  on  that  side  is  more  tense  and 
full  than  on  the  other.  This  drawing  together  of  the  uterus 
and  affected  ovary  is  no  doubt  due  to  the  greater  tumefaction 
of  the  intervening  tissues,  caused  by  the  more  active  vascular 
process. 

It  is  curious  to  remember  that  Galen  says  lateral  displacement 
of  the  womb  is  often  associated  with  hysteria. 

A  frequent,  if  not  constant,  phenomenon  in  ovarian  dys- 
menorrhoea is  a  swelling  of  the  lower  abdomen,  which  takes 
place  about  the  time  of  the  menstrual  effort.    It  is  due  to  dis- 
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tention  of  the  intestines,  and  is  the  result  of  a  disturbance  or 
metastasis  of  nerve-force,  by  which  the  intestines  for  a  time  lose 
their  tone  or  contractile  energy. 

The  symptoms  above  described  will,  in  many  cases,  be  found 
almost  alone,  that  is,  as  far  as  pelvic  symptoms  are  concerned. 
They  will  in  almost  every  case  be  attended  with  nervous  phe- 
nomena, generally  of  the  so-called  hysterical  order,  sometimes 
by  vomiting,  occasionally  even  by  convulsions,  generally  by 
headache.  The  pulse  is  seldom  much  accelerated ;  there  is  no 
marked  heat  of  skin. 

But  in  a  considerable  number  of  cases  the  symptoms  of 
ovarian  distress  are  accompanied  by  those  of  uterine  distress. 
Uterine  obstructive  dysmenorrhcea,  as  it  is  commonly  called, 
but  to  which  I  prefer  the  term,  dysmenorrhcea  from  retention, 
complicates  the  ovarian  dysmenorrhcea.  But  even  in  these  cases 
the  ovarian  symptoms  take  precedence  in  time. 

The  treatment  of  ovarian  dysmenorrhcea. 

The  indications  are,  to  allay  general  and  centric  hyper- 
aesthesia,  and  to  moderate  the  local  ovarian  pain.  The  two 
indications  are  carried  out  at  the  same  time.  It  is  important  to 
clear  out  the  bowels,  so  as  to  take  off  any  pressure  upon  the 
ovaries  which  a  loaded  rectum  may  cause.  When  the  pain  is 
very  great,  and  especially  if  the  pulse  rise,  and  the  skin  be  hot, 
ten  or  twelve  leeches  to  the  iliac  region  will  give  great  relief. 
Two  or  three  leeches  applied  directly  to  the  fundus  of  the 
vagina  are  more  effectual ;  but  this  treatment  is  open  to  serious 
practical  objections.  Indeed,  when  we  consider  that  the  affec- 
tion is  one  that  tends  to  return  every  month,  the  remedy  may 
be  found  as  distressing  as  the  disease ;  and  if  often  repeated, 
the  consequent  ansemia  and  debility  will  increase  the  hyper- 
sesthesia  by  lowering  the  general  strength.  Now  and  then, 
however,  the  affection  has  been  cured  in  a  comparatively  short 
time  by  the  application  of  leeches  outside.  Fomentations,  to 
which  turpentine  is  added,  or  slight  vesications  by  chloroform, 
may  always  be  used  with  advantage. 

the  general  remedies  consist  chiefly  in  sedatives.  Hoffman's 
anodyne,  acetate  of  ammonia,  chloride  of  ammonium,  bromide 
of  potassium,  chloral  hydrate,  and  opiates  give  valuable  aid. 
Opiate  suppositories,  or  vaginal  pessaries,  are  often  serviceable. 
If  convulsions  appear,  the  inhalation  of  chloroform  should  be 
resorted  to,  with  great  discretion,  however,  lest  we  engender  a 
desire  for  its  frequent  use.  Here,  again,  as  generally  in  the 
diseases  of  women  characterized  by  marked  nervous  phenomena, 
alcoholic  stimulants  should  be  allowed  only  in  the  most  rigorous 
moderation,  or  even  absolutely  cut  off. 

Dysmenorrhcea  from  Obstruction  of  Fallopian  Tubes. 
Bernutz  relates  a  case  which  seemed  to  be  of  this  nature. 
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A  lady  at  twenty- eight  enjoyed  good  health  till  some  months 
before  death ;  she  then  had  metrorrhagia,  and  was  thought  to 
have  a  miscarriage.  During  a  time  of  severe  mental  trial  she 
was  seized  suddenly  with  violent  pains  in  the  abdomen,  fainting, 
and  vomiting.  There  was  then  no  discharge.  She  soon  sank 
with  symptoms  of  internal  haemorrhage.  Much  blood  was 
found  in  the  abdomen  and  pelvis.  The  left  tube  presented  a 
tumour  the  size  of  a  pigeon's  egg ;  on  its  surface  was  a  small 
transparent  cyst,  covered  with  filaments  of  the  tube.  At  its 
junction  with  the  uterus,  the  tube  was  rendered  impervious  by 
a  small  fibrous  tumour. 
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INFLAMMATORY  DYSMENORRHEA  ;  DYSMENORRHEA 
MEMBRANACEA. 

Inflammatory  dysmenorrhea  is  not  common  in  single  women . 
The  clearest  examples  are  those  in  which  dysmenorrhea  follows 
on  suppressed  menstruation,  as  from  the  sudden  shock  of  cold, 
injury,  or  emotion  sustained  during  the  flow.  Under  this  cir- 
cumstance, metritis,  or  at  least  intense  uterine  congestion,  is  very 
likely  to  arise  ;  and  an  inflamed  organ  necessarily  performs  its 
function,  if  it  be  performed,  with  pain.  Not  uncommonly  in 
these  cases,  pelvic  peritonitis  and  oophoritis  complicate  the 
metritis  ;  and  these  conditions  in  themselves  will  make  men- 
struation painful.  The  history  of  the  case,  the  evidence  of 
primary  pelvic  inflammation,  and  of  secondary  dysmenorrhoea, 
explain  the  nature  of  the  affection.  In  some  of  these  cases  there 
is  not  only  some  degree  of  chronic  metritis  persisting,  but  as 
sequelse  of  the  peritonitis,  adhesions  may  remain  which  impede 
the  mobility  of  the  uterus,  and  even  drag  it  out  of  place. 
Local  examination  confirms  the  diagnosis  supplied  by  the 
history. 

In  these  cases  the  appropriate  treatment  is  to  apply  six  to  ten 
leeches  to  the  groin,  or  two  to  the  cervix  uteri ;  to  use  warm 
hip-baths  containing  Yiehy  salts  ;  to  administer  salines  and 
sedatives.  If  the  peritonitic  complication  be  severe,  it  is 
desirable  to  give  small  doses  of  calomel  and  opium  for  two  or 
three  days.  The  rectum  should  be  cleared  out  by  an  enema  of 
gruel  and  olive  oil ;  but  all  purgatives  which  disturb  parts 
which  ought  to  be  at  rest,  should  be  carefully  avoided. 

Inflammatory  dysmenorrhoea  is  well  exemplified,  although 
not  perhaps  in  its  purest  form,  in  those  cases  where  metritis, 
with  perimetritis  and  some  degree  of  fixing  of  the  uterus,  spring 
up,  and  persist  after  labour  or  abortion.  In  many  of  these  cases 
there  is  a  clear  history  of  freedom  from  dysmenorrhoea  until 
after  labour;  henceforth  the  menstrual  function  is  performed 
with  pain.  The  pain  comes  on  with  the  flow,  which  is  often 
profuse  and  hemorrhagic,  lasting  for  six  days  or  even  a  fortnight. 
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The  pain  is  referred  to  the  seat  of  the  uterus,  whence  it  radiates 
to  the  back.  The  treatment  resolves  itself  into  that  of  the 
abnormal  condition  of  the  uterus,  and  surrounding  structures. 
The  further  history,  then,  of  this  form  of  dysmenorrhoea  will 
be  discussed  when  describing  the  conditions  of  which  it  is  a 
symptom  or  consequence. 

The  Dysmenorrhoea  membranacea  may  be  classed  under  the 
inflammatory  kinds.  It  is  often  a  very  obstinate  affection.  The 
pathognomonic  feature  is  the  discharge  of  a  membrane,  sometimes 
in  shreds,  sometimes  representing  a  cast  of  the  cavity  of  the  body 
of  the  uterus.  A  case  is  graphically  related  by  Morgagni.  The 
real  nature  of  these  membranes  was  not  clearly  understood  until 
it  was  described  by  Dr.  Oldham.*  They  had  long  been  regarded 
as  casts  formed  by  exudations  of  lymph,  like  those  of  croup. 
They  are  so  described  by  Montgomery,  R.  Ferguson,  Churchill. 
Oldham  distinctly  enunciated  the  proposition  that  these  mem- 
branes were  formed  under  the  ovarian  stimulus ;  and  that  they 
were  formed  by  the  uterine  glands — that  they  were,  in  short, 
menstrual  decidua. 

Oldham's  observation  was  speedily  confirmed  by  others. 
Professor  Simpsonf  described  the  membrane  as  resembling  the 
decidua  vera. f  Bernutz  cites  three  cases  from  Boivin  and 
Duges,  in  which  casts  or  cysts  were  expelled  from  the  uterus,  in 
order  to  prove  that  the  affection  described  by  Oldham  had  been 
previously  known  in  France.  But  we  have  already  seen  that  a 
case  of  a  shed  membrane,  exactly  resembling  a  cast  of  the  uterus, 
had  been  accurately  described  by  Morgagni ;  and  the  other 
authors,  whose  names  are  cited  above,  distinctly  refer  to  the 
disease.  It  is  not,  then,  the  discovery  of  a  particular  variety  of 
dysmenorrhoea,  distinguished  by  the  shedding  of  a  membrane, 
which  constitutes  Oldham's  merit ;  it  is  the  discovery  that  this 
membrane  was  not  simply  an  exudation- cast  of  the  lining 
membrane  of  the  uterus,  but  the  lining  membrane  itself. 
Oldham's  priority  in  this  respect  still  remains  untouched. 

But  here,  as  is  constantly  happening  in  the  history  of 
medicine,  we  have  an  instance  of  the  disposition,  at  once  and 
absolutely  to  exclude  the  hitherto  existing  theory  of  a  disease, 
and  to  replace  it  as  absolutely  by  the  last  new  theory  brought 
forward.  It  is  too  often  forgotten  that  both  may  be  true,  as 
expressing  the  nature  of  certain  cases  ;  and  that  neither  may  be 
true,  as  expressing  the  character  of  all  cases.  The  new  fact, 
that  the  membrane  expelled  is  the  mucous  membrane  of  the 
uterine  cavity,  is  undoubtedly  true,  but  I  am  in  a  position  to 

*  London  Medical  Gazette,  April  17th,  1846. 

f  Edinb.  Monthly  Jonrn.  of  Med.  Sc.,  Sept.  1846. 

X  It  is  to  be  regretted  that  even  in  the  collected  edition  of  Professor  Simp- 
son's works,  published  in  1871,  his  memoir  is  reprinted  without  any  reference  to 
Dr.  Oldham's  prior  publication. 
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affirm  from  my  own  observation  that  the  membrane  expelled  in 
some  cases  of  dysnienorrhoea  consists  essentially  of  fibrin  and 
mucus,  and  does  not  contain  the  elements  of  mncons  membrane. 
It  is  important  then  to  bear  in  mind  that  the  membranes  asso- 
ciated with  dysnienorrhoea  are  not  all  of  one  kind. 

The  first  kind  may  be  defined  as  the  exfoliated  mucous 
membrane  of  the  uterus.  All  the  elements  of  this  membrane 
may  be  recognised  by  the  microscope.  When  voided  they  may 
be  entire,  in  which  case  their  source  and  nature  are  easily  re- 
cognised. They  are  then  seen  as  three-cornered  bags,  somewhat 
longer  in  one  direction,  having  an  irregular  opening  at  each 
angle,  the  opening  at  the  smaller  end  or  space  being  larger  than 
the  two  others.  This  lower  opening  corresponds  with  the 
os  internum  uteri,  the  other  two  with  the  ostia  of  the  Fallopian 
tubes.  The  membranes  are  rough,  ragged  on  the  outer  surface, 
and  smooth  on  the  inside.  In  size  they  are  about  an  inch  long, 
and  a  little  less  in  width,  that  is,  generally  somewhat  in  excess 
of  the  normal  proportions  of  the  cavity  of  the  body  of  the  uterus. 
Under  the  microscope,  the  distinctive  element  of  the  uterine 
mucous  membrane,  namely  the  utricular  glands,  is  made  manifest. 
It  may  be  said  that  the  identification  of  this  membrane  as 
mucous  membrane  was  a  natural  consequence  of  the  identifi- 
cation of  the  decidua  of  pregnancy  as  mucous  membrane.  This 
decidua  had  already  gone  through  the  same  phases  of  theory, 
that  is,  it  was  long  looked  upon  as  a  simple  exudation  from  the 
inner  uterine  surface,  analogous  to  the  fibrinous  effusions  of  in- 
flammation or  croup,  and  it  was  ultimately  recognised  as  the 
highly  developed  mucous  membrane.  The  application  of  this 
knowledge  of  the  true  nature  of  the  decidua  gravida  to  the 
study  of  the  deciduous  membrane  of  dysmenorrhcea,  might  be 
directly  suggested  by  the  demonstration  of  Coste  that  the  uterine 
mucous  membrane  at  the  epoch  of  menstruation  assumed  a 
development  strictly  analogous  to  that  which  it  assumed  on  the 
advent  of  gestation.  This  similarity  suggested  to  Yirchow  the 
name  "  decidua  menstrualis  "  for  the  dysmenorrhoeal  membrane  ; 
and  this  name,  although  rather  indicative  of  a  constant  or 
normal  state,  than  of  a  pathological  one,  it  is  convenient  to  retain. 
The  decidua  menstrualis,  then,  may  be  expected  to  present 
characters  like  those  of  the  decidua  of  early  pregnancy.  And 
this  similarity  is  so  close  that  some  observers  have  impugned 
the  existence  of  the  decidua  menstrualis,  and  contend  that  all 
membranes  presenting  the  characters  of  decidua  are  really  the 
product  of  conception  ;  that,  in  short,  the  so-called  dysmenor- 
rhoeal membrane  is  nothing  but  the  issue  of  an  early  abortion. 
This  view  was  distinctly  enunciated  by  Dr.  Hausmann,*  who 
based  his  conclusions  on  the -examination  of  specimens  furnished 


*  "  Monatsschrif t  fur  Gcburtslcunde,"  1868. 
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by  Martin  and  Virchow.  The  discharge  of  the  membrane  at 
the  menstrual  epoch  is  not,  he  says,  constant ;  it  is  often  a  few 
days  in  arrear ;  the  expulsion  begins,  as  a  rule,  from  six  to 
twenty-four  hours,  sometimes  several  days,  after  the  beginning 
of  haemorrhage,  and  always  under  forcing  pains.  The  several 
causes  of  this  abortion  and  of  the  consequent  expulsion  of  the 
decidua,  are  not  yet  known,  but  probably  the  premature  destruc- 
tion of  the  embryo  is  the  first  factor.  The  logical  prophylactic 
deduction  from  this  theory  is  simple  abstinence  from  sexual 
intercourse  for  several  months.  Hausmann  cites,  amongst  other 
arguments,  a  case  from  Tyler  Smith,  which  if  it  be  admitted  as 
typical,  would  indeed  furnish  strong  evidence  in  favour  of  the 
abortion  theory.  A  woman  whilst  single  was  healthy ;  from 
the  time  of  marriage  to  death  of  her  first  husband  she  passed 
membranes  at  irregular  intervals  ;  became  free  whilst  a  widow ; 
and  again  discharged  these  membranes  six  months  after  a  second 
marriage. 

To  accept  this  theory,  that  the  menstrual  decidua  is  simply 
an  abortion,  may  be  to  subject  the  patient  to  an  impeach- 
ment of  her  character.  If  the  membrane  be  the  result  of 
sexual  intercourse,  the  discharge  of  one  by  a  single  woman,  or 
by  one  living  apart  from  her  husband,  must  be  taken  as  proof 
of  unchastity.  It  therefore  behoves  us  to  examine  the  subject 
with  the  utmost  care  before  coming  to  a  final  and  absolute 
conclusion. 

Has  the  dysmenorrhoeal  membrane  ever  been  observed  where 
absence  of  sexual  relations  is  undoubted  ?  In  attempting  to 
reply  to  this  question,  it  is  essential  that  the  structure  of  the 
membrane  have  been  accurately  determined  by  the  microscope. 
Premising  this  condition,  we  may  put  the  question  in  another 
form — Has  a  case  been  observed  in  which,  there  being  absence 
of  sexual  relations,  a  membrane  has  been  expelled  bearing  the 
distinctive  character  of  uterine  mucous  membrane  ?  I  put  the 
question  in  this  form,  because  I  think  it  may  be  admitted,  in 
limine,  without  prejudicing  the  main  question,  that  membranes, 
of  which  the  chief  constituent  is  fibrine,  are  passed  quite 
independently  of  impregnation.  Some  of  these  fibrinous  casts 
are  blood-clots  which,  compressed  in  the  uterine  cavity,  have 
lost  more  or  less  of  the  red-globules  ;  and  on  the  surface,  espe- 
cially, have  assumed  a  pale  and  membranous  appearance. 
Generally,  however,  these  altered  blood- masses  are  more  or  less 
solid ;  that  is,  they  present  no  cavity,  or  if  there  be  one,  it  is 
filled  with  blood,  fluid  or  coagulated.  These  casts  or  clot-moles 
are  not  very  uncommon  accompaniments  of  dysmenorrhea. 
There  is  no  doubt  of  their  being  shed  independently  of  impreg- 
nation, or  even  of  sexual  connexion.  But  they  are  certainly 
more  common  in  women  who  have  had  children,  and  who  con- 
tinue to  be  subject  to  sexual  connexion.    The  natural  monthly 
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shedding  of  the  uterine  mucous  membrane,  instead  of  taking 
place,  as  in  the  usual  way,  by  disintegration,  so  that  the  ele- 
ments escape  gradually  as  detritus,  mingled  with  the  menstrual 
blood,  may  be  effected  by  a  more  rapid  and  violent  process.  In 
this  case  we  shall  find  distinct  shreds,  perhaps  an  entire  cast, 
composed  of  fibrinous  fibrillse,  of  fibre-cells,  numerous  mucous- 
globules,  and  epithelium- cells.  In  the  case  from  which  the 
figure  (No.  64)  is  taken,  the  subject  had  had  children,  and 
suffered  severely  from  menorrhagia  and  dysmenorrhoea.  I 
believe  this  form  of  membrane  is  restricted,  not  indeed  abso- 
lutely, but  with  rare  exceptions,  to  women  leading  a  married 
life. 

It  is  quite  conceivable  that  the  uterine  mucous  membrane, 
having  undergone  an  unusually  full  menstrual  development, 
may  be  cast  off  even  more  completely  than  in  the  preceding 
,case.  We  should  then  have  the  typical  contested  decidua 
menstrualis.  The  inner  side  would  exhibit  the  fine  points  or 
holes  of  the  orifices  of  the  utricular  glands,  and  the  outer  side, 
the  ragged  flocculent  appearance  which  is  commonly,  but  not 
always,  seen  in  early  aborted  ova.  It  does  not  consist  of  the 
entire  mucous  membrane  of  the  uterus.  The  outer  layer  of  the 
mucous  membrane,  with  the  blind  extremities  of  the  uterine 
glands,  remains  behind.  The  decidual  membrane  contains  the 
normal  elements  of  the  mucous  membrane,  the  ciliated  epithe- 
lium, the  glands,  the  vessels  and  connective  tissue  ;  the  vessels 
and  connective  tissue  are  hypertrophied ;  the  glands  are 
elongated  and  widened.  If  it  be  admitted,  and  observations 
in  point  are  now  so  numerous  and  authentic  that  it  can  scarcely 
be  disputed,  that  the  mucous  membrane,  under  simple  ovarian 
menstrual  excitation,  does  undergo  a  high  degree  of  develop- 
ment not  distinguishable  from  the  decidua  of  early  pregnancy, 
it  must  also  be  admitted  as  possible  that  the  mucous  membrane 
so  developed  may  be  cast  off.  Moreover,  that  the  presence  of  an 
ovum  in  the  uterus  is  not  necessary  for  the  development  of  a 
membrane  having  all  the  characters  of  the  decidua  of  pregnancy, 
is  proved  by  the  formation  of  a  decidua  in  utero  in  cases  of  tubal 
gestation. 

Eokitansky  distinctly  says,  when  describing  the  characters  of 
a  membrane  submitted  to  him  by  Mandl,  "  The  development 
of  the  mucous  membrane  is  in  excess  of  its  usual  menstrual 
degree.  It  is  not,  however,  connected  with  conception. "  It 
does,  however,  occur  in  women  who  have  had  children. 
Courty  relates  in  full  a  case  of  a  girl  who  passed  membranes 
at  her  periods.  On  one  occasion  he  extracted  one  from  the 
os  uteri  by  forceps,  through  a  small  speculum  carefully  mani- 
pulated, so  as  not  to  break  down  a  virginal  hymen.  This 
seems  an  unequivocal  case. 

Another  form  of  cast  appears  to  consist  purely  of  fibrin. 
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These  come  in  shreds,*  or  in  one  piece  representing  the  shape  of 
the  uterine  cavity.  Under  the  microscope,  nothing  but  the 
fibrillar  arrangement  of  fibrin,  interspersed  with  mucous  cor- 
puscles, is  seen.  In  some  cases  of  endometritis  it  would  seem 
either  that  a  layer  of  fibrin  may  be  effused,  or  that  the  mucous 
secretion,  rendered  more  tenacious  by  retention  and  by  fibrinous 
matter,  may  form  a  distinct  layer  on  the  surface  of  the  mucous 
membrane.  Such  a  membrane  may  be  independent  of  im- 
pregnation, but  being  associated  with  chronic  metritis,  it  is 
rarely  seen  in  women  not  subject  to  sexual  connection.  At  the 
menstrual  epoch  the  chronic  metritis  is  intensified,  and  may 
deserve  the  name  given  to  it  by  H.  Huchard*  of  "  menstrual 
metritis." 

In  some  cases  the  albuminoid  secretion  from  the  cervix  uteri, 
which  is  especially  copious  in  endocervicitis,  may,  entangling  a 
lesser  proportion  of  epithelium,  produce  a  tenacious  membrane 
less  solid  than  the  preceding,  but  of  a  similar  character.  This 
may  occur  in  single  as  well  as  in  married  women.  The  mucous 
plasma  thus  condensed,  assumes  very  much  the  appearance  of 
fibrillae. 

Shreds  of  membrane,  mostly  very  small,  are  frequently 
passed  when  there  is  malignant  disease  of  the  uterus.  These 
are  the  result  of  superficial  disintegration  or  necrosis  of  the 
diseased  structures.  They  are  not  likely  to  be  mistaken  for 
dysmenorrhoeal  membranes.  They  differ  in  being  mostly 
minute  in  size,  and  in  being  attended  by  the  turbid,  greenish, 
watery  discharges  characteristic  of  cancer.  I  have  seen  shreds 
of  this  kind  brought  away  from  the  interior  of  the  uterus  by 
the  small  sponge-probang  when  the  disease  affects  the  cavity. 

Eaciborski  points  outf  that  the  mucous  membrane  of  dys- 
menorrhoea  may  be  distinguished  from  the  decidua  of  early 
abortion.  The  dysmenorrhoeal  membrane  is  generally  in  shreds, 
thin  and  membranous,  triangular,  and  showing  the  orifices  of 
the  tubes  and  os  internum  uteri.  It  is  always  expelled  at  a 
menstrual  epoch.  On  the  other  hand,  the  aborted  decidua  is 
generally  thicker,  blood  being  extravasated  in  the  substance; 
in  shape  it  is  more  ovoid;  the  tubal  orifices  are  not  easily 
made  out ;  and  it  is  generally  passed  after  a  period  has  been 
suspended. 

Shreds  of  a  membranous  appearance  may  be  passed  from  the 
vagina  at  inter-menstrual  periods,  which  do  not  necessarily 
come  from  the  uterus.  Thus  the  ordinary  exfoliation  of 
epithelium  which  takes  place  from  the  os  uteri  may,  under  a 
condition  of  sub-acute  inflammation,  be  so  rapid,  that  the 
throwing  off  of  epithelium-cells  exceeds  the  proportion  oi  mucus 
necessary  to  maintain  fluidity.    In  such  a  case  there  is  formed 

*  Gazette  des  Hopitaux,  1870. 
f  Traite  de  la  Menstruation. 
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a  layer  of  whitish  material  which  covers  the  mucous  membrane, 
resembling  a  diphtheritic  membrane.  When  analyzed  by  the 
microscope,  this  is  seen  to  consist  almost  entirely  of  pavement 
epithelium- cells  and  mucous  globules.  I  have  not  seen  this 
in  virgins,  but  the  possibility  of  its  occurrence  cannot  be 
excluded. 

Under  peculiar  puerperal  states  also,  the  vulva,  vagina,  and 
perhaps  the  uterus,  may  be  covered  with  a  diphtheritic  mem- 
brane, closely  resembling  that  which  covers  the  fauces  in 
diphtheria. 

I  mention  one  circumstance,  to  warn  against  a  possible 
fallacy.  When  women  suffering  from  leucorrhoea  are  using 
astringent  injections,  as  of  zinc  or  alum,  the  albuminoid  mucus 
is  coagulated  by  the  injection,  and  comes  away  in  shreds.  The 
patients  say  it  brings  away  "  bits  of  flesh  or  skin." 


Fig.  63— (G.  G.  5,  St.  Thomas's  Museum— ad.  nat.) 

EXFOLIATED  MUCOUS  MEMBRANE  OF  THE  VAGINA. 

Dr.  Arthur  Farre  has  described  *  cases  in  which  complete 
casts  of  the  vagina  were  passed.  These  were  distinguished 
from  uterine  membranes  by  their  having  the  exact  form  of  the 
vagina,  by  the  absence  of  the  characters  of  the  uterine  mucous 
membrane,  and  by  not  being  cast  under  symptoms  of  dys- 
menorrhcea.  The  drawing,  Fig.  63,  is  taken  from  a  specimen 
of  this  kind  in  St.  Thomas's  Museum. 


*  Beale's  "  Archives." 
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It  should  be  borne  in  mind  also  that  the  superficial  layer  oi 
the  vaginal  mucous  membrane  is  liable  to  be  exfoliated  under 
the  application  of  perchloride  of  iron.  Thus,  I  possess  a  very 
complete  cast  of  the  vagina,  showing  all  the  rugse,  which  was 
shed  after  several  intra-uterine  injections  of  this  styptic  to 
arrest  obstinate  metrorrhagia.  This  membrane,  like  other  com- 
pressible substances  in  the  vagina,  was  not  expelled,  but  got 
rolled  up  in  a  ball  in  the  posterior  vaginal  cul-de-sac,  whence 
it  was  brought  away  by  the  finger.  It  escaped  detection  by 
the  speculum.  The  surface  of  the  vagina  and  os  uteri  were 
pale,  and  very  smooth.  A  single  injection  is  not  likely  to 
cause  this  exfoliation,  unless  it  be  use!  of  nearly  concentrated 
strength,  as  in  a  case  related  by  Dr.  Tessier,  who,  in  a  case  of 
profuse  non-puerperal  flooding,  introduced  into  the  vagina  a 
piece  of  charpie,  charged  with  pure  perchloride  of  iron.  The 


Fig.  64.— (St.  Thomas's  Museum,  G-.  G.  4,  nat.  size.) 

UTEEINE  MUCOUS  MEMBRANE  SHED  ENTIRE,  LAID  OPEN,  SHOWING  INTERIOR  CAVITY  SMOOTH. 

At  upper  part  are  seen  numerous  points,  the  openings  of  glands ;  on  the  outer  surface  are  slight 

ragged  projections. 

plug  was  removed  in  forty-eight  hours.  On  the  seventeenth 
day  a  piece  of  mucous  membrane  was  discharged.  The  patient 
had  a  slow  convalescence,  and  great  contraction  of  the  vagina 
followed.  The  perchloride  had  acted  as  a  powerful  caustic, 
producing  a  slough  of  the  mucous  membrane  *  To  avoid 
this  caustic  action,  two  things  are  necessary  : — First,  use  solu- 
tions not  stronger  than  one  in  ten  ;  secondly,  thoroughly  oil 
the  vagina  before  injecting. 

We  must  then,  d  priori,  admit  the  possibility  of  the  casting 

*  Gazette  des  Hopitaux,  1869. 
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of  a  menstrual  decidua,  in  the  form  of  a  membrane.  But  it 
must  be  reserved  for  extended  clinical  observation  and  critical 
research,  to  determine  the  frequency  of  the  detachment  of  the 
menstrual  decidua  en  masse,  independently  of  sexual  relations. 

I  must  declare  that  the  greater  number  of  membranous 
structures  discharged  in  dysmenorrhoeal  cases  which  I  have 
seen,  occurred  under  the  conditions  specified  by  Hausmann, 
that  is,  the  subjects  were  leading  a  married  life,  and  the  men- 
struation had  been  some  days  in  arrear.  At  the  same  time  we 
must  bear  m  mind  that  no  aggregate  of  cases,  however  large,  in 
which  this  association  was  verified,  can  absolutely  exclude  the 
possibility  of  the  discharge  of  a  dysmenorrhoeal  membrane  by 
virgins.  Recognising  this  possibility,  we  must,  I  think,  go 
further,  and  affirm  that  we  cannot,  without  imminent  risk  of 
falling  into  scientific  error  and  unjust  suspicions  of  the  chastity 
of  the  patient,  admit  that  any  structural  character  of  a  mem- 
brane cast  from  the  uterus,  short  of  the  detection  in  it  of 
chorion-villi,  is  proof  of  impregnation.  And  it  must  be  re- 
membered that  chorion- villi  may  be  simulated  by  the  ducts  of 
the  utricular  glands  ;  and  that  it  requires  some  experience  and 
care  to  distinguish  them.  The  epithelial  cells  of  the  utricular 
glands  differ  from  the  cells  which  surround  the  chorion- villi ; 
the  outline  of  the  gland-casts  is  less  defined  ;  and  these  do  not 
present  the  pyriform  buddings  which  are  so  characteristic  of  the 
early  chorion. 

The  symptoms. — The  presence  of  inflammation  as  a  necessary 
element  has  been  doubted.  But  there  can  be  no  doubt  as  to 
the  general  presence  of  congestion  and  hyperplasia.  It  may 
be  doubted  whether  a  single  case  has  occurred  in  which  some 
morbid  condition  of  the  uterus  was  not  coincident.  There  is 
almost  always  extreme  tenderness  of  the  uterus,  on  touching  the 
vaginal-portion  or  the  body  of  the  organ ;  and  increased  bulk 
of  the  uterus  is  discovered  by  combined  intra- vaginal  and  abdo- 
minal palpation.  Dyspareunia  and  sterility  are  almost  constant 
complications.  The  tendency  to  rapid  morbid  hyperplasia  of 
the  uterine  mucous  membrane  seems  to  unfit  this  structure  for 
the  formation  of  healthy  gravid  decidua,  while  the  morbid  con- 
gestion and  irritability  of  the  muscular  wall  dispose  the  uterus 
to  premature  contraction,  and  to  cast  off  its  contents. 

The  process  of  detachment  of  the  morbid  mucous  membrane 
is  violent,  and  not  the  slow  result  of  gradual  exfoliation.  Exu- 
dation of  fluid,  serum,  sometimes  blood,  takes  place  between 
the  inner  uterine  wall  and  the  layer  of  mucous  membrane  which 
is  to  be  thrown  off;  then,  spasmodic  contractions  or  colics  of 
the  uterus  being  set  up,  the  detachment  and  expulsion  are 
completed. 

The  symptoms  are  in  harmony  with  this  view.  Pain,  pelvic, 
abdominal,  and  inguinal,  precede  the  menstrual  flow  by  several 
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days.  There  is  bearing-down  pain,  with  sense  of  increased  fulness 
and  weight  in  the  rectum,  frequently  causing  tenesmus  both  of 
the  rectum  and  of  the  bladder.  A  painful  sensation  of  gnawing, 
extending  to  the  umbilicus  and  epigastric  region,  has  been 
complained  of  in  several  cases.  The  pain  is  intensified,  assu- 
ming an  expulsive  labour-like  character  when  the  flow  sets  in, 
and  is  so  continued  from  twenty-four  to  forty-eight  hours,  when 
the  membrane  is  usually  expelled.  The  pain  then  abates  ;  but 
frequently  the  discharge  of  blood  is  profuse,  and  lasts  for  some 
days  longer.  When  this  has  ceased  the  patient  rallies  for  a 
time,  to  be  again  cast  down  by  the  recurrence  of  a  similar  train 
of  events.  It  is  not,  however,  every  menstrual  period  which  is 
attended  by  the  expulsion  of  casts.  Sometimes  a  period, 
marked  by  less  severe  pain  and' less  haemorrhage,  occurs.  It 
deserves  to  be  carefully  observed  how  far  these  intermissions 
correspond  with  the  suspension  of  sexual  intercourse.  Dr. 
Bigby  says  oophoritis  is  not  seldom  the  result  or  concomitant 
of  this  form  of  dysmenorrhcea.  According  to  the  degree  of 
nervous  susceptibility  and  general  impairment  of  health  of  the 
individual,  various  degrees  and  forms  of  hysterical  and  other 
nervous  derangements  will  manifest  themselves. 

The  treatment  of  dysmenorrhea  membranacea  will  of  course 
be  greatly  governed  by  the  view  we  take  of  the  pathology  of 
the  affection.  If  we  conclude  that  the  essential  factor  is  sexual 
intercourse,  especially  if  involving  impregnation,  the  main 
treatment  is  obviously  prophylactic.  Abstinence,  that  is, 
physiological  rest  for  a  time,  should  be  dictated.  We  then 
gain  time  and  opportunity  for  treating  the  morbid  conditions 
of  the  system  and  of  the  generative  organs. 

The  survey  we  have  taken  of  the  affection  almost  precludes 
the  idea  that  the  menstrual  membranes  are  cast  by  the  healthy 
uterus.  It  follows  that  we  must  carefully  study  the  physical 
condition  of  the  uterus,  and  direct  treatment  to  the  removal 
of  the  complicating  diseases. 

What  are  the  best  local  applications  ?  It  is  clear  that  the  origin 
of  the  membranes  being  the  lining  membrane  of  the  cavity  of 
the  uterus,  our  remedies  must  be  applied  there.  We  can  only 
act  very  slowly  indeed,  if  at  all,  if  we  trust  to  the  principle  of 
derivation  by  limiting  the  application  of  remedies  to  the  cervix. 
If  there  is  a  syphilitic  taint  I  would  advise  the  use  of  a  mer- 
curial vapour-bath,  using  a  bath-speculum  to  enable  the  vapour 
to  enter  the  vagina.  To  the  inner  cavity  of  the  uterus  we  may 
apply  nitrate  of  silver,  iodine,  bromine,  or  sulphate  of  zinc. 
These  are  best  applied  in  the  solid  form.  By  using  the  in- 
strument I  have  devised  for  this  purpose,  a  stick  of  sulphate  of 
zinc  or  other  remedy  can  be  readily  passed  into  the  uterine 
cavity  without  the  aid  of  the  speculum,  and  without  any 
exposure ;  or  the  iodide  of  mercury  may  be  applied  in  the  form 
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of  ointment  by  my  instrument.  (See  Fig.  44,  p.  138.)  The 
application  should  be  repeated  every  five  or  six  days. 

Mandl  speaks  favourably  of  chlorate  of  potash,  as  this  remedy 
is  known  to  possess  a  decided  influence  on  the  liquefaction, 
degeneration,  and  resorption  of  epithelial  growths  and  pseudo- 
membranous exudations  of  the  mucous  membrane.  In  the 
case  he  narrates,  benefit  attended  the  use  of  this  substance. 

If  nitrate  of  silver  be  used,  it  should  be  reduced  by  using 
three-grain  sticks,  made  by  fusing  together  equal  proportions  of 
nitrate  of  silver  and  nitrate  of  potash.  If  there  be  retroversion 
or  retroflexion,  as  is  not  uncommon,  this  must  be  corrected,  by 
the  use  of  a  suitable  pessary. 

When  there  is  considerable  turgidity  of  the  cervix,  from  con- 
gestion or  active  inflammation,  two  or  three  leeches  applied  to 
the  cervix  uteri  may  be  useful. 

Constitutional  treatment,  hygienic,  and  including  the  exhi- 
bition of  remedies  by  the  stomach  or  skin,  is  often  essential.  In 
some  cases  I  have  been  satisfied  that  the  unhealthy  condition 
of  the  uterine  mucous  membrane,  leading  to  the  casting  of 
shreds  and  membranes,  was  due  to  syphilitic  disease.  Inquiry 
in  this  direction,  by  examining  the  skin  and  the  state  of  the 
mucous  membranes  elsewhere,  as  well  as  by  weighing  the 
history  of  the  patient,  is  important.  A  succession  of  early 
abortions  or  dead  children  affords  highly  presumptive  evidence. 

The  severe  suffering  attending  the  dysmenorrhoeal  paroxysms 
may  be  mitigated  by  opium,  Hoffmann's  anodyne,  chloroform, 
chloral,  Indian  hemp,  or  other  sedatives.  The  liquor  ammonige 
acetatis  is  valuable  by  itself,  and  is  the  best  menstruum  for 
opium.  Trousseau  recommended  turpentine,  in  twenty  drop 
doses,  continued  for  three  months,  and  the  prolonged  use  of 
warm  baths.  C.  Braun  prescribed  small  doses  of  arsenic,  to 
allay  the  attendant  painful  excitement. 

Tonics,  as  iron,  quinine,  strychnine,  arsenic,  and  the  mineral 
acids  are  almost  always  serviceable,  as  adjuvants  to  local  treat- 
ment. 

The  bowels  require  special  care,  as  accumulation  in  the 
rectum  is  a  serious  aggravation  of  all  uterine  affections. 

Prognosis, — But  with  all  possible  care  we  must  be  prepared  to 
find  these  cases  rebellious  to  treatment  for  a  long  time  ;  sterility 
may  be  regarded  as  a  consequence  ;  for  when  pregnancy  occurs, 
and  is  carried  on  for  some  months,  the  disease  may  be  con- 
sidered to  be  cured, 


CHAPTER  XXIII. 


THE  MENSTRUAL  IRREGULARITIES  OF  THE  CLIMACTERIC 

EPOCH. 

In  connection  with  the  deviations  from  healthy  menstruation, 
it  is  convenient  to  trace  the  history  of  menstruation  at  the 
climacteric  epoch.  This  epoch  is  sometimes  called  the  "  meno- 
pause," to  indicate  the  cessation  of  the  function  of  menstruation. 
There  is  no  fixed  uniform  period  for  this  event.  Some  women 
cease  to  menstruate  at  forty ;  others  go  on  till  fifty  or  even 
later.  In  some  the  transition  is,  if  not  abrupt,  at  any  rate  well 
marked ;  in  others  the  transition  is  protracted,  interrupted  by 
occasional  suspensions,  or  the  missing  of  a  period  or  two.  The 
flow  appears  irregularly  both  as  to  periodicity  and  quantity. 
This  uncertainty  has  earned  for  the  climacteric  age  the  ex- 
pressive term  of  "  the  dodging  time  of  life."  Often  it  is  called 
"  the  change  ;  "  and  a  great  deal  is  implied  in  these  expressions. 
The  transition-period,  from  active  ovario -uterine  life  to  the  stage 
of  sexual  decrepitude  or  degeneration,  is  seldom  effected  without 
some  disturbance  ;  and  in  many  cases  the  local  and  constitutional 
disorders  that  attend  it  are  numerous  and  severe. 

Physicians  do,  indeed,  talk  of  the  climacteric  in  man ;  but 
the  analogy  is  more  fanciful  than  real.  In  the  male  sex  there 
is  no  epochal  limitation  of  sexual  life.  There  is  nothing  to 
compare  with  the  almost  sudden  decay  of  the  organs  of  repro- 
duction which  marks  the  middle  age  of  woman.  Whilst  these 
organs  are  in  vigour,  the  whole  economy  of  woman  is  subject 
to  them.  Ovulation  and  menstruation,  gestation  and  lactation 
by  turns  absorb  and  goveim  almost  all  the  energies  of  her 
system.  The  loss  of  these  functions  entails  a  complete  revolu- 
tion. And  before  the  new  regime  is  established,  an  interregnum 
of  trouble  has  commonly  to  be  passed  through. 

For  thirty-five  years  or  more,  the  pelvic  organs  have  been  the 
seat  of  active  periodical  congestions,  and  determinations  of 
nerve-force.  When  ovulation  ceases,  this  nerve-force  and  local 
activity  of  the  circulation  are  suddenly  called  upon  to  find 
other  outlets.    The  transition  frequently  entails  symptoms  that 


264 


CLIMACTERIC. 


partake  of  a  pathological  character.  These  symptoms  are 
chiefly  referred  to  the  circulation,  to  digestion,  and  to  the 
nervous  system.  Menstruation,  instead  of  ceasing  gradually, 
not  seldom  assumes  the  form  of  hsemorrhages,  more  or  less 
periodical.    These  are  sometimes  the  result  of  abortions. 

The  last  effort  of  menstrual  life  is  to  propagate.  The  ovaries 
retain  their  function  of  maturing  ova  perhaps  a  little  longer 
than  the  uterus  retains  its  capacity  for  gestation.  As  in  the 
outset  of  menstruation  so  in  the  cessation,  the  uterus  may  be 
found  unfit :  in  the  first  case  it  is  immature ;  in  the  second, 
there  is  commencing  atrophy.  Generally,  however,  atrophy  of 
the  uterus  follows  that  of  the  ovaries. 

When  haemorrhages  do  not  occur,  or  are  not  substituted  by 
vicarious  discharges,  as  hsemorrhoicls,  epistaxis,  or  leucorrhoea, 
severe  headaches  and  cerebral  congestions  are  liable  to  take 
place.  Vertigo,  epilepsy,  apoplexy,  are  more  likely  to  happen. 
The  headache  is  peculiar ;  it  is  chiefly  occipital,  involving  the 
nucha  and  spinal  cord ;  and  invokes  distressing  mental  phe- 
nomena. Minor  moral,  emotional,  and  intellectual  aberrations 
arise.  A  desponding,  gloomy  state,  verging  upon  hypochon- 
driasis, is  not  uncommon.  These  are  often  controlled  by  a 
well-regulated  will ;  but  sometimes  they  break  out.  Fretful- 
ness,  irritability,  forgetfulness,  indecision,  are  the  earlier  signs. 
There  is  nothing  so  frequently  complained  of  as  the  want  of 
power  of  attention,  and  consequently  of  loss  of  memory.  The 
nervous  disorders  which  so  often  attend  dysmenorrhcea  and 
amenorrhoea,  are  reproduced  at  the  climacteric  age  with  exag- 
gerated force.  The  subject  of  them  is  generally  perfectly  aware 
of  her  condition  ;  she  feels  acutely  the  distress  her  waywardness 
occasions  to  others ;  and  when  she  is  unable  to  control  it,  she 
will  seek  to  hide  it  in  seclusion  until  it  has  passed  away.  This 
is  often  the  explanation  of  conduct  which,  to  the  unobservant, 
appears  motiveless  or  wilful.  This  power  of  comparison,  of 
judgment,  is,  as  Conolly  insists,  that  which  distinguishes  this 
condition  from  insanity.  It  is  a  shallow  saying  that  women 
can  give  no  reason  for  what  they  do.  They  justly  claim  the 
privilege  of  weakness  by  declining  to  give  one.  They  rather 
incur  the  reproach  of  being  illogical  or  unreasonable,  than 
wound  their  sense  of  delicacy.  Woman's  decision,  then,  is  to 
be  respected,  not  questioned. 

Disorder  of  the  Alimentary  Function  is  one  of  the  most 
common  attendants  upon  the  menopause.  The  habit  of  con- 
stipation has  perhaps  already  been  acquired.  It  becomes 
aggravated.  It  would  seem  that  there  is  a  metastasis  of  nerve- 
force  to  the  intestines.  They  become  the  seat  of  severe  spasms. 
This  is  due  in  some  cases  to  loss  of  tension  of  the  abdominal 
walls,  the  result  of  pregnancy  ;  to  loss  of  tonicity  from  defective 
nutrition  attendant  upon  invalidism  and  want  of  exercise ;  to 
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obstruction  to  the  action  of  the  bowels  from  pressure  on  the 
rectum,  as  from  retroversion  or  prolapsus  of  the  uterus.  From 
these  and  other  causes,  especially  from  the  tendency  to  adiposity, 
the  intestinal  canal,  wanting  its  normal  contractile  property, 
becomes  liable  to  distension  from  flatulence  and  the  accumula- 
tion of  fsecal  matters.  Hence  irritation,  exciting  spasm  and 
other  irregular  actions  of  the  intestinal  muscular  walls.  The 
distress  arising  from  this  source  is  often  very  great;  and  in 
many  cases  where  the  nervous  centres  are  involved  in  the 
climacteric  confusion,  the  sensations  arising  in  the  belly  are 
misinterpreted,  and  are  the  immediate  occasion  of  mental 
phenomena  verging  upon,  and  not  seldom  passing  into  insane 
delusions.  One  of  the  most  remarkable  yet  familiar  illustrations 
of  this  condition,  is  the  conviction  entertained  by  the  sufferer 
that  her  abdominal  symptoms  are  due  to  pregnancy,  In  some 
cases  there  is  enough  evidence,  prima  facie,  to  impose  upon 
others,  even  upon  the  medical  attendant.  This  state  is  known 
as  "False  or  Spurious  Pregnancy ,"  a  term  which  has  been 
Hellenized  by  Mason  Grood  into  "  Pseudocyesis."  It  is  suffi- 
ciently marked  to  merit  special  attention.  Although  arising 
chiefly  at  the  climacteric  period,  there  is  hardly  any  limit  to  the 
age  at  which  these  symptoms,  and  the  subjective  belief  in 
pregnancy,  may  occur.  Thus,  I  have  seen  several  examples  of 
women  long  past  sixty,  whom  it  was  difficult  or  impossible  to 
convince  that  they  were  not  pregnant.  Some  of  these  were 
married,  some  were  single.  In  the  latter  case  there  had  been 
a  clandestine  intercourse.  The  mental  perturbation  consequent 
upon  the  sense  of  error,  and  the  dread  of  exposure,  rendered 
more  vivid  the  perception  of  the  local  phenomena,  and  com- 
pletely overthrew  the  mental  faculty  by  which  they  were  judged. 
We  easily  believe  what  we  wish  or  fear  to  be  true.  So  strong 
is  the  delusion  in  some  cases,  that  no  amount  of  reasoning  or 
authoritative  decision  will  dispel  it.  I  have  dealt  with  them  in 
this  way.  I  have  got  the  patient  to  fix  the  date  of  presumed 
conception ;  the  ordinary  term  at  which  gestation  would  be 
completed  is  thus  determined ;  and  I  have  told  her  to  come 
again  for  examination  at  a  period  of  one  or  two  months  after 
the  expiration  of  that  term.  Then,  the  appointed  time  having 
gone  by  without  fruit,  the  dreaded  phantom  has  sometimes  been 
exorcised.  Even  then,  perhaps,  not  without  reluctance  ;  for  in 
spite  of  shame,  of  self-reproach,  of  the  fear  of  ridicule  and  loss 
of  position,  the  dear  delusion  has  been  hugged  as  a  proof  of 
sexual  capacity. 

Thus,  still  in  some  cases  the  delusion  is  cherished  in  spite 
of  time,  and  of  every  argument.  In  these  cases  the  narrow 
boundary-line  between  sanity  and  insanity  has  been  passed. 
Analysis  of  the  mental  condition  will  commonly  reveal  other 
evidence  of  aberration  from  the  healthy  standard. 
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Dr.  Criclitoii  Browne  relates*  a  remarkable  case  in  illustration 
of  the  influence  which  the  mind  can  exert  over  the  uterus  and 
ovaries.  A  woman  long  past  the  climacteric,  whose  last  child 
was  fifteen  years  old,  was  admitted  into  the  West  Biding 
asylum,  declaring  she  was  two  months  pregnant.  To  this 
assertion  she  held  firm ;  and  at  the  end  of  seven  months  in- 
formed the  attendants  that  she  was  in  labour.  She  persisted 
resolutely  during  four  days  in  going  through  the  performance. 
At  last  when  exhausted,  as  one  who  had  gone  through  a  pro- 
tracted labour,  the  catamenia,  which  had  been  suspended  for 
years,  appeared.  In  many  other  cases  where  insanity  could  not 
be  said  to  exist,  the  delusion  has  been  carried  to  the  extent  of 
imitating  or  pretending  labour. 

An  analogous  form  of  pseudocyesis  occurs  in  young  women 
who  have  secretly  incurred  the  risk  of  pregnancy.  Sexual  and 
emotional  excitement,  and  fear  of  consequences,  have  been 
attended  by  suppression  of  menstruation,  enlargement  of  the 
abdomen,  disorder  of  digestion  involving  nausea  and  flatulence, 
swelling  and  pain  in  the  breasts.  Imagination  strengthened 
by  fear  does  the  rest.  And  occasionally  the  conviction  of 
pregnancy  persists,  although  the  menstrual  function  is  regularly 
performed. 

Again,  a  woman  marries  within  the  age  when  pregnancy  is 
to  be  expected.  A  similar  train  of  symptoms  quickly  follows. 
The  strongest  evidence  on  the  other  side  is  unwillingly  received. 
The  regular  return  of  the  catamenia,  the  stationary  size  of  the 
abdomen,  the  absence  of  many  subjective  signs  of  pregnancy, 
the  assurance  of  the  physician  that  the  decisive  objective  signs 
also  are  wanting,  are  all  held  of  little  account.  Here  imagina- 
tion is  strengthened  by  hope.  The  doubting  physician  is 
himself  doubted;  and  he  must  often  be  content  to  appeal  to 
time,  the  great  solver  of  mysteries. 

The  phenomena  of  pseudocyesis,  however,  most  commonly 
occur  at  the  climacteric  epoch.  And  they  are  often  very 
puzzling.  Many  things  concur  to  put  on  the  semblance  of 
pregnancy.  First,  there  is  the  probability  of  pregnancy.  The 
social  condition,  the  history,  an  existing  family,  a  hitherto 
normal  ovario- uterine  life,  the  age  not  yet  beyond  the  liability, 
all  concur  to  strengthen  the  patient's  belief. 

The  irregularity  or  suspension  of  menstruation,  the  con- 
temporaneous enlargement  of  the  abdomen  and  breasts,  all 
collected,  make  up  an  imposing  aggregate  #  of  symptoms,  easily 
accepted  as  decisive  proof  of  that  which  is  hoped  or  dreaded. 
To  this  array  of  symptoms,  slight  nausea  and  various  nervous 
phenomena  are  frequently  added.  There  is  much  that  is  real 
to  lend  colour  to  the  belief  in  pregnancy.    Imagination  does 
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the  rest ;  it  supplies  the  missing  links  in  the  chain  of  evidence, 
and  binds  all  signs,  real  and  imaginary,  together  into  one  whole, 
which  is  confidently  affirmed  to  be  beyond  the  possibility  of 
dispute.  So  vivid  indeed  is  the  emotional  and  mental  force, 
that  it  creates  the  symptoms  which  are  wanting.  The  woman 
who  has  been  pregnant  before,  calls  upon  her  memory ;  and  so 
keen  is  the  edge  set  upon  perception  by  fancy,  that  feelings 
counterfeiting  those  she  really  experienced  in  earlier  years  arise 
as  it  were  at  her  bidding.  And  by  a  similar  process,  the  woman 
who  has  never  been  pregnant,  conjures  up  into  seeming  exist- 
ence the  signs  which  are  suggested  to  her  eager  mind  by  hear- 
say or  reading. 

It  will  often  appear  cruel  to  break  down  the  fond  delusion, 
by  explaining  these  ambiguous  phenomena  by  another  theory. 
But  it  must  be  done.  About  the  age  of  fifty  there  is,  as  Grooch 
said,  a  torpid  state  of  the  uterus,  with  a  flatulent  state  of  the 
intestines.  The  omentum  and  parietes  of  the  abdomen  often 
grow  very  fat,  forming  what  Baillie  called  "  a  double  chin  in 
the  belly."  Wind  and  fat  combine  to  form  the  tumour  which 
simulates  the  gravid  uterus.  Air  moving  about  in  the  bowels 
gives  the  sensation  which  is  taken  for  the  movements  of  the 
child.    The  enlargement  of  the  breasts  is  also  due  to  fat. 

The  diagnosis  ceases  to  be  puzzling  when  we  carry  out  the 
proper  physical  exploration,  that  is,  when  we  eubstitute  scientific 
objective  inquiry  for  the  patient's  description  of  her  subjective 
sensations. 

Obesity  is  rarely  limited  to  the  abdomen  and  breasts ;  it  is 
seen  in  the  limbs  and  face  also.  And  it  is  an  aphorism  gene- 
rally true,  that  when  a  woman  is  getting  fat  she  is  not  pregnant. 
Although  the  breasts  are  large,  they  want  the  characteristic 
changes  of  pregnancy.  The  abdominal  enlargement  is  felt  to 
be  doughy,  yielding  before  firm  pressure,  nowhere  giving  the 
sensation  of  a  defined  firm  globular  tumour,  and  consequently 
not  giving  the  peculiar  feeling  of  a  wavy  or  living  impulse 
under  the  hand,  which  marks  the  peristaltic  movement  of  the 
uterine  wall,  or  the  movements  of  the  foetus.  Percuss,  and 
where  the  pregnant  uterus  ought  to  be,  you  hear  nothing  but 
empty  resonance.  Auscultate,  and  you  hear  the  rolling  of 
confined  air,  borborygmi,  instead  of  the  foetal  heart.  Give 
chloroform,  as  Simpson  recommended,  and  the  "phantom- 
tumour  "  disappears ;  the  relaxed  abdominal  walls  allow  the 
hands  to  sink  freely  down  upon  the  spine  and  into  the  pelvis. 
There  is  nothing  solid.  All  that  is  not  fat  has  vanished  into 
thin  air.  Examine  by  the  vagina,  the  finger  touches  a  hard  os 
uteri,  probably  low  down,  and  near  the  centre  of  the  pelvis ; 
not,  as  in  pregnancy,  soft,  and  directed  backwards.  There  is  no 
large  solid  mass  in  front  of  the  cervix,  but  a  small  uterus, 
freely  moveable,  which,  under  chloroform,  and  sometimes  with- 
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out,  may  be  denned  between  the  finger  in  the  vagina,  and  the 
hand  pressed  in  above  the  symphysis. 

Treatment. — Although  we  may  have  proved  the  patient  to  be 
in  error  as  to  the  existence  of  pregnancy,  we  must  not  hastily 
conclude  that  she  requires  no  care.  Her  distress  is  often  real. 
The  nervous  symptoms  forming  an  element  in  the  general 
climacteric  disorder  will  be  discussed  in  connection  with  this 
subject.  I  will  only  stop  here  to  say  that  in  many  cases,  a  well- 
adapted  abdominal  belt  will  give  great  relief,  by  supporting 
the  distended  bowels,  and  the  omentum  and  abdomen  weighted 
with  fat.  So  much,  however,  depends  upon  the  belt  being 
well  made  that  I  think  it  not  out  of  place  to  observe  that,  to 
design  and  construct  abdominal  belts  and  other  mechanical 
supports,  requires  a  special  skill,  which  every  instrument  maker 
cannot  be  expected  to  possess. 

After  the  menopause,  uterine  diseases,  especially  of  an  in- 
flammatory kind,  are  more  rare,  and  are  less  active.  The 
general  character  is  rather  that  of  passive  congestion  and 
catarrh. 

The  menstrual  flow  must  also  be  regarded  in  the  light  of  a 
safety-valve,  whose  function  is  to  restore  the  equilibrium  of  the 
circulation.  The  uterine  evacuation  takes  off'  the  turgescence 
of  the  utero-ovarian  system  of  vessels.  If  this  be  not  done  there 
will  probably  be  determinations  of  blood,  local  haemostases,  where 
there  is  no  provision  for  throwing  off  the  excess  with  safety. 
It  is  only  mucous  membranes  having  a  convenient  communi- 
cation with  the  external  surface,  which  can  discharge  blood  with 
safety  ;  and  the  uterine  mucous  membrane  is  pre-eminently 
fitted  for  this  purpose.  By  this  evacuation  vascular  tension  is 
relieved,  and  a  great  source  of  nervous  irritation  is  removed. 

In  conjunction  or  not  with  the  phenomena  of  pseudocyesis, 
other  disorders  of  the  chylopoietic  organs  are  frequent.  That 
the  menstrual  flow  is  an  excretion  performing  to  some  extent  a 
cleansing  or  depurating  office,  can  hardly  be  doubted.  The 
manifest  relief  obtained  from  distressing  symptoms  on  the 
appearance  of  the  flow,  so  often  felt,  is  evidence  of  this.  When 
this  excretion  is  suppressed,  it  is  natural  to  infer  that  the 
system  will  feel  the  want  of  an  accustomed  depuratory  channel. 
The  liver,  the  kidneys,  the  skin  will  have  more  to  do  ;  and 
the  consequent  defective  excretion  is  aggravated  by  want  of 
exercise. 

The  difficult  or  imperfect  action  of  the  liver  and  kidneys  is 
pretty  sure  to  entail  local  stases  in  the  circulation,  and  con- 
sequent disposition  to  loading  of  the  heart  and  great  vessels. 
Hence  there  is  a  disposition  to  metrorrhagia.  This  is  some- 
times so  profuse  as  to  induce  a  marked  degree  of  anaemia. 
The  haemorrhage  may  be  alternated  with  serous  offensive  dis- 
charge, and  the  suspicion  of  cancer  not  unnaturally  arises.  The 
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sallow  skin  and  offensive  discharge  may  be  simply  due  to  degra- 
dation of  the  blood  and  decomposition  of  matters  retained  in 
the  vagina. 

In  a  considerable  number  of  cases  a  copious  flooding  seems  to 
be,  if  not  salutary,  at  any  rate  not  injurious.  I  have  seen  cases 
of  aged  women,  that  is,  sixty  and  even  seventy  years  old,  in 
which  sudden  profuse  vaginal  haemorrhage  occurred  without  a 
trace  of  disease,  .recovery  following.  These  cases  seem  strictly 
analogous  to  those  of  senile  epistaxis,  which  call  for  plugging  of 
the  nostrils. 

But  in  too  many  cases,  disease  of  a  serious  character  is  the 
cause.  Amongst  these,  unhappily,  cancer  is  the  most  com- 
mon.   Fibroid  tumours  and  polypi  may  be  found. 

Hseraorrhages  at  this  period  of  life  are,  however,  always  the 
subject  of  just  anxiety.  It  is  eminently  desirable  to  analyse 
carefully  the  various  conditions  associated  with  these  symptoms. 
In  many  cases  there  is  no  discoverable  morbid  condition  of  the 
uterus.  The  cause  lies  in  remote  organs,  or  in  the  state  of  the 
organs  of  circulation,  or  of  the  blood;  as  in  the  cases  just 
referred  to.  An  outburst  of  haemorrhage,  under  these  circum- 
stances, is  sometimes  beneficial.  If  modern  medicine  had  not 
too  absolutely  condemned  venesection  we  should  take  a  hint 
from  this  clinical  fact,  and  imitate  the  practice  of  Nature. 

True  eclamptic  convulsions,  followed  by  a  stage  of  semi-coma 
and  delirium,  sometimes  occur.  There  may  be  only  one  attack  ; 
but  generally  there  is  a  tendency  to  recurrence  at  more  or  less 
regular  intervals.  The  immediate  exciting  cause  is  in  some 
cases  the  habit  of  periodicity,  stimulated  or  not  by  remains  of 
ovarian  activity.  There  seems  to  be  a  gradual  accumulation  of 
blood  and  nerve-force,  which,  when  a  certain  tension  is  reached, 
breaks  out  in  the  way  described.  If  it  should  happen  that  a 
discharge  of  blood  takes  place,  the  nervous  phenomena  are 
generally  mitigated. 

These  attacks  are  commonly  followed  by  periods  more  or  less 
prolonged,  during  which  the  cerebral  functions  are  impaired. 
Perception  rarely  suffers  so  much  as  other  faculties.  Attention 
is  commonly  impaired.  The  patient  finds  it  difficult  to  follow 
a  conversation,  or  to  keep  up  a  continuous  train  of  thought. 
Aphasia  is  a  frequent  phenomenon.  Articulation  may  be  im- 
paired ;  but  the  main  difficulty  consists  in  finding  the  word 
that  is  wanted.  The  patient  is  quite  conscious  that  she  is 
using  the  wrong  word,  and  tries  by  signs,  or  relies  upon  the 
knowledge  or  intuition  of  those  whom  she  is  addressing,  to 
correct  and  fill  up  what  she  wants  to  express.  The  mind  is 
essentially  right ;  but  the  organ  of  expression  is  at  fault. 

The  patient  is  at  first  stunned  by  the  shock  of  the  attack. 
Recovery  is  gradual,  sometimes  slow.  Headache  is  a  common 
symptom ;  pains  in  different  parts  of  the  body  are  felt :  there 
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is  often  a  marked  disposition  to  sleep.  The  want  of  rest  is 
attested  in  many  ways.  She  is  easily  exhausted  by j  exertion, 
bodily  or  mental. 

In  some  cases  the  phenomena  may  be  described  as  epileptoid 
only.  There  is  not  complete  loss  of  consciousness,  but  a  degree 
of  vertigo*  The  face  becomes  pale,  cool ;  and  irregular  move- 
ments of  the  limbs  are  enacted. 

In  another  class  the  symptoms  are  syncopal  in  character. 
For  some  time  there  is  almost  complete  loss  of  consciousness. 
At  least  in  many  cases  there  is  no  subsequent  recollection 
of  what  occurred  during  the  attack ; — -nothing  but  a  confused 
notion  of  the  circumstances  attending  the  beginning  and  the 
recovery  from  it.  The  patient  may  fall  down,  suffer  injury, 
and  yet  be  unaware  of  what  has  happened. 

Associated  with  this  kind  of  attack,  and  no  doubt  to  a  great 
extent  accounting  for  it,  there  is  often  a  weak  condition  of  the 
heart.  The  organ  is  badly  nourished,  loaded  with  fat  deposit, 
if  not  also  degenerated  in  fibre ;  it  is  dilated,  and  incapable 
of  acting  efficiently  under  the  call  of  sudden  excitement  or 
exertion. 

All  these  nervous  abnormalities,  and  the  disposition  to 
haemorrhage,  are  unfortunately  liable  to  be  seriously  aggravated 
by  the  frequent  resort  to  alcoholic  stimulants.  -  Under  the 
immediate  depression  induced  by  nervous  exhaustion  or  flood- 
ing, relief  is  sought  from  wine  or  brandy ; — necessarily  so 
perhaps  in  many  cases.  But  the  habit  of  flying  to  this  ready 
and  tempting  aid  is  easily  acquired  ;  and  then,  the  ills  of 
alcoholism  being  added  to  those  already  existing,  a  vicious  circle 
of  morbid  reactions  is  set  going,  and  gathers  strength  with  every 
revolution. 

I  have  already  observed  that  apoplexy  and  eclampsia  are 
more  likely  to  happen  at  the  climacteric  period.  But  the  cases 
are  more  frequent  in  which  these  diseases  are  simulated.  Many 
women  complain  of  a  partial  hemiplegia,  chiefly  of  sensation. 
This  is  not  preceded  by  coma  or  convulsion  ;  the  mind  is  un- 
affected; the  patient  can  walk  nearly  as  well  as  usual,  and 
without  any  perceptible  dragging  of  one  leg.  She  describes 
various  subjective  symptoms,  as  numbness,  coldness,  tingling 
in  the  arm  and  leg.  No  difference  in  temperature  of  the  two 
sides  can  be  detected. 

With  or  without  these  apparent  paralytic  phenomena,  there 
are  frequent  alternations  of  flushes  in  the  face,  and  chills.  These 
are  apt  to  come  on  on  the  slightest  fatigue  or  emotion,  and  con- 
stitute one  of  the  most  frequent  conditions  which  harass  women 
of  a  certain  age.  The  flushes  are  often  visible  to  others  ;  the 
face  becomes  red,  or  even  empurpled,  and  there  is  a  feeling  of 
giddiness  or  vertigo.  These  are  no  doubt  the  result  of  that 
extreme  tendency  to  sudden  aberrations  of  nerve-force  and  of 
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blood-supply,  so  characteristic  of  "  the  change."  It  seems  as  if 
the  equable  distribution  of  health  were  replaced  by  irregular 
supplies  sent  in  excess  to  particular  organs,  or  vascular  and 
nervous  systems. 

The  treatment  of  disorders  of  the  menopause. 

The  principle  of  dealing  with  these,  flows  from  the  observation 
of  their  natural  history.  Our  care  must  be  directed  to  counter- 
act the  sluggishness  of  the  liver,  and  the  imperfect  action  of  the 
other  digestive  organs ;  to  regulate  the  circulation  of  the  secre- 
tions ;  and  to  guide  aright  as  far  as  possible  the  nervous  functions. 

In  the  disorders  attended  by  plethora,  florid  complexion, 
tendency  to  embonpoint,  and  convulsions,  abstraction  of  eight 
or  ten  ounces  of  blood  from  the  arm  will  often  be  of  signal 
service.  If  this  be  considered  too  great  an  outrage  upon  the  ex- 
sanguinious  therapeutics  of  the  present  day,  we  may  compromise 
the  matter  by  applying  four  or  six  leeches  to  each  temple  or 
behind  the  ears.  I  have  frequently  seen  the  greatest  benefit 
from  cupping,  taking  by  this  means  eight  or  ten  ounces  of  blood 
from  the  nucha  or  between  the  shoulders. 

The  loss  of  a  small  quantity  of  blood  will  often  act  in  the 
most  remarkable  manner.  That  I  have  seen  lives  saved  by  this 
practice,  that  conditions  threatening  cerebral  congestion  or 
apoplexy  have  been  averted  by  it,  I  have  no  manner  of  doubt. 
I  have  seen  women  conducted  over  the  greatest  perils  of  the 
critical  age  by  occasional  leeching  and  cupping,  combined  with 
judicious  medicinal  and  hygienic  management.  These  abstrac- 
tions of  blood,  small  as  they  are,  produce  good  results  out  of 
proportion  to  their  quantity.  They  act  as  derivatives  as  well  as 
evacuants.  By  taking  off  the  tension  of  the  vascular  system, 
and  diverting  the  current  of  the  blood  to  the  surface  they 
equalise  the  circulation,  and  free  the  central  organs,  which  are 
gorged  with  blood  approaching  to  stagnation.  They  act,  in 
short,  as  the  most  direct  and  effective  substitute  for  the  wanting 
menstrual  bleeding. 

The  regulation  of  the  secretions  is  best  effected  by  occasional 
resort  to  alterative  remedies,  as  blue  pill  with  colocynth  or 
aloes  and  belladonna  ;  podophyllin ;  salines,  of  which  the  best 
is  acetate  of  ammonia ;  a  little  colchicum  is  often  of  signal 
service.  The  habitual  use  of  Pullna  or  Friedrichshall  waters  is 
often  of  great  service.  Patients  have  expressed  themselves  as 
highly  pleased  with  the  use  of  the  galvanic  belts  in  exciting 
the  action  of  the  bowels,  and  in  enabling  them  to  dispense  with 
purgative  medicines.  The  skin  should  be  kept  in  working  order 
by  exercise  and  baths,  and  often  the  addition  of  Yichy  salts  to 
the  baths  will  be  useful.  The  nervous  centres  are  calmed  and 
regulated  by  occasional  sedatives,  as  the  acetate  of  ammonia  with 
Battley's  solution,  or  chloral.  But  the  most  valuable  remedy  is 
the  bromide  of  potassium.    This  may  be  given  in  ten  grain 
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doses  or  larger,  two  or  three  times  a  day  for  a  considerable  time, 
with  occasional  intermission,  taking  care  to  resume  it  whenever 
the  nervous  symptoms  threaten  to  return. 

To  equalise  the  action  of  the  heart  and  counteract  local 
stases,  salines  are  again  of  value,  and  their  good  effect  is  often 
enhanced  by  digitalis. 

Where  there  is  deficient  tone,  as  is  often  the  case,  quinine  and 
strychnine  with  mineral  acids  are  indicated.  Amongst  other 
useful  properties,  these  agents  possess  that  of  improving  muscular 
tone,  and  thus  of  counteracting  the  sluggish  condition  of  the 
intestinal  canal. 

The  establishment  of  an  issue  in  the  back  of  the  neck,  or  on 
the  arm,  operates  as  a  valuable  derivative.  I  have  known 
women  kept  free  from  nervous  seizures  so  long  as  an  issue  was 
open,  and  be  again  subject  to  them  when  the  issue  was  healed. 

Attention  to  the  diet '  is  of  the  utmost  importance.  Many 
things  which  have  come  to  be  looked  upon  as  necessaries,  but 
which  are  really  luxuries,  must  be  given  up,  or  taken  with  the 
strictest  moderation.  The  food  should  consist  of  fish,  meat, 
poultry,  game,  carefully  but  plainly  cooked,  bread,  vegetables, 
and  fruit.  The  allowance  of  meat  should  be  restricted  to  one 
meal  a  day.  Spirits  generally  should  be  avoided,  port  should 
be  shunned  absolutely,  and  sherry  taken  rarely ;  sparkling 
wines  mixed  with  soda  or  seltzer,  claret,  carlowitz  or  hocks  may 
be  allowed  to  the  extent  of  two  or  three  glasses  daily.  Beer, 
as  a  rule,  is  unsuitable  for  climacteric  women. 

Lithiasis  is  especially  apt  to  arise  at  this  period,  and  may 
give  rise  to  those  attacks  of  excruciating  agony  characteristic  of 
the  irritation  of  gravel  in  the  urinary  track.  These  attacks 
must  be  distinguished  from  the  pain  which  attends  some  forms 
of  uterine  disease. 

Gallstones  also  are  apt  to  be  troublesome  under  the  same 
conditions.  The  loaded  portal  system,  the  sluggish  liver  perhaps 
undergoing  some  organic  change,  easily  engender  disorder. 

The  gorged  state  of  the  portal  system  and  the  pressure  upon 
the  kidneys,  are  shown  in  the  turbid  urine,  loaded  with  lithates 
and  phosphates,  and  occasionally  containing  albumen  and 
biliary  matter.  Vomiting  not  uncommonly  attends  this  condition. 
Alkaline  salines  steadily  administered  offer  the  best  means  of 
relief. 

Sometimes  the  troubles  of  the  menopause  subside  gradually 
and  entirely.  But  they  rarely  disappear  altogether  in  less  time 
than  two  or  three  years.  The  woman  then  seems  to  take  a  new 
lease  of  life.  She  resumes  her  physical  and  mental  power. 
Sometimes,  however,  these  troubles  persist  and  merge  into  those 
which  mark  the  period  of  decrepitude. 


CHAPTER  XXIV. 


THE  RELATIONS  OF  MENSTRUATION  TO  VARIOUS  DISEASES — 
THE  INFLUENCES  OF  OVULATION  AND  MENSTRUATION  IN 
EVOKING  MORBID  INFLUENCES. 

In  discussing  this  subject  it  would  be  convenient  to  consider, 
first,  the  influence  of  disease  in  other  organs  or  in  the  system 
generally,  upon  the  function  of  menstruation  ;  and  secondly,  the 
influence  of  ovulation  and  menstruation  in  producing  diseased 
action  in  other  organs,  or  in  the  system  at  large.  In  a  con- 
siderable number  of  cases  this  could  be  done.  But  there  are 
other  cases  in  which  the  action  and  reaction  are  so  close,  that  it 
is  scarcely  possible  to  get  at  the  first  factor.  So  we  are  com- 
pelled by  clinical  necessity  to  study  some  cases  from  both  sides, 
that  is,  to  observe  the  reciprocal  influences  of  ovulation,  and 
menstruation,  and  diseased  actions. 

In  some  diseases,  menstruation  is  diminished  or  altogether 
arrested.  This  is  especially  the  case  in  chronic  wasting  diseases 
which  induce  degradation  of  the  blood.  Phthisis  is  a  marked 
example  of  this  kind.  Ovulation,  indeed,  is  not  arrested,  but 
the  ordinary  menstrual  discharge  gradually  diminishes,  and 
generally  ceases  altogether.  This  is  partly  due  to  the  waste  of 
red- corpuscles  ;  partly  to  the  diminished  force  of  the  circulation  ; 
partly  to  the  morbid  process  causing  derivation  of  blood  away 
from  the  uterus ;  and  partly  from  impaired  nutrition  of  the 
ovaries.  Louis  observed  that  cessation  of  the  menses  was  seldom 
delayed  beyond  the  onset  of  the  tubercular  hectic.  Acute  lung- 
inflammations  do  not  entail  much  interference,  menstruation 
usually  appearing  notwithstanding.  In  the  great  majority  of 
affections  of  the  spinal  cord,  menstruation  is  not  suspended. 

When  menstruation  makes  its  appearance  in  the  course  of  a 
disease,  especially  in  fevers,  it  has  been  looked  upon  as  critical, 
and  as  exercising  a  favourable  influence.  There  is  little 
evidence  of  the  truth  of  this  theory.  Perhaps  the  case  is, 
that  when  the  disease  is  going  on  favourably,  there  is  more 
probability  of  menstruation  being  restored.    At  the  same  time 
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a  useful  indication  may  sometimes  be  drawn  from  the  manifest 
relief  which  follows  the  appearance  of  the  menstrual  flow  in 
many  morbid  conditions,  to  solicit  or  promote  the  flow  or  to 
establish  an  equivalent  for  it,  by  a  topical  or  general  bleeding. 

In  exanthematous  fevers,  as  small-pox,  scarlatina,  measles, 
or  typhoid,  sanguineous  discharge  occasionally  takes  place  from 
the  vagina.  Sometimes  this  is  undoubtedly  menstrual.  But  in 
most  instances  it  is  to  be  regarded  in  the  same  light  as 
the  epistaxis  which  occurs  under  similar  circumstances.  These 
fevers,  especially  small-pox  and  typhoid,  induce  a  state  of  blood 
favourable  to  extravasation  from  the  mucous  surface  and  skin. 
The  utero-vaginal  tract  is  of  course  likely  to  be  the  seat  of  this 
effusion ;  and  if  menstruation  be  impending,  the  flow  will 
probably  be  profuse.  In  studying  the  etiology  of  pelvic 
hematocele  we  shall  see  that  under  these  circumstances,  blood 
may  flow  back  from  the  Fallopian  tubes,  and  escape  into  the 
peritoneum. 

We  have  another  example  of  haemorrhage  from  the  genital 
tract  in  "  malignant  jaundice/ '  or  "  acute  yellow  atrophy  of  the 
liver."  Here,  also,  there  is  no  special  tendency  to  metrorrhagia. 
The  genital  haemorrhage  is  simply  the  result  of  a  general 
alteration  in  the  blood  which  disposes  it  to  exude  from  all  the 
mucous  membranes. 

As  this  subject  has  not  attracted  the  attention  it  deserves,  I 
am  happy  to  have  the  opportunity  of  embodying  the  results  of 
extensive  observation  and  inquiry,  kindly  made,  at  my  request, 
by  my  colleague,  Dr.  Clapton.  Phthisis,  he  says,  in  nearly  every 
case  stops  menstruation  ;  in  the  majority,  abruptly,  but  some- 
times after  gradual  diminution.  Not  uncommonly  phthisis 
appears  to  be  developed  in  consequence  of  emansio  mensium, 
but  in  almost  all  these  instances  there  is  evidence  of  scrofulous 
diathesis.  In  Scrofula,  there  is  great  irregularity  as  to  time, 
quantity,  and  character.  As  a  rule  there  is  delay,  deficiency, 
or  suppression.  In  Bronchocele  menstruation  is  generally  scanty 
and  pale.  In  Neuralgia  it,  as  a  rule,  diminishes.  Neuralgia  is 
often  associated,  either  as  cause  or  effect,  with  dysmenorrhoea. 
Malarious  affections  diminish  the  secretion ;  the  colour  is  pale. 
Chorea  is  not  common  after  puberty,  except  in  pregnant  young 
women ;  but  when  it  does  occur  it  is  generally  associated  with 
either  dysmenorrhoea  or  emansio  mensium.  The  influence  of 
Epilepsy  is  uncertain  ;  menstruation  is  generally  regular,  but  if 
not,  there  is  a  tendency  to  excessive  or  too  frequent  flow. 
Hysteria  is  sometimes  cause,  sometimes  effect  of  amenorrhcea ; 
it  is  usually  associated  with  dysmenorrhoea ;  more  rarely  with 
menorrhagia.  Inflammatory  and  congestive  diseases  of  the  brain 
and  spinal  cord  tend  to  increase  the  menstrual  flow,  the 
degenerative  tend  to  diminish  it ;  paraplegia,  if  from  hyperemia, 
increases,  if  from  anaemia  decreases  the  flow.    Mania  generally 
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increases  the  discharge ;  melancholy  diminishes  it ;  dementia 
usually  occurs  after  cessation  of  catamenia;  in  idiocy,  in  the 
majority  of  cases,  menstruation  is  regularly  performed,  in  others 
there  is  emansio  mensium.  Surgical  injuries,  attended  by 
shock  or  concussion,  generally  check  menstruation  if  occurring 
during  the  flow,  but  tend  to  induce  it,  if  occurring  during  the 
intervals.  Pyemia  at  once  suppresses  the  discharge.  In 
secondary  syphilitic  affections  there  is  no  alteration.  (This  I 
would  qualify  by  observing  that  where  the  uterine  mucous 
membrane  is  affected  as  it  often  is,  there  is  a  tendency  to 
menorrhagia.)  Purpura  disposes  to  uterine  haemorrhage. 
Typhus  and  enteric  fevers  and  exanthemata  retard,  and  sometimes 
suppress  for  a  long  time  after  the  attack.  In  some  of  the  worst 
cases  there  is  uterine  haemorrhage  at  the  time.  Rheumatism  and 
gout  have  little  apparent  effect,  except  that  in  rheumatic  fever 
menstruation  is  generally  delayed.  After  one  attack  of  acute 
rheumatism,  menstruation  is  usually  suppressed  for  a  month  or 
two.  Congestive  liver  diseases  often  for  a  time  increase,  whilst 
the  atrophic  diseases  diminish  or  suppress  it.  Chronic  diarrhoea 
or  dysen  tery  tend  to  diminish  or  suppress.  Of  kidney  diseases,  the 
inflammatory  or  congestive  generally  increase  menstruation, 
whilst  the  fatty  and  amyloid  diminish  or  stop  it.  Diabetes 
diminishes,  and  after  a  time  stops  the  secretion,  but  in  some 
cases  there  is  no  change.  Heart  diseases :  distension  of  the 
right  cavities,  and  affections  of  the  mitral  valves  tend  to  increase, 
whilst  aortic  diseases  generally  diminish  or  stop  menstrual  flow. 
In  emphysema  and  asthma  as  a  rule  there  is  no  change ;  if  any, 
there  is  dysmenorrhcea.  In  chronic  bronchitis  and  pneumonia 
there  is  no  change. 

The  above  conclusions  agree  very  closely  with  my  own 
observations.  Some  of  them  will  be  discussed  or  illustrated 
hereafter. 

Acne  is  one  of  the  forms  of  skin  affection  induced  or  influenced 
by  disorder  of  menstruation.  At  least  an  eruption  of  this  form 
has  been  noticed  at  every  month  when  menstruation  has  been 
suppressed,  and  has  ceased  when  the  function  was  restored. 
The  internal  administration  of  arsenic  is  often  useful  in  these 
cases.  The  acne  pustules  may  be  touched  with  butter  of 
antimony  by  a  camel-hair  pencil,  taking  care  to  neutralize  the 
caustic  immediately  with  a  little  solution  of  bicarbonate  of  soda. 

The  influence  of  ordinary  menstruation  upon  the  breasts  has 
been  already  alluded  to.  Of  the  influence  of  obstructed  men- 
struation upon  morbid  conditions  of  the  breasts  I  have  seen 
several  remarkable  illustrations.  Some  years  ago  a  single  lady 
came  to  me  from  the  country,  suffering  so  much  from  dysmenor- 
rhcea that  her  health  was  breaking  down.  She  had,  besides, 
a  suspicious  hard  tumour  in  the  left  breast,  for  which  she  con- 
sulted the  late  Mr.  C.  H.  Moore,  Surgeon  to  the  Middlesex 
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Hospital.  The  dysmenorrhea  I  concluded  was  due  to  extreme 
narrowing  of  the  os  uteri.  I  dilated  this  by  incision,  and  almost 
complete  relief  from  dysmenorrhea  ensued ;  and  whereas  the 
tumour  in  the  breast  had  previously  been  progressing  unfavour- 
ably under  monthly  exacerbations  of  pain  and  swelling,  it  now 
became  quiescent,  and  scarcely  gave  any  distress.  Several 
years  have  now  elapsed,  and  the  tumour  is  still  dormant. 
Mr.  Moore  was  himself  so  struck  with  the  beneficial  effect 
attending  the  relief  of  the  utero-ovarian  distress,  that  he  read 
a  paper  on  the  case  before  a  meeting  of  the  British  Medical 
Association.  It  is  one  amongst  many  proofs  constantly  observed 
in  practice,  of  the  wisdom,  when  cases  of  complicated  diseases 
come  before  us,  of  eliminating  any  one  of  the  complications 
that  may  be  within  our  power,  in  the  assurance  that,  generally, 
the  remaining  diseases  will  be  mitigated,  and  the  load  borne  by 
the  patient  be  so  much  lightened. 

Menstruation  seems  to  induce  a  state  of  hyperesthesia  or 
nervous  erethism,  under  which,  evils  that  in  the  intervals  lie 
dormant  or  quiescent  are  brougth  into  prominence.  Thus  I 
have  a  lady  under  my  care  for  endometritis  following  abortions 
induced,  I  have  no  doubt,  by  a  syphilitic  diathesis,  and  who 
has  also  a  stiff  knee  with  chronic  synovitis,  for  which  she  saw  my 
colleague,  Mr.  Le  Gros  Clark.  At  every  period  pain  came  on 
in  the  knee,  and  her  lameness  was  worse ;  and  at  the  same 
time  an  old  syphilitic  eruption  on  the  chest  would  reappear.  In 
numerous  instances  I  have  known  intense  facial  neuralgia  occur 
at  every  period. 

The  influences  of  chronic  nervous  disorder  upon  ovulation  and 
menstruation  is  not  often  very  clearly  marked.  But  sudden 
strong  emotions,  acting  as  it  were  by  shock,  often  exercise  an 
unmistakeable  influence.  In  some  cases,  profuse  flooding  is 
produced ;  in  others  the  secretion  is  checked,  and  even  protracted 
amenorrhcea  is  induced. 

Negrier  says,  "  Softening  of  the  brain  does  not  always  suspend 
menstruation. "  The  ovaries  receive  their  innervation  from  the 
ganglionic  system.  For  the  like  reason  chronic  affections  of  the 
brain  do  not  usually  interrupt  ovarian  functions.  On  the  other 
hand,  ovarian  function  exerts  great  influence  upon  diseases  of 
the  brain,  especially  when  the  ovaries  are  unusually  developed. 
Thus,  ovulation  sensibly  aggravates  intellectual  disorders,  and 
frequently  stamps  them  with  an  hysterical  character.  Treat- 
ment tending  to  moderate  ovarian  action  would  be  useful. 

In  tracing  the  history  of  "  the  menstrual  irregularities  of 
the  climacteric  period  "  in  the  preceding  chapter,  we  have  seen 
illustrations  of  the  relations  of  menstruation  to  various  nervous 
phenomena.  I  may  mention  in  this  place,  that  very  similar 
nervous  disorders  are  often  manifested  in  connection  with  dis- 
ordered menstruation  at  the  onset  of  sexual  life.  Thus,  vertigo, 
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syncope,  epilepsy,  neuralgia,  mental  aberrations  varying  in 
degree,  are  not  uncommon.  A  young  lady  came  several  times 
under  my  observation  in  consultation,  at  the  age  of  sixteen  and 
afterwards.  She  never  had  fits  in  infancy  or  childhood.  At 
fourteen  menstruation  began  ;  it  soon  became  arrested  or  irre- 
gular, and  epileptic  fits  appeared.  The  epochs  were  indicated 
by  pelvic  uneasiness ;  the  fits  generally  occurred  a  week  after 
the  menstrual  effort.  Her  aspect  was  heavy,  but  she  was  not 
wanting  in  intelligence.  There  was  a  scrofulous  diathesis. 
By  the  application  of  leeches  to  the  inside  of  the  thighs  at  the 
epochs,  and  the  use  of  bromide  of  potassium,  she  greatly 
improved,  and  when  menstruation  was  properly  restored?  she 
had  no  more  fits. 

Marotte,*  in  a  special  memoir,  adduces  interesting  illustrations 
of  the  relations  of  epilepsy  with  menstruation.  Leuret  relates 
a  case  of  mania  recurring  at  every  period,  and  subsiding  with 
the  appearance  of  menstruation.  The  following  case  from 
Negrier  deserves  special  attention. 


Epilepsy  under  Ovarian  Irritation  and  Flow  to  Head. 

X   ,  aged  twenty-one,  of  general  good  health,  never 

menstruated,  felt  for  first  time,  ten  months  ago,  violent  lumbar 
colics.  After  several  of  these  attacks,  she  suddenly  fell  down 
seized  with  convulsions,  and  loss  of  sight ;  sensibility  and  intel- 
ligence remained ;  could  not  articulate.  She  afterwards  related 
that,  at  the  beginning  of  the  attack,  the  blood  flew  to  her  throat, 
and  she  felt  a  sudden  choking.  During  the  convulsive  state 
the  face  was  at  times  red,  at  times  pale  and  greenish.  From 
this  time,  on  the  11th  or  12th  of  each  month,  this  girl  was  seized 
with  tremblings  and  flushes  in  the  face,  soon  followed  by  con- 
vulsive attacks  like  that  described  The  "  lumber  colics " 
always  preceded  the  attacks.  She  never  had  vaginal  hae- 
morrhage. 

She  was  virginal ;  only  a  rudimentary  uterus  the  size  of  a 
walnut  could  be  felt.  This  case,  like  the  one  observed  at 
St.  Greorge's  Hospital  (see  page  169),  affords  another  proof 
that  ovarian  development  may  exist  with  defective  development 
of  the  uterus.  My  observations  of  epistaxis  with  menstruation 
show  that  blood  does  fly  to  the  head. 

The  relations  of  the  sexual  functions  to  the  various  forms  of 
insanity,  form  a  subject  of  the  highest  clinical  interest.  The 
occasional  outbreak  of  insanity  after  childbirth  unequivocally 
demonstrates  the  influence  of  childbirth  upon  the  nervous 
system.    Phenomena  scarcely  less  striking  are  not  seldom  seen 

*  Rapports  de  l'Epilepsie  avec  la  Menstruation.    {Revue  Med.  Chir.,  1851.) 
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in  connection  with  disorders  in  the  menstrual  function.  There 
is  evidence  to  show  that  disease  of  the  ovaries  is  occasionally 
the  exciting  cause  of  mental  disease.  With  the  view  of  obtain  - 
ing  some  precise  information  upon  this  subject,  I  have  asked 
for  the  experience  of  my  former  colleague,  Dr.  Down,  formerly 
resident  physician  at  the  Asylum  for  Idiots,  and  my  old  pupil, 
Dr.  Davis,  superintendent  of  the  Burntwood  Asylum.  Dr. 
Down  says  that  idiocy  tends  to  diminish  the  quantity  of  the 
flow.  Menorrhagia  does  sometimes  occur,  but  it  is  very  rare. 
Great  irregularity  as  to  periodicity  is  also  noticed.  In  the 
great  majority  of  cases  the  commencement  of  menstrual  life  is 
attended  by  no  marked  results.  Occasionally,  however,  acute 
mania,  or  acute  melancholia,  becomes  engrafted  on  the  idiocy, 
and  disappears  on  the  completion  of  the  change. 

Dr.  E.  A.  Davis  says :  "  In  all  the  cases,  whether  puerperal 
mania,  ordinary  mania,  or  melancholia,  during  menstruation, 
the  symptoms  are  mostly  aggravated.  In  the  cases  of  melan- 
cholia and  of  those  having  a  suicidal  disposition,  extra  watching 
is  required  lest  they  should  commit  suicide  during  the  menstrual 
periods.  I  find  in  nearly  all  cases  on  first  admission,  that  the 
menstruation  is  either  very  irregular,  or  suppressed  for  some 
time  beforehand." 

Negrier  relates  the  following  amongst   other  interesting 

cases  : — X  ,  aged  seventeen,  menstruated  at  fourteen,  was 

seized  with  hysteriform  symptoms  coinciding  with  menstrual 
derangement.  After  several  closely  succeeding  convulsive 
attacks,  this  girl,  well  brought  up,  and  very  intelligent,  became 
insane,  exhibiting  erotic  delirium,  obscene  talk  and  acts. 
Secluded  in  an  asylum,  under  most  cruel  treatment,  she  re- 
covered after  a  year,  married  at  nineteen,  and  had  six  children, 
all  of  which  she  suckled.  She  gave  no  further  sign  of  mental 
disorder. 

"  Pregnancy  exerts  a  happy  and  powerful  derivation  in  in- 
sanity, especially  if  this  state  of  the  encephalon  has  for  cause  a 
nervous  disorder  of  hysterical  form."  The  condition  being 
that  the  ovaries  are  kept  in  abeyance  during  the  temporary 
rule  of  the  uterus. 

This  is  strikingly  shown  in  the  following  case  of  Negrier : — 

X  was  hysterical  from  nubility,  was  seized  with  insanity 

almost  immediately  after  marriage ;  always  recovered  her 
intellect  during  her  numerous  gestations,  and  during  the  first 
months  of  suckling.  She  relapsed  into  her  mental  alienation 
as  soon  as  the  ovarian  function  manifested  itself. 

Dr.  Crichton  Browne,  medical  director  of  the  "West  Riding 
Asylum,  bears  decided  testimony  to  the  inter-reactions  of  the 
ovario-uterine  and  nervous  systems  : — "A  condition  of  mental 
agitation  may,  he  says,  derange  the  menstrual  discharge,  and 
ideas  may  modify  the  nutrition  of  the  sexual  apparatus,"  He 
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gives  a  remarkable  illustration  of  this,  which  has  been  cited  at 
length  under  "  Pseudocyesis."  Under  the  influence  of  imaginary 
labour,  a  discharge  simulating  the  menstrual  was  brought  on  in 
a  woman  long  past  the  menopause.  It  is,  Dr.  Browne  observes, 
in  the  close  and  subtle  relation  between  the  brain  and  the 
pelvic  viscera,  which  is  so  curiously  exemplified  in  the  case  just 
described,  that  the  source  of  hysterical  mania  must  be  sought. 
The  one  constant  element  in  all  cases  of  this  disorder,  is  a 
disturbance  of  the  balance  of  action  and  reaction  which  subsists 
between  the  nervous  centres  and  the  reproductive  organs.  In 
every  instance  of  it,  the  brain  and  the  uterus  have  their  func- 
tions constantly  deranged ;  for  whatever  may  be  true  of  simple 
hysteria  as  encountered  in  general  practice,  it  would  not  hold 
good  of  hysterical  mania  as  seen  in  asylums,  that  it  may 
accomplish  its  whole  course  without  the  involvement  of  the 
generative  system.  The  morbid  process  may  originate  in  the 
brain  or  in  the  uterus ;  but  in  either  case  it  spreads  from  the 
one  to  the  other,  and  upsets  that  harmony  and  proportion  of 
function  in  which  health  consists.  "  As  the  result,"  Dr.  Browne 
further  says,  "  of  large  experience  of  hysterical  mania,  I  am 
satisfied  that  it  is,  without  exception,  preceded  or  accompanied 
by  some  derangement  of  the  reproductive  system,  the  existence 
of  which  is  most  frequently  indicated  by  alteration  or  obstruc- 
tion of  the  monthly  discharge.  Even  where,  however,  neither 
amenorrhoea,  leucorrhoea,  nor  monorrhagia  can  be  discovered, 
other  signs  of  disorder  in  the  functions  of  the  reproductive 
organs  can  be  found,  if  carefully  looked  for." 

I  venture  to  affirm  that  in  the  great  majority  of  cases  of 
so-called  "simple  hysteria"  met  with  in  ordinary  practice,  the 
intimate  association  between  the  reproductive  organs  and  the 
nervous  disorder,  which  Dr.  Browne  so  constantly  found  in  the 
case  of  hysterical  mania,  will  be  discovered  if  looked  for  with 
intelligence. 

The  rapid,  almost  sudden  bursting  into  womanhood,  attests 
the  influence  of  the  complete  evolution  of  the  sexual  organs. 
The  nervous  system  especially,  is  profoundly  affected ;  senti- 
ments, disposition,  pursuits  are  changed.  Menstruation,  a 
function  compounded  of  ovulation,  an  effort  at  reproduction,  and 
of  a  periodical  discharge  of  blood,  exercises  a  twofold  influence 
upon  the  general  system.  The  relations  of  the  discharge  have 
chiefly  attracted  attention,  whilst  those  of  the  higher  ante- 
cedent function  of  ovulation  have  been  comparatively  over- 
looked. Although  the  menstrual  discharge  may,  by  its  varia- 
tions in  character,  frequently  give  note  of  what  is  passing  in 
the  ovaries,  we  must  be  careful  not  to  conclude  that  this  is 
always  so.  It  would,  indeed,  be  convenient  for  the  clinical 
observer,  if  he  could  depend  upon  the  menstrual  discharge  as  a 
constant  index  of  the  state  of  the  ovary.    In  studying  the 
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relations  of  menstruation,  we  are  mostly  compelled  to  take  the 
function  as  a  whole,  including  the  discharge  and  the  ovulation ; 
for  we  can  rarely  assign  the  effects  we  witness  to  the  one  factor, 
independently  of  the  other. 

"Whenever  an  organ  is  the  seat  of  a  secretion,  it  is  endowed 
with  a  particular  mode  of  vitality  in  relation  with  the  function 
it  has  to  fulfil.  When  this  secretion  is  periodical,  there  are 
alternations  of  action  and  of  repose,  which  preserve  the  equi- 
librium of  action  of  the  different  organs.  When  the  activity 
is  spent  upon  one  point,  there  is  derivation  at  the  expense  of 
other  parts ;  and  every  exaggeration  of  this  activity  is  a  dis- 
turbance of  the  general  equilibrium ;  in  the  same  way  as  the 
sudden  cessation  of  the  functions  recals  the  activity  to  another 
organ,  which  becomes  the  seat  of  a  movement  of  fluxion  appro- 
priate to  its  structure.  It  is  thus  a  dynamic  metastasis  rather 
than  a  transmigration  of  fluids.  This  is  so  true  that,  when  it 
does  not  appear  in  its  ordinary,  that  is,  critical  form,  it  is 
upon  the  nervous  system  alone  that  this  deviation  of  activity 
is  concentrated,  and  some  disorder  of  nervous  function  is 
manifested. 

So  long  as  the  function  of  menstruation  is  accomplished 
normally  in  all  its  conditions,  there  is  nothing,  quoad  this 
function,  to  disturb  the  harmonious  balance  of  the  nervous 
system.  But  let  the  function  be  attended  with  pain,  shock  to 
the  nervous  centres  is  inevitable ;  and  it  is  henceforth  only  a 
question  of  time,  how  long  the  brain  and  spinal  cord  will 
withstand  the  irritation  of  continuous  or  intermittent  painful 
impressions,  before  the  healthy  equilibrium  is  overturned,  and 
before  morbid  deviations  of  nervous  energy  become  manifested. 
The  time  of  resistance  will  vary  with  the  absolute  and  relative 
force  of  the  two  factors  at  work.  If  we  look  upon  the  nervous 
centres  as  the  resisting  or  conservative  power,  and  the  aberration 
of  the  menstrual  function  as  the  assailing  power,  it  is  obvious 
that,  where  the  nervous  system  is  robust,  pain  will  make  less 
severe  impressions  and  slower  inroads ;  and  that,  on  the  other 
hand,  where  the  nervous  centres  are  very  susceptible,  pain  is 
felt  more  acutely,  and  will  sooner  break  down  the  conservative 
resistance.  In  jjractice  we  may  see  frequent  illustrations  of 
this  proposition.  Dysmenorrhoea,  at  first,  leaves  but  an  evan- 
escent depression ;  after  a  time,  the  prostration  and  nervous 
irritability  are  continuous,  only  remittent  in  degree ;  later  still, 
attacks  of  hysteria,  neuralgia,  and  other  nervous  disorders  are 
developed,  and  the  general  health  breaks  down  under  the  con- 
tinual wear  and  tear,  and  perverted  distribution  of  the  nervous 
power. 

The  subject  of  the  connection  of  hysteria  with  ovarian  in- 
fluence has  been  discussed  in  Chapter  XXL,  on  "  Ovarian 
Dysmenorrhoea. ' ' 
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THE  DISORDERS  OF  SENILITY  OR  DECREPITUDE. 

Following  upon  the  description  of  the  disorders  of  the  climac- 
teric period,  we  may  most  conveniently  notice  some  of  those 
which  more  especially  arise  in  advanced  life. 

As  the  ovaries  and  uterus  pass  into  atrophy,  and  shrink,  the 
woman  may  he  said  to  hecome  asexual.  The  economy  is  no 
longer  dominated  by  the  sexual  apparatus.  Some  women  con- 
tinue to  lay  up  fat,  and  in  these  the  gastric  troubles  increase. 
Others  emaciate,  the  fat  is  absorbed ;  and  as  the  "  padding  "  dis- 
appears, the  pelvic  organs,  wanting  their  external  support,  tend 
to  fall  through.  Hence  the  "  senile  prolapse,"  which  is  espe- 
cially prevalent  amongst  women  who  are  compelled  to  lead  a 
laborious  life. 

The  atrophy  of  the  uterus  not  seldom  involves  the  obliteration 
of  its  cavity,  or,  more  frequently,  atresia  at  certain  points  of  the 
canal.  This  closure  is  especially  liable  to  happen  at  the  os 
internum,  and  at  the  os  externum.  This  last  condition  is  not 
at  all  uncommon.  The  vaginal-portion  shrinks  away ;  the  os 
contracts  to  a  point,  sometimes  closing  altogether,  At  the  same 
time  the  vagina  also  undergoes  a  kind  of  atrophy ;  the  roof  is 
contracted,  and  gives  to  the  examining  finger  the  sensation  of  a 
funnel-shaped  cul-de-sac,  in  the  centre  of  which  the  small  dimple- 
like os  uteri  is  felt.  The  mucous  membrane  is  often  pale ;  the 
tissues  have  lost  elasticity. 

The  uterine  mucous  membrane  is  now  liable  to  what  may  be 
called  senile  catarrh.  There  is  a  chronic  secretion  of  mucus, 
which,  when  moderate  in  quantity,  and  not  impeded  in  excretion, 
may  entail  little  distress.  But  it  not  infrequently  happens  that 
through  the  atrophic  atresia  of  the  os  externum,  the  mucus 
secreted  in  the  uterine  cavity  is  retained.  In  this  case,  colic  and 
other  consequences  similar  to  those  which  characterize  reten- 
tion of  menstrual  secretion,  arise.  The  remedy  is  similar.  It 
consists  in  dilating  the  closed  os  by  incision  or  by  laminaria- 
tents  ;  and  then,  astringents  can  be  applied  to  the  uterine 
mucous  membrane. 
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This  chronic  senile  catarrh  is  very  often  a  continuation  of 
catarrh  which  began  at  an  earlier  period.  The  discharge  is 
sometimes  muco-purulent.  In  this  case  there  is  often  some 
persistent  hypertrophy  of  the  vaginal-portion.  The  margin 
of  the  os  uteri  commonly  shows  a  ring  of  intense  red  colour. 
This,  says  Whitehead,  is  a  sure  sign  of  endometritis. 

There  are  various  troublesome  affections  of  the  skin  which 
appear  at,  and  after  the  climacteric  period.  Alibert  observed 
many  skin-eruptions  only  twice  during  life,  that  is,  before  the 
appearance  of  menstruation,  and  after  its  cessation.  The  pre- 
disposing cause  appears  to  reside  in  the  unhealthy  state  of  the 
blood  and  nervous  system,  which  underlies  so  many  of  the 
climacteric  troubles.  Amongst  other  evidences  of  this  we  see 
a  greater  disposition  to  gout,  rheumatism,  and  neuralgia.  A 
transient  form  of  erysipelas  is  not  uncommon.  Eczema  of  the 
vulva  is  almost  peculiar  to  the  critical  age.  It  succeeds  some- 
times to  intertrigo,  the  result  of  prolonged  contact  and  chafing 
of  skin-surfaces.  Hence  this  is  most  frequent  in  adipose 
women,  in  whom  great  accumulations  of  fat  cause  overlapping 
dependent  rolls  of  skin.  Thus,  "  the  double-chin  in  the  belly  " 
produces  a  large  surface  of  contact  at  the  lower  abdomen,  groins, 
and  upper  part  of  the  thighs  ;  between  the  labia  majora  and  the 
thighs  a  similar  condition  occurs ;  the  large  flabby  hanging 
breasts  cause  similar  chafing  surfaces  on  the  chest ;  another  seat 
is  the  arm-pits ;  another  behind  the  ears.  This  affection  is  in 
many  respects  analogous  to  that  which  is  seen  in  very  fat 
infants  not  carefully  treated.  The  immediate  causes  are  :  the 
screening  of  the  skin  from  its  wonted  exposure  to  the  air,  and 
consequent  tendency  to  assume  the  characters  of  mucous  mem- 
brane ;  the  friction  of  the  opposed  surfaces  leading  to  shedding 
of  epithelium  scales,  retention  of  dirt,  and  increased  heat. 
The  principle  of  treatment  is  clear.  Prevent  the  contact  of  the 
skin-surfaces  ;  observe  perfect  cleanliness  and  dryness.  A  good 
belt  to  lift  up  the  lower  abdominal  fold  is  essential.  During 
the  stage  of  acute  inflammation,  marked  by  red  raw  surface  and 
secretion,  lotions  of  lime-water  with  olive  oil,  bismuth,  oxide  of 
zinc,  lead,  glycerine,  applied  on  pieces  of  smooth  lint,  so  as  to 
preserve  the  opposing  folds  from  contact,  offer  the  most  relief. 

Eczema  of  the  vulva  sometimes  succeeds  to  intertrigo,  these 
depending  on  similar  conditions.  But  the  most  troublesome 
form  of  it  is  independent  of  this  antecedent.  It  affects  chiefly 
the  folds  between  the  labia  majora  and  the  thighs.  In  its  acute 
stage  it  entails  a  burning  itching  sensation  and  thickening  of 
the  labia  majora.  The  part  is  deep-red,  often  purple,  and 
covered  with  minute  dark  spots  caused  by  scratching.  There 
is  commonly  a  serous  oozing  from  the  surface.  The  affection  is 
exceedingly  distressing  ;  obstinate  under  treatment  owing  to  its 
situation,  the  heat  of  the  part  and  the  difficulty  of  maintaining 
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cleanliness  if  the  subject  be  very  stout.  It  is  not  seldom  aggra- 
vated, if  not  greatly  induced,  by  an  acrid  discharge  from  the 
vagina. 

This  condition  is  often  attended  by  a  fulness  of  the  pelvic 
vascular  system,  giving  a  dark-red  or  purple  hue  to  the  mucous 
membrane  of  the  vagina.  There  is  chronic  hypersernia,  a  degree 
of  stagnation  in  the  vessels,  owing,  no  doubt,  to  engorgement 
of  the  portal  system,  of  the  venous  system  generally,  and  an 
enfeebled  heart. 

This  local  vascular  hyperemia  often  aggravates  the  preceding 
and  following  affections. 

Pruritus  of  the  Vulva. — This  most  distressing  and  obstinate 
complaint  is  sometimes  due  to  disorders  of  nutrition.  In  many 
cases  it  is  accompanied  by  a  gouty  diathesis  (Grueneau  de 
Mussy)  ;  in  others  (Dr.  Charles  West)  by  diabetes.  In  such 
cases  it  is  obvious  that  we  must  not  rely  upon  local  remedies 
alone ;  we  must  treat  the  complicating  diseases  as  well. 

Arsenic,  in  small  doses,  is  often  eminently  useful.  In  the 
acute  stage,  emollient  baths  with  poppy-heads,  laurocerasus, 
belladonna,  aconite,  may  be  tried.  Now  and  then,  pulverized 
water,  charged  with  belladonna,  will  be  found  useful  in  allaying 
irritation.  Weak  solutions  of  bichloride  of  mercury,  alkalies, 
especially  lime-water  with  oil,  glycerine  with  calomel,  tannin,  or 
benzoin,  borax,  bismuth,  or  oxide  of  zinc,  will  all  in  turn  or  in 
some  cases  be  serviceable. 

In  the  chronic  form,  strong  sulphur  baths  or  some  hyposul- 
phite baths,  as  those  of  Aix,  are  useful.  Dr.  Thomas  Chambers 
tells  me  he  has  seen  great  benefit  from  the  application  of  a 
pasma  formed  of  flowers  of  sulphur  and  water.  Pomade  made 
with  mercury  and  belladonna  is  sometimes  of  service. 

Dr.  Grueneau  de  Mussy  extols  an  ointment  of  bismuth, 
bromide  of  potassium,  calomel,  and  extract  of  belladonna,  made 
up  with  glycerinum  amyli. 

The  painful  excrescence  of  the  meatus  urinarius  is  a  disease 
chiefly  observed  during  the  ages  of  the  climacteric  and  of 
decrepitude. 

It  is  during  the  period  of  the  atrophic  process,  or  often 
before  it  has  fairly  set  in,  that  the  uterus  is  so  peculiarly  exposed 
to  the  invasion  of  cancerous  degeneration;  and  it  is  chiefly 
at  this  period  that  malignant  disease  of  the  labia  vulva?  arises. 

In  treating  of  the  Diseases  of  the  Ovaries,  Uterus,  and  Vulva, 
these  affections  will  be  more  fully  described. 

Women,  even  to  extreme  old  age,  may  be  subjects  of  uterine 
haemorrhages,  which  cannot  be  traced  to  any  local  disease. 
This  has  been  already  referred  to  in  a  preceding  chapter. 
The  fact  is  important  to  bear  in  mind,  since  haemorrhages  at 
this  period  of  life  always  give  rise  to  the  fear  that  malignant 
disease  exists. 


CHAPTER  XXVI. 


OVARY:  ABSENCE  OF  ABNORMAL  CONDITIONS  OF, 
DISPLACEMENT;  HERNIA. 

Both  ovaries  are  hardly  ever  absent,  unless  when  there  is  defect 
of  the  whole  sexual  apparatus.  They  commonly  exist  well 
developed  when  the  uterus  is  absent.  Deficiency  of  one  ovary 
is  rarely  observed  when  the  rest  of  the  sexual  organs  are  well 
developed.  When  an  ovary  is  wanting,  the  Fallopian  tube  of 
the  same  side  is  also  wanting,  or  is  only  represented  by  a  solid 
cord  running  from  the  uterus.  Occasionally,  says  Rokitansky, 
an  ovary  may  be  missing,  from  having  been  twisted  off  by  a 
process  of  atrophy,  through  dragging  upon  its  attachments,  and 
then,  sometimes,  a  bit  of  the  tube  has  gone  with  it. 

Atrophy  of  the  ovaries,  independently  of  the  normal  involu- 
tion at  the  climacteric,  is  not  seldom  observed  within  the  period 
of  child-bearing  as  the  result  of  exhausting  diseases.  The 
existing  follicles  shrink  away,  new  ones  are  not  formed,  and 
the  stroma  retracts ;  on  the  surface,  all  trace  of  recent  scar  is 
wanting. 

Displacements  of  the  Ovary. 

The  ovary  is  subject  to  various  displacements.   These  arise  : 

1.  From  changes  in  its  own  condition,  as  of  bulk,  the  result 
of  inflammation  or  other  disease. 

2.  From  pressure  of  other  organs  or  structures  upon  it,  as 
tumours. 

3.  From  dragging  of  the  uterus. 

4.  From  inflammatory  adhesions  binding  it  down  in  unna- 
tural positions. 

5.  From  relaxation  of  the  vagina  and  other  structures,  which 
support  the  uterus  and  ovaries  in  situ. 

1.  Displacements  of  the  Ovary  from  its  altered  bulk.  The  most 
frequent,  or  at  least  the  most  familiarly  known,  are  the  displace- 
ments which  ensue  upon  enlargement  of  the  ovary  from  cystic 
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disease.  I  must  refer  to  the  chapters  on  Ovarian  Dropsy  for 
further  description  of  the  displacements  from  this  cause. 

Slightly  increased  bulk  and  weight,  acting  concurrently  with 
the  relaxation  induced  by  morbid  action,  may  cause  the  ovary 
to  drop  ;  and  if  it  drop,  it  must  fall  into  the  recto-uterine  pouch, 
tending  to  get  behind  the  uterus.  This  movement  from  the 
lateral  position  towards  the  median  line  is  the  necessary  result 
of  its  attachments.  The  ovary  is  suspended  at  the  side  of  the 
uterus  on  a  plane  posterior  to  this  organ  by  a,  cord  represented 
by  the  Fallopian  tubes  and  ovarian  ligament.  As  the  ovary 
descends  it  describes  an  arc,  of  which  this  cord  is  the  radius  ; 
and  thus,  unless  the  uterus  descends  pari  passu,  the  ovary  must 
come  behind  it. 

This  has  been  called  prolapsus  of  the  ovary  by  Rigby  and 
others.  It  gets  between  the  rectum  and  the  uterus.  It  is,  says 
Rigby,  of  great  practical  importance,  producing  intense  suf- 
fering. There  is  a  peculiar  sickening  pain  about  the  sacral 
region  extending  to  one  or  other  groin,  and  coming  on  in 
paroxysms  of  agonising  severity.  Sometimes  there  are  inter- 
missions ;  at  others  only  remissions.  The  source  of  the  pain  is 
connected  with  the  rectum,  the  passage  of  faeces  being  difficult 
and  painful.  The  patient  describes  it  as  a  sense  of  obstruction 
up  the  rectum.  Rigby  likens  it  to  orchitis.  There  is  throbbing, 
sense  of  bursting,  aggravated  by  menstruation  and  coagula  ;  the 
stomach  is  irritable,  vomiting  being  frequent.  Great  pain  is 
felt  on  touching  the  os  uteri,  but  this  is  owing  to  pressing  the 
cervix  back  upon  the  ovary.  If  the  finger  is  pressed  behind  the 
os,  either  by  vagina  or  rectum,  it  touches  the  painful  spot 
directly;  the  oval  moveable  ovary  is  then  felt.  It  is  almost 
necessarily  enlarged  by  the  strangulation  caused  by  the  dis- 
placement. The  ovary  may  be  fixed  in  this  abnormal  position 
by  adhesions. 

The  symptoms  above  described  are  mostly  due  to  inflamma- 
tion, which  may  be  either  primary  or  secondary  upon  the  dis- 
placement. Whether  there  be  inflammation  or  not,  dyspareunia 
is  an  almost  constant  consequence.- 

Simple  prolapsus  occurs  in  women  of  lax  fibre,  prone  to  con- 
stipation, to  passive  menorrhagia  and  leucorrhoea. 

An  essential  point  in  the  treatment  is  to  rouse  the  liver,  to 
clear  the  intestinal  canal  by  salines  and  occasional  alteratives. 
When  the  pain  is  great  on  touch,  opiate  suppositories  or  seda- 
tive pessaries  should  first  be  tried,  unless  we  are  satisfied  there 
is  inflammation.  In  this  event  leeches  to  the  posterior  fundus 
of  the  vagina,  will  probably  be  useful. 

2.  JJisplacements  from  pressure  of  other  structures.  Enlarge- 
ment of  the  uterus  from  a  tumour  in  its  walls  may  displace  the 
ovary  in  various  ways. 

The  ovaries  naturally  follow  the  uterus  in  many  of  the  dis- 
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placements  of  this  organ,  as  when  a  retro-uterine  hematocele 
pushes  it  forwards  against  the  symphysis  pubis.  But  as  their 
relative  position  to  the  uterus  may  be  preserved,  this  change  of 
position  does  not  of  itself  involve  any  particular  symptoms, 
although  the  displacing  cause  may  exert  such  pressure  upon  the 
ovaries  as  to  cause  pain  in  them. 

3.  Displacements  of  the  Ovary  from  dragging  of  the  Uterus.  If 
the  uterus  descend,  the  ovaries  must  follow,  unless  we  imagine 
the  Fallopian  tubes  and  ovarian  ligaments  to  stretch.  In  pro- 
lapsus of  the  uterus  the  ovaries  will  be  drawn  down,  preserving 
their  relative  position  behind  the  uterus.  They  are  thus  brought 
more  within  reach  of  the  finger  examining  by  the  rectum. 

The  uterus  may  be  carried  up  into  the  abdomen,  as  in  preg- 
nancy. The  ovaries  then  follow,  dropping,  however,  a  little  to 
the  sides  of  the  uterus.  The  uterus  may  also  rise  out  of  the 
pelvis,  owing  to  enlargement  from  tumours  in  its  cavity  or  walls. 

Retroversion  and  retroflexion  of  the  uterus,  by  dragging  on 
the  Fallopian  tubes  and  broad  ligaments,  must  pull  somewhat 
upon  the  ovaries,  and  in  some  cases  the  displacement  thus 
effected  is  considerable. 

The  effect  of  displacement  of  the  fundus  uteri  is  well  seen  in 
cases  of  inversion.  The  descending  fundus  drags  upon  the 
tubes,  tends  to  draw  them  into  its  inverted  cavity,  and  the 
ovaries  are  drawn  inwards  towards  the  same  centre. 

Hernia  of  the  Ovary.  When  the  ovary  enters  into  the  contents 
of  a  hernial  sac  it  is  generally  the  result  of  a  congenital  vice. 
The  most  common  form  is  the  inguinal,  but  the  ovary  has  been 
found  in  crural,  abdominal,  vaginal,  subpubic,  and  even  ischiatic 
hernia?.  Observed  cases  permit  the  following  conclusions  to  be 
drawn  :  The  pain  which  attends  these  herniae  extends  from  the 
seat  of  the  strangulation  to  the  uterus,  and  thus,  if  by  the  finger 
in  the  vagina  we  move  the  uterus,  this  movement  is  transmitted 
to  the  contents  of  the  hernia.  In  one-sided  ovario-inguinal 
hernia,  the  fundus  of  the  uterus  is  slightly  inclined  to  the  side 
of  the  hernia,  and  Seller  has  drawn  attention  to  the  fact  that  the 
pains  in  the  hernial  sac  increase,  and  are  attended  by  a  feeling 
of  dragging,  when  the  patient  lies  down  on  the  opposite  side. 
The  ovaries  may  be  felt  to  swell  and  become  more  tender,  as 
was  directly  observed  by  Scanzoni,  in  the  remarkable  case 
already  referred  to  under  "Menstruation"  (see  page  174). 
Boivin  and  Duges  feared  that  ovarian  hernia  would  either 
induce  sterility  or  lead  to  extra-uterine  gestation.  Since  Mr. 
Curling  has  shown  that  hernia  of  the  testicles  induces  sterility 
in  the  male,  the  first  conjecture  seems  strengthened.  But  Scan- 
zoni's  patient  became  pregnant. 

Treatment.  When  the  hernia  is  reducible,  the  taxis  and  a 
suitable  bandage  should  be  applied.  But  if  the  ovary  be  fixed 
by  adhesions  it  may  be  wise  to  follow  the  example  of  Pott, 
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whose  case  I  have  also  referred  to  under  "  Menstruation,"  and 
of  Deneux.* 

Enlargement  of  the  ovary  is  mostly  the  result  of  textural  disease. 
To  this  category  belongs  the  excessive  growth  of  the  follicles, 
resulting  in  cysts. 

4.  Anomalies  of  relation  are  frequently  seen  in  the  form  of 
pseudo-membranous  adhesions  of  the  ovaries.  The  most,  common  is 
the  adhesion  with  the  tube  ;  next  in  frequency  is  the  adhesion  of 
the  ovary,  either  with  or  without  its  tube,  to  the  hinder  wall  of 
the  uterus,  and  the  neighbouring  parts  of  the  ligamentum  latum 
down  to  the  bottom  of  the  recto-vaginal  pouch.  These  adhesions 
frequently  result  from  puerperal  peritonitis  at  a  time  when  the 
uterus  is  above  the  usual  size,  filling  the  pelvic  cavity,  and  when 
its  appendages  are  thrown  back  to  its  posterior  surface.  Adhe- 
sions of  the  ovaries  also  take  place  to  the  sides  of  the  pelvis,  to 
the  rectum,  to  the  sigmoid  flexure,  in  consequence  of  pelvic  peri- 
tonitis to  which  anomalous  maturation  and  morbid  processes  in 
the  ovaries,  or  tubal  catarrh  has  given  rise. 

Peritonitis  determining  adhesions  of  this  kind  may  also  be 
caused  by  retro-uterine  hematocele.  "When  the  blood-tumour 
disappears,  the  relation  of  the  ovaries  and  uterus  may  thus 
remain  altered  for  a  time. 

Rokitansky  says  the  ligamentum  ovarii  may  undergo  stretch- 
ing and  separation  in  childhood,  and  even  in  the  foetal  state,  in 
consequence  of  adhesions  then  acquired,  and  that  separation  of 
the  ovary  from  the  uterus  may  thus  result.  It  will  then 
degenerate,  and  may  be  fixed  at  its  place  by  adhesion,  or  loose. 
Sometimes  it  vanishes,  leaving  no  trace  behind.  When  the 
ovary  has  contracted  adhesions  it  is  subject  to  dragging  from  the 
rising  gravid  uterus,  or  from  the  uterus  growing  together  with 
the  developing  pelvis,  also  from  the  development  of  the  bladder, 
sigmoid  flexure,  or  rectum.  This  dragging  commonly  causes 
atrophy  of  the  ovary. 

*  "  Recherches  sur  les  Henries  de  l'Ovaire."    Paris,  1813. 
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OVARY:  HYPEREMIA,  HAEMORRHAGE,  AND  ANOMALIES  OF 
THE  CORPUS  LUTEUM. 

Hyperemia  of  the  ovary  attends  the  normal  as  well  as  tbe 
abnormal  ripening  and  extrusion  of  ova  and  the  results,  and 
especially  affects  the  stroma  surrounding  the  peripheral  follicles 
and  their  fibrous  cavities.  The  involution  of  the  follicle  following 
on  the  completion  of  the  menstrual  antecedents  is  also  often 
marked  by  a  considerable  vascularity  of  the  surrounding 
tissues. 

Menstrual,  as  well  as  extra-menstrual,  congestion  excites  in 
the  peripheral,  as  well  as  in  the  deep-lying  follicles,  an  excessive 
growth  and  cystic  degeneration.  Very  often  it  leads  to  haemor- 
rhage, principally  in  the  large  peripheral  follicles ;  then  there 
are  found  one  or  more  projecting  sacs  filled  with  lightly  coagu- 
lated blood,  and  varying  in  size  from  a  bean  to  a  nut,  or  even 
to  a  fist.  They  shrink  after  the  manner  of  corpora  lutea,  and 
sometimes  after  the  resorption  of  the  extravasated  blood  they 
remain  as  cysts  and  continue  to  grow. 

The  anomalies  observed  in  the  corpus  luteum  are,  according 
to  Rokitansky — 1.  Dendritic  protrusion  of  the  corpus  luteum 
outwards  through  the  rent  of  the  follicle.  This  appears  as 
a  villous,  soft,  reddish-yellow  outgrowth  continuous  with  the 
mass  of  the  yellow  body,  or  as  a  leaf-like  excrescence  connected 
by  a  branched  stalk,  on  which  are  small  linseed-formed  white 
fibrous  bodies. 

2.  Duplication  of  the  corpus  luteum,  which  Rokitansky  explains 
thus  :  A  fresh  haemorrhage  takes  place  prematurely  from  the 
wall  of  a  follicle  after  the  formation  of  one  corpus  luteum, 
which  detaches  the  yellow  body,  pushing  it  inward,  and  here- 
upon a  second  corpus  luteum  is  formed  in  the  wall  of  the 
follicle. 

Rokitansky  describes  the  following  degenerations  of  the  corpus 
luteum.  1.  Cystic  degeneration.  The  cyst  in  the  periphery  of 
the  ovary  is  found  retaining  traces  of  the  structure  of  the 
corpus  luteum,  including  the  scar  of  the  rent,  although  it  may 
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be  as  large  as  a  walnut.  With  these  cysts  there  is  occasionally 
seen  the  remarkable  appearance  of  a  primitive  communication 
of  the  cyst  with  the  fimbriated  extremity  of  the  Fallopian  tube, 
resulting  from  the  process  of  extrusion  of  the  ovum  from  the 
follicle  and  its  reception  into  the  tube.  These  are  the  so-called 
tubo-ovarian  cysts  which  have  been  described  by  Richard.  (See 
Fig.  79,  from  Carswell.) 


Era.  65.— (Guy's,  222856.) 

SHOWING-  A  BLOOD  COAGULUM  IN  A  CYST  OP  OVARY. 

"  The  ovary  forms'a  cyst  with  thick  walls,  and  contains  what  appears  to  be  a  coagulum  of 
blood  as  large  as  a  chesnut." — (Catalogue.) 

2.  The  degeneration  to  a  fibrous  tumour,  which  consists  in  the 
excessive  growth  of  the  yellow  body  and  its  persistence  in  the 
form  of  a  more  or  less  plainly  visible  sheath  enclosing  round 
fibrous  knots  the  size  of  a  walnut,  and  a  cavity  filled  with 
serum. 

The  specimen  figured  (Fig.  66)  seems  to  be  an  example  of 
this  fibrous  degeneration  of  a  Graafian  follicle. 

3.  The  degeneration  to  Carcinoma  may  ensue  upon  the  pre- 
ceding fibrous  degeneration. 

"  Oophoralgia"  "  neuralgia  of  the  ovary"  "  ovarian  irritation" 
is  an  affection  so  often  mistaken  for  inflammation  that  it  is 
desirable  to  discuss  it  in  the  same  connection.  It  is  an 
extremely  distressing  disorder,  apt  to  last  for  years,  and  to 
embitter  existence.    It  occurs  in  the  single  as  well  as  in  the 
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married,  but  more  frequently  in  the  married.  It  is  often  asso- 
ciated with  the  hysterical  temperament,  and  almost  always  with 
an  induced  increase  of  irritability  of  the  nervous  centres.  It  is 
marked  by  intense  exacerbations  at  the  menstrual  periods.  The 
pain  in  the  ovarian  region  is  then  so  acute  as  to  simulate 
oophoritis  or  peritonitis  ;  the  pulse  rises  in  frequency  and  the 
skin  in  temperature.    But  mere  pain  is  enough  to  induce  these 


Fig.  66.— (St.  George's,  XIV.  140.   Nat.  size.) 

FIBROUS  TUMOUR  OF  OVARY  FROM  A  WOMAN  MT.  50. 

The  uterus  also  contained  a  fibrous  tumour. 


conditions.  Local  examination  reveals  a  swollen  condition  of 
the  ovaries,  often  considerable,  that  is,  to  twice  the  ordinary  size, 
or  even  more ;  the  patient  complains  of  exquisite  pain  when 
the  ovary  is  compressed  between  the  finger  internally  and  the 
hand  outside,  and  also  by  mere  digital  touch  on  its  side  of 
the  uterus.  Touching  the  neck  of  the  uterus  in  such  a  manner 
as  to  lift  up  the  body  of  the  organ,  or  to  move  it  to  either  side 
evokes  pain.  This  is  partly  due  to  concomitant  congestion 
and  tenderness  of  the  uterus  itself,  this  organ  becoming  more 
sensitive  in  consequence,  and  partly  to  the  moving  uterus  dis- 
turbing the  ovaries.  Touching  the  ovarian  region  will  some- 
times induce  hysteria,  sometimes  vomiting  as  well  as  pain. 

The  monthly  repetition  of  these  attacks  rarely  fails  to  induce 
such  a  state  of  nervous  irritability  and  exhaustion  that  the 
sufferer  loses  appetite,  nutrition  is  impaired,  and  she  is  compelled, 
or  thinks  she  is  compelled,  to  abandon  all  exercise,  and  comes  to 
regard  herself  as  a  confirmed  invalid.  Dyspareunia  is  a  never- 
failing  consequence,  and  this  adds  to  the  mental  and  physical 
distress. 
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The  character  of  the  menstrual  flow  varies.  Not  seldom  it  is 
in  excess,  but  sometimes  it  is  not  so.  Dysmenorrhoea  is  a  fre- 
quent, but  not  a  constant  concomitant.  In  many  cases  it  may 
be  said  to  arise  out  of  dysmenorrhoea.  The  ovarian  irritation 
is  the  expression  of  difficult  ovulation. 

That  these  cases  are  especially  apt  to  pass  into  inflammation 
is  highly  probable.  There  is  congestion  of  the  ovaries,  tubes, 
and  uterus  beyond  the  physiological  measure,  so  that  escape  of 
blood  into  the  peritoneum  is  not  unlikely  to  occur.  But  that 
the  symptoms  related  indicate  inflammation  it  would  be  wrong 
to  assume.  The  intensity  of  the  pain  is  not  evidence  of  inflam- 
mation. I  have  known  an  ovarian  cyst  burst,  discharge  its 
contents  into  the  peritoneal  cavity,  and  death  ensue  under  the 
most  excruciating  agony ;  yet  examination  has  not  shown  a 
trace  of  inflammation.  Again,  in  these  cases  we  find  the  uterus 
remaining  moveable,  entire  absence  of  any  thickening  or  peri- 
metric swellings,  even  after  years  of  suffering.  It  may  be  true 
that  the  ovary  proper  may  be  inflamed  alone,  but  it  is  hardly 
conceivable  that  repeated  attacks  of  oophoritis  should  always  fail 
to  involve  the  peritoneal  investment.  It  is,  moreover,  scarcely 
in  accordance  with  the  history  of  inflammation  to  return  in  an 
organ  every  month,  to  run  its  course  in  a  few  clays,  and  to  leave 
the  organ  essentially  sound,  that  is,  in  a  condition  ultimately  to 
perform  its  functions.  Yet  I  have  seen  cases  where  this 
oophoralgia  lasted  for  years,  was  cured,  and  healthy  menstrua- 
tion ultimately  established. 

The  ascertained  conditions  are  extreme  local  hypersemia  or 
congestion,  and  exquisite  sensibility  of  the  ovaries,  combined 
with  great  irritability  of  the  nervous  centres. 

These  conditions  furnish  the  indications  in  treatment.  It  is 
very  important  to  eliminate  the  idea  of  inflammation  where  the 
thing  does  not  exist,  because  antiphlogistic  treatment  will  in 
the  long  run  aggravate  the  disease,  and  reduce  the  general 
powers.  Thus  I  have  several  times  seen  great  prostration, 
increase  of  local  hypersesthesia  and  of  general  local  irritability 
produced  by  the  repeated  application  of  leeches  to  the  groins  or 
to  the  os  uteri.  It  is  true  that  in  some  of  these  cases  the  patients 
expressed  relief  at  the  time  ;  but  the  relief  could  hardly  be 
said  to  be  real ;  it  was  not  attended  by  cure,  and  seemed  to  me 
to  do  more  harm  than  good.  Counter-irritation  in  the  form 
of  blisters  or  chloroform-embrocations  to  the  iliac  regions  has 
appeared  to  be  beneficial. 

Another  proceeding  very  apt  to  be  carried  to  a  mischievous 
excess  is  lying  down.  Nutrition  must  suffer,  and  as  a  conse- 
quence the  nervous  centres  become  more  irritable. 

The  true  course  to  adopt  is  to  follow  the  three  indications 
given  by — 1.  The  general  depression  of  the  system ;  2.  The 
exaggerated  irritability  of  the  nervous  centres ;  3.  The  excessive 
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congestion  and  hyperesthesia  of  the  ovaries  and  surrounding 
parts. 

It  is  superfluous  to  enumerate  the  medicinal,  dietetic,  and 
hygienic  remedies  which  help  to  fulfil  the  first  indication.  The 
task  of  allaying  the  extreme  irritahility  of  the  nervous  centres 
will  be  made  easier  in  proportion  as  the  general  tone  is  im- 
proved. The  nervous  centres  will  also  recover  power  as  the 
third  indication,  that  of  tranquillizing  the  ovaries,  one  source 
of  irritation,  is  effected. 

Eest  in  the  physiological  sense,  that  is,  abstinence  from 
"  married  life  "  is  imperative.  To  subdue  the  hypersesthesia, 
the  wearing  for  a  few  hours  every  day  one  of  the  forms  of 
"  vaginal-rest  "  will  be  found  of  great  service.  If  there  is  any 
displacement  of  the  womb  this  must  be  corrected  by  suitable 
means.  Abrasion,  congestion  of  the  cervix  uteri,  must  be  cured. 
I  have  found  it  useful  to  effect  a  derivative  action  in  the  cervix, 
by  making  a  small  eschar  on  the  vaginal-portion  with  potassa 
cum  calce.  This  is  far  less  painful  and  more  efficacious  than 
blistering  the  groins.  Bromide  of  potassium  acts  in  some 
degree  as  a  sedative  of  ovarian  excitement ;  but  it  is  not  to  be 
depended  upon  alone.  The  bowels  must  be  well  regulated  to 
prevent  accumulation  in  the  rectum.  Salt-water  or  Vichy  baths, 
tepid  or  cold,  according  to  the  season,  are  often  eminently  useful. 

The  treatment  must  be  pivrsued  steadily.  Time  is  required 
to  bring  about  a  healthier  innervation,  and  to  improve  the 
nutrition  of  all  the  tissues, 

The  case  under  discussion  not  seldom  falls  under  the  category 
of  dysmenorrhcea,  and  the  treatment,  of  course,  is  directed  by 
the  indications  arising  in  this  connection. 

Great  relief  is  often  obtained  by  the  use  of  sedative  pessaries 
containing  opium  or  belladonna  applied  to  the  fundus  of  the 
vagina  a  day  or  two  before  the  advent  of  the  exacerbation  due 
to  the  menstrual  epoch. 

Inflammation  of  the  Ovary, 

It  is  not  within  the  scope  of  this  work  to  describe  the  diseases 
of  the  puerperal  state.  I  pass  over  therefore  those  forms  of 
oophoritis  with  which  pathological  anatomists  are  most  familiar. 
The  oophoritis  of  childbed  is  seldom  met  with,  perhaps  never, 
apart  from  complication  with  inflammation,  extending  from  the 
uterus,  tubes,  and  broad  ligaments.  The  ovary  is  not  affected 
primarily,  but  is  caught  secondarily  in  the  spread  of  an  active 
inflammation  which  invades  most  or  all  of  the  pelvic  structures. 
It  is  difficult  so  to  isolate  the  oophoritis  in  these  cases  as  to 
extract  any  trustworthy  facts  to  illustrate  the  history  of  pure 
oophoritis.  Nor  do  we  derive  a  much  larger  amount  of  precise 
information,  ad  hoc,  from  the  examination  of  subjects  who  have 
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had  oophoritis  apart  from  childbed.  Here,  too,  the  oophoritis  is 
not  often  simple,  bnt  a  part  of  an  inflammatory  process  involv- 
ing other  structures. 

Simple  oophoritis  is  rarely  fatal ;  so  that  the  opportunities  of 
seeing  the  condition  of  the  ovary  under  the  influence  of  acute  or 
recent  inflammation  are  necessarily  rare.  I  cannot  help  think- 
ing that  the  precise  division  of  oophoritis  into  four  degrees  given 
by  Boivin  and  Duges  is  drawn  rather  from  theoretical  reasoning 
than  from  observation.  Rokitansky  declares  that  apart  from 
childbed  oophoritis  is  very  rare.  But  this  statement  must  be 
taken  as  expressing  the  experience  of  the  dead-house.  I  believe 
that  simple,  or  conjoined  with  metritis,  it  is  not  uncommon. 
But  as  the  cases  recover  more  or  less  perfectly,  distinct  evidence 
of  the  inflammatory  action  to  which  the  ovaries  have  been 
subject  is  rarely  seen.  All  such  evidence  had  disappeared 
during  life,  or  had  become  confounded  with  the  results  of 
complicating  diseases. 

One  of  the  most  frequent  conditions  found  is  fibrinous  adhe- 
sions of  various  age  uniting  the  ovaries  to  the  sides  and  posterior 
surface  of  the  uterus,  to  the  broad  ligament,  or  other  neighbour- 
ing structures.  These  are  often  found  in  women  who  have 
never  borne  children.  We  are  thus  driven  to  the  conclusion  that 
women  are  liable  to  frequent  pelvic  inflammations  apart  from 
pregnancy.  These  adhesions  of  course  are  the  residua  of  peri- 
toneal inflammation,  and  commonly  extend  beyond  the  ovaries 
to  other  parts  of  the  pelvic  peritoneum. 

The  ovarian  implication  is  often  secondary.  But  it  can- 
not be  doubted  that  there  are  cases  of  primary  oophoritis 
proper.  An  organ  performing  a  function  so  important  as  ovu- 
lation, and  stimulating  the  Fallopian  tubes  and  uterus  to  share 
iu  the  wrork  of  menstruation,  cannot  be  expected  to  enjoy 
immunity  from  inflammation.  All  active  function  involves 
determination  of  blood  to  the  organ  performing  it ;  but  there  is 
no  organ  whose  functional  activity  attracts  blood  in  such  pro- 
fusion as  the  ovary.  It  goes  beyond  simple  transient  hyper- 
emia ;  the  rush  and  work  are  so  violent  that  actual  extravasa- 
tion of  blood  and  laceration  of  structure  take  place.  It  cannot 
then  be  surprising  that  under  certain  conditions  interfering  with 
the  normal  accomplishment  of  this  function,  activity  so  great 
should  pass  the  narrow  physiological  boundary,  and  terminate 
in  inflammation.  Obstruction  to  the  clue  discharge  of  the 
menstrual  secretion,  sudden  suppression  of  the  secretion,  undue 
excitation  of  the  uterus  and  ovaries  whilst  in  the  execution  of 
this  function,  as  from  excessive  exertion,  sexual  relations,  or 
exposure  to  cold  and  wet  may  easily  determine  inflammation. 
Sometimes  the  uterus,  tubes,  and  pelvic  peritoneum  will  be 
seized  along  with  the  ovaries,  but  at  other  times  the  ovaries  are 
chiefly,  if  not  exclusively  affected. 
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Scanzoni  describes  the  post-mortem  appearances  in  what 
appears  to  have  been  a  typical  case  of  acute  oophoritis.  The 
subject  died  of  pneumonia,  the  result  of  cold,  and  with  symp- 
toms of  peritonitis  in  the  right  ovarian  region.  In  this  situation 
was  found  a  mass  of  coagulated  fibrin,  the  size  of  a  fist.  On 
removing  this  the  right  ovary  was  seen  two  inches  long,  nearly 
as  much  across,  and  one  and  a  half  inch  thick.  It  was  ovoid,  con- 
siderably enlarged,  as  the  measurements  show ;  its  surface  was 
violet-blue,  covered  with  numerous  dilated  veins,  and  near  the 
inner  angle  of  the  posterior  surface  was  a  black  spot,  the  seat 
of  recent  rupture  of  a  vesicle.  The  organ  was  pasty,  almost 
fluctuating  in  parts.  On  incision  there  escaped  a  considerable 
quantity  of  blood,  and  the  section  showed  the  same  violet 
colour,  and  some  veins  strongly  congested.  The  ruptured 
vesicle  still  held  some  liquid  black  blood.  Towards  the  other 
extremity  of  the  ovary,  where  the  congestion  was  less  intense, 
there  was  an  abscess  in  the  parenchyma;  and  at  the  side 
were  other  smaller  abscesses,  all  deep  in  the  parenchyma. 
This  case  shows  that  there  is  combination  of  all  the  forms 
of  oophoritis. 

Causes.  Oophoritis  may  be  said  to  be  almost  strictly  limited  to 
the  reproductive  period  of  life.  It  is  accordingly  found  to  arise 
under  conditions  which  offer  obstruction  to  the  ordinary  course 
of  the  ovarian  function.  Impressions,  physical  or  emotional, 
occurring  during  menstruation  may  goad  the  physiological  con- 
gestion into  inflammation.  Cold,  excessive  sexual  indulgence, 
especially  during  menstruation,  are  not  uncommon  causes. 

It  has  followed  operations  on  the  os  uteri,  and  intra-uterine 
injections,  and  the  spread  of  blennorrhagic  inflammation  along 
the  Fallopian  tubes.  Ricord  described  this  last  form  as  analo- 
gous to  the  orchitis  arising  from  blennorrhagia  in  the  male. 
Its  origin  in  obstructed  menstruation  will  account  for  the  fact 
of  oophoritis  being  more  frequent  in  virgins  than  inflammation 
of  the  uterus,  which  as  yet  has  only  entered  upon  the  sub- 
sidiary function  of  menstruation. 

It  is  often  secondary  upon  disease  of  the  uterus,  tubes, 
and  broad  ligaments.  The  intimate  vascular  communications 
between  these  organs  offer  a  ready  channel  of  extension  for 
inflammation  from  the  uterus. 

The  dysmenorrhcea  resulting  from  a  contracted  or  nearly 
impervious  os  uteri,  seldom  exists  for  any  considerable  period 
without  inducing  chronic  inflammation  of  the  ovary. 

Retroversion  is  a  frequent  cause  of  swelling  and  great  tender- 
ness of  the  ovary,  not  unfrequently  amounting  to  oophoritis, 
from  the  fundus  of  the  uterus  pulling  the  ovary  backwards,  and 
thus  by  the  tension  of  the  broad  ligaments  producing  obstruc- 
tion to  its  returning  circulation. 

Sexual  intercourse  for  the  first  time,  especially  if  there 
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have  been  previously  an  irritable  state  of  the  ovary,  with 
dysmenorrhea,  is  not  unfrequently  followed  by  oophoritis. 

Early  abortions  also  will,  sometimes,  lead  to  the  same  con- 
dition. 

Oophoritis,  arising  otherwise  than  in  childbed,  is  often  single. 
But  the  ovaries  appear  to  be  subject,  like  the  eyes  and  other 
double  organs,  to  consensual  suffering.  Thus,  inflammation  of 
one  ovary  is  likely  to  be  followed  by  inflammation  of  the  other. 
It  is  in  some  cases  difficult  to  explain  the  attack  upon  the 
second  ovary  by  any  other  than  the  consensual  hypothesis. 
But  in  some  cases  it  is  easy  to  observe  that  common  pre- 
disposing and  exciting  causes  act  upon  both  ovaries  alike, 
although  one  may  be  affected  earlier  and  more  severely  than 
the  other. 

Inflammation  of  the  Follicles  of  the  Ovary,  Apart  from  the 
ordinary  peritoneal  inflammatory  action  proceeding  from  the 
ripened  and  burst  follicles,  one  may  see  one  or  more  ripe 
follicles  with  injected  walls,  red,  softened,  easily  torn,  with 
turbid,  flocculent,  puriform  contents,  and  the  surrounding 
parenchyma  infiltrated.  This  leads  to  atrophy  of  the  follicle, 
or  causes  its  degeneration  to  a  cyst. 

Negrier  describes  "  Vesiculite "  simple.  In  most  cases  the 
trouble  remains  local.  A  point  of  the  ovary  becomes  tumefied 
and  torn,  an  inflammatory  areola  has  surrounded  the  little 
wound,  sometimes  has  invaded  the  peritonal  investment,  and 
even  the  pelvic  peritoneum.  Vesiculite  is  "  simple"  when  easily 
stopped,  and  ending  in  resolution.  Vesiculite  is  "  grave,"  when 
ending  in  suppuration,  or  when  the  inflammation  has  spread 
widely  to  the  pelvic  peritoneum. 

Kiwisch  says  the  inflammation  of  the  follicles  is  commonly 
confined  to  one  Graafian  vesicle.  An  indication  of  the  inflam- 
matory process  is  seen  in  the  menstrual  metamorphosis  of  the 
follicles.  The  products  of  this  inflammatory  condition  are 
more  or  less  plastic,  and  in  general  much  infiltrated  with  blood ; 
the  follicle  is  distended  to  the  size  of  a  pea  or  a  cherry.  When 
several  follicles  are  implicated,  the  surrounding  stroma  par- 
ticipates in  the  inflammatory  condition,  and  is  found  in  a  state 
of  hyperemia,  serous  infiltration,  or  inflammatory  softening. 

Parenchymatous  Ovaritis.  This  very  rarely  runs  to  suppu- 
ration. It  often,  however,  leads  in  young  persons  to  peri- 
toneal false  membranes  and  adhesions,  to  increase  of  bulk  and 
thickening  (sclerosis)  of  the  stroma,  thickening  of  the  tunica 
albuginea,  with  atrophy  of  the  follicles,  especially  of  the 
peripheral  ones,  and  enlargement  of  the  ovary,  with  tuberose 
surface. 

Inflammation  of  the  stroma  is  rare  in  the  non-puerperal 
state.  Kiwisch  relates  two  cases  in  which  the  entire  organs 
were  affected,  both  ending  fatally  in  a  short  time  ;  in  the  one 
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by  acute  abscess,  in  the  other  by  a  sanious  disintegration.  In 
both  consecutive  peritonitis  was  the  cause  of  death. 

Simple  peritoneal  oophoritis  can  hardly  be  said  to  exist.  It  is 
peritonitis,  not  oophoritis  ;  and  the  inflammation  will  rarely  be 
limited  to  the  surface  of  the  ovary.  Ovarian  peritonitis  is 
commonly  a  part  of  the  wide-spread  pelvic  peritonitis  of  child- 
bed, or  other  forms  of  general  pelvic  peritonitis.  Primary 
ovarian  peritonitis  is  more  frequently  limited  to  one  side,  and 
is  the  result  of,  or  attended  by  traumatic  or  other  lesion  pro- 
ceeding from  the  bursting  or  disease  of  a  Graafian  follicle.  But 
even  in  such  a  case  the  inflammation  is  very  apt  to  spread  to 
peritoneum  beyond  the  ovary. 

Symptoms  and  Diagnosis.  When  oophoritis  is  complicated 
with  metritis  and  pelvic  peritonitis,  its  special  symptoms  are 
lost  or  confounded  in  those  of  the  attendant  inflammation.  The 
peritonitic  symptoms  especially  preponderate,  and  govern  both 
diagnosis  and  treatment.  Where  ovaritis  is  simple,  or  the 
chief  morbid  condition,  the  symptoms  being  more  concentrated, 
ought  to  be  more  characteristic.  But  they  are  not  free  from 
ambiguity.  The  local  symptoms  attending  many  severe  cases 
of  dysmenorrhea  are  referred  by  the  patient  and  traced  by  the 
physician  to  the  ovary.  Intense  pain  in  the  ovarian  region, 
swelling  and  tenderness  of  the  ovary  under  touch,  burning, 
shooting  pain  in  the  pelvis,  pain  in  defecation,  febrile  move- 
ment, including  hot  skin  and  quickened  pulse,  suggest  inflam- 
mation, and  seem  to  fix  that  inflammation  in  the  ovary.  But 
these  symptoms  subside  in  a  few  days,  as  menstruation  passes 
off ;  and  if  we  now  examine  the  ovary  we  may  find  little  or  no 
tenderness  or  swelling.  If,  then,  inflammation  attended  the 
painful  menstruation,  it  was  an  inflammation  of  a  very  transient 
character.  We  can  hardly  conceive  an  inflammation  of  the 
ovary  which  recurs  every  month  throughout  thirty  years,  and 
which  is,  nevertheless,  compatible  with  the  continuance  of  the 
ovarian  function.  These  symptoms,  then,  which  outside  the 
menstrual  epoch  would  be  considered  to  indicate  inflammation 
of  the  ovary,  may  be  produced  by  temporary  hyperemia  and 
hyperesthesia  of  the  organ. 

Pain  in  the  region  of  one  or  other  ovary,  even  if  increased  by 
pressure,  is  not  sufficient  evidence  of  oophoritis.  Pain  of  this 
character  is  a  frequent,  almost  constant,  attendant  upon  inflam- 
mation of  the  neck  of  the  uterus.  It  arises  with  this  disease 
and  subsides  with  it.  It  is  in  like  manner  a  frequent  attendant 
upon  obstructive  dysmenorrhcea  or  the  dysmenorrhcea  of  reten- 
tion. In  these  cases  the  pain  must  be  regarded  as  reflex  or 
sympathetic. 

On  the  other  hand,  ovarian  disease  is  very  liable  to  be  over- 
looked, because  attention  is  likely  to  be  concentrated  on 
attendant  uterine  disease. 
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Before  concluding  that  the  ovary  is  inflamed,  we  must  continue 
our  observations  during  the  inter-menstrual  period.  The  history 
of  the  onset  and  progress  of  the  affection  will  offer  different 
points.  If  intense  pain  referred  to  one  or  other  ovarian  region 
supervene  quickly  on  exposure  to  cold,  excessive  venereal  excite- 
ment, emotion,  in  the  course  of  blennorrhagia,  or  after  operations 
on  the  uterus,  or  intra-uterine  injections,  the  state  of  the  pelvic 
organs  should  be  explored  by  internal  and  external  palpation. 
It  is  probable  that  the  uterus  will  be  found  to  share  in  the- 
tenderness  and  swelling  which  affect  the  ovaries  ;  perhaps,  too, 
the  broad  ligaments  and  pelvic  peritoneum  will  be  involved. 
Where  this  is  the  case,  it  will  be  difficult  to  get  at  the  ovaries, 
which  will  be  surrounded  by  swollen  and  tender  structures. 
But  where  the  ovary  is  principally  affected,  or  when  the  con- 
comitant affection  of  the  uterus  and  other  structures  has  subsided, 
the  state  of  the  ovary  comes  into  prominence.  Palpation  sup- 
plies the  only  trustworthy  evidence.  In  every  examination  per 
vaginam,  the  finger  is  first  directed  as  a  point  of  departure  to 
the  os  and  cervix  uteri.  On  touching  this  part,  pain  will  in  all 
likelihood  be  caused,  and  we  may  conclude  that  the  uterus  is 
the  organ  at  fault.  The  pain  may,  however,  be  due  to  the 
pressure  of  the  uterus  upon  the  inflamed  ovary.  We  therefore 
seek  to  eliminate  the  uterus  by  pressing  the  finger  gently  against 
the  vaginal  roof  in  front,  at  the  sides  of,  and  behind  the  uterine 
neck.  When  pressing  at  one  or  both  sides  upwards,  the  pain 
will  be  greater,  and  we  may  possibly,  by  conjoint  external 
pressure  on  the  abdomen,  embrace  the  painful  structures  between 
the  two  hands.  This  deep  pressure  in  the  sides  of  the  pelvis  on 
the  abdomen  alone  causes  pain,  and  there  is  a  feeling  of  resist- 
ance, caused  partly  by  the  swelling  of  the  parts,  and  partly  by 
the  muscular  tension  exerted  instinctively  to  ward  off  the 
dreaded  pressure.  But  the  clearest  evidence  of  the  state  of  the 
ovary  is  to  be  attained  by  the  recto-abdominal  touch.  As 
Lowenhardt  pointed  out,  the  ovaries,  especially  if  inflamed,  can 
commonly  be  reached  by  finger  in  the  rectum ;  and  this  the 
more  surely  if  they  be  pushed  on  to  the  examining  finger  by  the 
hand  pressed  firmly  down  upon  the  uterus  through  the  abdominal 
wall.  We  may  then  recognise  the  ovary  by  its  form,  position, 
mobility  and  tenderness,  and  judge  by  its  increased  size,  and 
pain  on  touch,  whether  it  is  inflamed  or  not.  But  the  ovaries, 
even  much  enlarged  by  inflammation,  may  be  insensible  to  con- 
siderable pressure — a  proof,  says  Schultze,  that  oophoritis  need 
not  necessarily  implicate  the  peritoneum. 

Other  signs,  chiefly  subjective,  concur  in  throwing  light  upon 
the  case.  Accumulation  of  faecal  matter  in  the  ccecum  will 
increase  the  pain  of  inflammation  in  the  right  ovary,  whilst  the 
movements  of  the  rectum  in  defecation  will  have  the  like  effect 
when  the  left  ovary  is  inflamed.    But  after  all,  a  rigorous 
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method  of  exclusion  of  inflammations  in  neighbouring  struc- 
tures is  necessary  to  justify  a  positive  diagnosis  of  ovaritis. 

My  experience  coincides  with  that  of  Schultze,  who  says  that 
he  has  often  observed  that  an  inflamed  ovary,  in  Douglas'  pouch, 
lies  in  front  of  the  uterus  to  the  side,  and  that  after  it  has  re- 
covered its  normal  volume  and  sensibility,  it  has  returned  to  its 
normal  position.  In  other  cases  after  recovery  it  maintains  its 
abnormal  position,  and  in  one  case  an  ovary  which  had  been 
closely  adherent  to  the  uterus  after  inflammation,  was  several 
months  before  it  became  moveable  again.  So  many  of  the 
symptoms  supposed  to  indicate  an  oophoritis  may  really  depend 
on  some  form  of  metritis  or  pelvic-peritonitis,  or  some  flexion  or 
other  change  in  the  uterus,  that  we  may  agree  with  Yeit  that 
the  diagnosis  of  oophoritis  can  only  be  made  out  with  certainty 
when  the  swollen  and  painful  ovary  can  be  distinctly  felt  as  a 
circumscribed  swelling.  It  is  not  necessary  that  it  should  be 
moveable  ;  although  it  may  be  exceedingly  difficult  to  recognise 
an  ovary  when  fixed  by  adhesions. 

The  morbid  follicle,  according  to  Aran,  may  be  distinguished 
from  the  normal  follicle  under  menstrual  hyperemia  by  its 
position  ;  it  is  often  more  or  less  central,  not  peripheral ;  it  does 
not  cause  so  marked  a  projection  on  the  surface  of  the  ovary  ; 
its  walls  are  equally  thick,  showing  no  evidence  of  absorption 
at  any  part  preparatory  to  dehiscence  ;  nor  is  there  any  increase 
of  vascularity  as  in  a  follicle  preparing  for  dehiscence  ;  it  does 
not  exhibit  the  corpus  luteum  or  the  corrugated  foldings  of  the 
normal  ovisac  ;  its  contents  are  generally  a  collection  of  dark 
coffee-ground  matter,  resulting  from  admixture  of  decomposing 
blood- corpuscles,  fragments  of  membrana  granulosa,  intermixed 
with  a  dirty  fluid. 

An  inflamed  ovary  seldom  exceeds  twice  its  ordinary  size. 

There  are  many  examples  in  medicine  of  treatment  becoming 
an  element  in  diagnosis.  But  the  conclusions  drawn  in  this 
manner  are  sometimes  fallacious.  Thus  it  is  frequently  observed 
that  ovarian  pain  and  other  symptoms  taken  to  indicate 
oophoritis  are  cured  by  cauterizing  the  os  and  cervix  uteri,  which 
may  at  the  same  time  exhibit  marks  of  disease.  It  seems 
rational  to  infer  that  the  ovarian  symptoms  were  only  symptom- 
atic, or  dependent  upon  the  affection  of  the  uterus ;  and  in  the 
majority  of  cases  this,  I  believe,  is  true.  But  it  is  also  true  that 
the  treatment  applied  to  the  uterus  may  really  have  cured 
ovarian  disease,  first,  by  acting  on  the  principle  of  derivation  or 
counter-irritation,  and  secondly,  by  removing  uterine  disease, 
which  was  the  source  of  disease  in  the  ovary. 
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Symptoms  and  Course. 

The  pain  is  chiefly  due  to  peritonitis,  which  is  almost  certain 
to  ensue.  Tumefaction  is  so  inconsiderable  in  recent  inflam- 
mations that  it  can  hardly  be  the  cause  of  marked  subjective 
symptoms,  and  it  is  not  easy  to  measure  it  even  by  physical 
examination. 

Menstruation  may  be  suppressed,  or  there  may  be  an  increased 
flow. 

In  very  rare  cases  the  affection  proves  fatal  in  a  few  days. 
This  termination  is  due  to  sanious  decomposition  of  the  ovary, 
or  to  acute  perforation  by  an  abscess. 

Where  it  commences  with  unusually  severe  symptoms,  and 
particularly  when  it  leads  to  extensive  degenerations  of  the 
ovary,  or  causes  much  peritoneal  exudation,  it  may  continue  for 
weeks  or  months  with  more  or  less  marked  remissions.  In 
other  cases  perfect  intermissions  occur,  and  the  paroxysms  are 
synchronous  with  the  catamenial  periods.  In  the  most  favour- 
able cases,  which  are  also  the  most  common,  after  a  short  time 
the  exudative  process  is  arrested,  and  the  exudation  is  either 
removed  by  absorption,  or  undergoes  the  usual  metamorphosis 
into  cellular  or  stringy  strata,  which  bind  the  ovaries  to  the 
surrounding  structures.  Sometimes  a  fibrous  condensation  of 
the  exudations  takes  place,  and  dense  capsules  are  formed  round 
the  ovary,  leading  to  atrophy  of  its  tissue.  The  exudations  into 
the  follicles  also  lead  to  various  metamorphoses,  with  shrivelling 
and  atrophy  of  the  affected  vesicle. 

"When  the  course  is  less  favourable,  a  new  morbid  process  starts 
from  the  inflammation,  and  abscesses  and  various  chronic 
tumours  of  the  ovaries  are  developed. 

Professor  Faye*  relates  a  case  of  abscess  in  the  ovary  in  a 
pregnant  woman.  She  had  been  delivered  by  forceps.  During 
pregnancy  (her  first)  she  suffered  much  from  vomiting ;  and 
towards  the  end  she  had  a  fixed  pain  in  the  right  side  of  the 
abdomen,  and  several  convulsive  fits.  On  the  night  after  de- 
livery she  had  severe  pains,  mistaken  for  after-pains.  Next  day, 
the  pains  were  more  bearing- down  in  character  ;  the  abdomen 
was  tender  and  tympanitic.  She  died  fifty-three  hours  after 
delivery.  Douglas'  sac  was  found  filled  with  a  thin  purulent  san- 
guineous exudation.  An  abscess  in  the  right  ovary  had  burst ; 
the  remains  of  the  organ  had  changed  into  a  mere  pulpy 
detritus.  There  was  considerable  degeneration  of  the  cortical 
substance  of  the  kidneys,  and  there  were  many  extravasations 
of  blood  under  the  serous  membrane  covering  the  kidneys,  liver, 
and  lung. 


*  Schmidt's  "  Jahrbucl;,"  1860. 
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Associated  with  abscesses,  although  probably  different  in 
origin,  is  the  case  narrated  by  Dr.  Farre,  "  in  which  the 
ovary  was  entirely  reduced  to  a  diffluent  pulp  of  a  yellow  or 
brownish- green  colour,  of  the  consistence,  and  having  somewhat 
the  appearance  of  very  soft  putty,  immiscible  with  water.  Of 
this  morbid  condition,  which  may,  however,  be  cancerous,  I  met 
with  a  striking  example  in  a  case  of  sudden  death  occurring 
in  the  seventh  month  of  pregnancy.  Both  ovaries  were  of  the 
size  and  form  of  a  bullock's  kidney,  their  natural  structure  was 
entirely  destroyed,  and  was  replaced  by  the  soft  substance 
just  described.  The  circumstance  that  both  ovaries  were 
thus  affected  renders  it  evident  that  the  disease  could  not  have 
existed  in  any  great  degree  at  the  time  of  impregnation." 

Most  of  the  recorded  cases  of  large  abscess  holding  from  one 
to  twenty  pints  of  pus,  are  probably  instances  of  suppuration 
taking  place  in  the  cavities  of  ovarian  cysts. 

When,  says  Matthews  Duncan,  suppuration  has  occurred  in 
the  ovary  or  around  it,  it  may  be  easily  made  out  by  the 
attendant  phenomena.  These  are,  increase  of  pain,  sometimes 
throbbing,  once  or  twice  daily  attacks  of  fever,  hectic.  The 
feeling  of  fulness  is  supplanted  by  hardness,  which  has  more  or 
less  of  a  resistent  character.  But  all  these  features  may  be  the 
expression  of  inflammation  and  suppuration  outside  and  around 
the  ovary,  the  condition  of  this  organ  being  concealed  by  the 
surrounding  disorder. 

The  terminations  of  suppuration  or  abscess  of  the  ovary  are  : 
1.  The  ovary  may  burst  into  the  peritoneum,  causing  abdominal 
shock,  collapse,  or  peritonitis ;  2.  Small  perforations  may  take 
place,  exciting  more  circumscribed  peritonitis,  and  leading  to 
plastic  effusions  surrounding  the  diseased  ovary ;  3.  Adhesions 
may  be  formed  with  the  bladder  or  intestine,  and  a  fistulous 
communication  be  established,  by  which  the  pus  may  be  more 
or  less  completely  discharged  ;  4.  The  suppurating  ovary,  being 
the  focus  of  a  pelvic  cellulitis  or  peritonitis,  may  terminate  after 
the  manner  of  this  form  of  pelvic  inflammation,  by  discharging 
into  the  rectum,  vagina,  or  externally  above  Poupart's  ligament. 

The  treatment  must  be  conducted  on  the  same  plan  as  that 
which  is  laid  down  for  pelvic  peritonitis  which  has  proceeded  to 
suppuration.  The  exit  of  pus  should  be  favoured  when  there  is 
distinct  evidence  of  eliminatory  process. 

Chronic  oophoritis  is  characterized  by  a  sensible  deformity  of 
the  affected  ovary ;  the  surface  is  knobbed,  its  consistence  harder 
than  normal.  This  induration  results  from  the  hypertrophy  of 
the  parenchyma,  which  in  its  turn  proceeds  from  the  transforma- 
tion of  the  effused  matter  into  cellular  tissue.  Possibly  also 
there  is  thickening  of  the  tunica  propria.  Henkel  and  Yirchow 
compare  this  to  the  interstitial  hyperplasia  of  other  glands, 
for  example,  the  cirrhosis  of  the  liver.    The  thickened  cap- 
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sule  prevents  the  external  dehiscence  of  the  vesicles.  The 
ovum  perishes  in  the  effused  blood  in  the  vesicle.  On  several 
occasions  Scanzoni  found  the  sanguineous  effusion  had  taken 
place  not  only  in  the  interior  of  the  vesicles,  but  also  in  their 
immediate  neighbourhood;  it  thus  became  evident  that  the 
friability  of  tissue  which  sometimes  accompanies  chronic  oopho- 
ritis is  an  important  cause  of  what  is  called  apoplexy  of  the 
ovary* 

Chronic  oophoritis  may  succeed  to  the  acute  form ;  it  may  be 
a  continuation  of  oophoritis  of  childbed,  or  it  may  arise  in  a 
subacute  manner.  The  causes  will  be  similar  to  those  which 
induce  the  acute  inflammation.  It  is  extremely  probable  that 
cystic  disease  in  some  cases,  if  not  in  many,  takes  its  origin  in 
a  slow  inflammation  of  the  follicles.  The  early  stages  of 
cystic  disease  are  often  attended  by  intense  pain,  and  the  other 
signs  of  dysootocia. 

The  menstrual  flow  in  the  early  stages  of  the  disease  will 
generally  be  increased  in  quantity  and  protracted  in  duration, 
and  irregular  hsemorrhagic  discharges  may  occur.  At  a  later 
period,  when  probably  the  follicular  structure  has  become  im- 
paired, diminution  or  suppression  of  menstruation  may  be 
observed.  The  disease  very  often  affects  one  ovary  only,  so 
that  menstruation,  or  rather  ovulation,  is  not  necessarily 
always  attended  by  dysmenorrhoeic  phenomena.  Not  seldom, 
one  or  two  periods  may  pass  without  pain.  This  may  be  ex- 
plained by  Negrier's  theory  of  the  alternate  action  of  the 
ovaries.  When  there  is  no  pain,  the  healthy  ovary  is  at  work. 
In  other  cases,  every  period  is  attended  by  severe  dysmenor- 
rhoea,  and  then  we  may  infer  either  that  both  ovaries  are 
affected,  or  that  the  general  pelvic  hyperemia  of  ovulation 
may  involve  the  healthy  as  well  as  the  inflamed  ovary. 

Leucorrhoea  frequently  attends,  but  can  hardly  be  regarded 
as  symptomatic,  although  the  discharge  may  in  some  measure 
be  a  means  of  unloading  the  engorgement  of  the  ovario-uterine 
vessels. 

Impregnation  may  take  place,  since  one  ovary  only  may  be 
involved ;  and  even  where  both  are  involved,  there  may  still 
remain  some  follicles  in  a  condition  to  bring  forth  healthy  ova. 
Sterility,  however,  is  common,  partly  because  the  ovaries  are 
really  disabled  by  obliteration  of  the  follicles,  or  by  external 
adhesions,  and  partly  also  because  pain  forbids  effective  inter- 
course. 

It  may  terminate  in  cure  by  resolution.  But  it  may 
undoubtedly  go  on  to  destroy  the  proper  structure  of  the 
organ.  The  vesicles  may  become  compressed  and  atrophied, 
the  result  being  incurable  amenorrhoea  and  sterility. 

It  may  proceed  to  suppuration,  and  then  the  symptoms 
described  under  Abscess  of  the  Ovary  will  be  observed. 
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Aran  says  the  great  danger  of  chronic  oophoritis  is  the  con- 
stant liability  to  peritonitis,  which  may  prove  fatal.  He  says 
he  has  never  seen  peritonitis  supervene  on  chronic  metritis, 
whether  parenchymatous  or  mucous.  I  cannot  endorse  the 
latter  statement ;  but  certainly  as  a  general  proposition  Aran 
is  right  in  affirming  the  far  greater  risk  of  peritonitis  attaching 
to  chronic  oophoritis. 

It  has  been  said  that  chronic  oophoritis  may  run  on  for 
years,  or  for  any  length  of  time,  without  the  ovary  becoming 
fixed  by  adhesions,  and  without  causing  suppuration  in  the 
neighbourhood.  That  this  happy  negation  may  occur  may  be 
admitted ;  but  I  think  the  escape  is  exceptional,  and  that  the 
danger  indicated  by  Aran  is  not  exaggerated  by  him.  It  is  not 
unreasonable  to  suspect  that  many  of  the  cases  relied  upon  as 
evidence  that  chronic  oophoritis  may  persist  for  years  without 
inducing  mischief  beyond  the  ovary  are  examples  of  oophor- 
algia without  inflammation. 

There  is  a  fibroid  degeneration  of  the  ovary  which  is  attended 
by  complete  disappearance  of  the  follicles.  There  is  a  remark- 
able specimen  of  this  kind  in  St.  Thomas's  Hospital.  Both 
ovaries  are  enlarged  to  twice  or  thrice  the  normal  size ;  they 
are  deeply  furrowed  or  convoluted,  and  sections  through  their 
substance  present  smooth  surfaces.  This  is  probably  the  con- 
quence  of  chronic  inflammation,  the  contracting  parenchyma 
gradually  obliterating  the  follicles. 

Chronic  oophoritis  is  marked  by  dull,  heavy  pain  in  the  seat 
of  one  or  both  ovaries,  more  or  less  constant,  but  aggravated 
by  menstruation,  by  coitus,  by  standing  or  exertion  in  the 
upright  position,  sometimes  by  loaded  rectum  or  bladder. 
The  pain  radiates  from  the  ovary  as  a  centre  to  the  bladder 
and  surrounding  organs. 

Constitutional  symptoms,  marked  in  some  cases,  attend. 
There  is  some  degree  of  fever,  accompanied  by  hectic,  if  sup- 
puration have  taken  place.  Nervous  symptoms,  indicating 
exhaustion,  irritability  from  constant  pain,  will  generally  show 
themselves.  But,  except  in  the  very  early  stages,  when  the 
disease  is  likely  to  be  confounded  with  ordinary  dysootocia, 
the  nervous  symptoms  do  not  often  put  on  the  hysterical 
form. 

To  establish  a  diagnosis,  pain,  as  described  above,  must  exist. 
And  besides  ascertaining  this,  we  must  exclude  other  pelvic 
diseases.  Where  the  ovary  only  is  affected,  we  may  by  touch 
determine  its  increased  bulk,  sensitiveness,  and  perhaps  pro- 
lapsus. 

Touch  single  and  bi-manual,  vaginal,  rectal  and  recto- 
abdominal  must  be  performed  in  the  same  manner  as  for  the 
detection  of  the  acute  form.  Since  the  inflamed  ovary  is  com- 
monly enlarged,  and  is  disposed  to  drop  behind  the  uterus,  it 
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may  be  felt  in  the  situation  assumed  by  the  body  of  the  retroflected 
uterus.  The  sound  will  lift  up  the  body  of  the  uterus,  and  the 
ovary,  if  adherent  to  it,  as  is  not  unlikely,  will  be  carried  up 
along  with  it.  But  by  a  little  care  the  uterus  may  generally 
be  isolated  from  the  ovary. 

The  Treatment. 

"We  must  rely  mainly  upon  rest,  physiological  and  physical, 
and  derivation.  Bromide  of  potassium,  sedatives,  occasionally 
leeches  to  the  iliac  region,  chloroform-blisters  on  the  same  spot, 
iodine-painting,  or,  when  pain  is  acute,  fomentations  or  poul- 
tices. A  valuable  means  of  derivation  may  be  pursued  by 
setting  up  a  small  issue  or  eschar  on  the  vaginal-portion  of  the 
uterus  by  potassa  cum  calce.  This  makes  a  healthy  granu- 
lating surface  which  heals  with  some  cicatrical  contraction. 
If  the  uterus  were  perfectly  healthy  one  would  hesitate  before 
resorting  to  this  remedy ;  but  in  many  cases  there  is  so  much 
complication  of  uterine  disease  as  will  alone  justify  the  applica- 
tion. 

I  have  in  several  cases  seen  great  relief  obtained  by  wearing 
a  Hodge-pessary.  It  gives  relief  probably  by  maintaining  the 
ovary  at  its  probable  level,  thus  favouring  disgorgement  of  its 
vessels,  and  by  favouring  rest  of  the  organ. 


CHAPTER  XXVIII. 

OVARY:  TUBERCLE— CANCER— SOLID  TUMOURS. 

Tubercle  in  the  ovary  is  considered  to  be  extremely  rare. 
Bokitansky  knows  but  one  case  of  tuberculization  of  the 
ovaries ;  there  were  round  yellow  knots  in  the  ovaries,  and  also 
tuberculosis  of  the  tubes  and  peritoneum.  And  Kiwisch  says 
tubercle  is  not  met  with  in  the  ovary  ;  he  has  only  found  some 
tubercular  granules  in  the  stroma  in  intense  peritoneal  tuber- 
culosis. There  is,  however,  no  lack  of  examples  of  what  must 
be  presumed  to  be  invasion  of  the  ovaries  by  tubercle.  Possibly 
an  unequivocal  instance  of  tubercle  limited  to  the  ovaries  has 
yet  to  be  demonstrated.  But  tuberculization  of  the  ovaries  in 
association  with  tubercle  elsewhere,  especially  in  the  uterus, 
Fallopian  tubes,  and  neighbouring  glands  is  not  rare.  Thus  in 
St.  Greorge's  Museum  (No.  xiv.  78)  is  a  preparation  exhibiting 
scrofulous  disease  of  the  uterus,  tubes,  and  ovaries.  Both 
ovaries  were  converted  into  cavities,  and  contained  remnants  of 
a  thick  semi-fluid,  tubercular  matter.  They  were  greatly 
enlarged,  and  their  walls  much  thickened.  There  was  exten- 
sive tuberculization  of  the  lungs,  and  pleurisy,  also  scrofulous 
ulceration  of  the  right  sterno-clavicular  joint. 

No.  xiv.  79  in  the  same  museum  is  another  example. 
The  uterus,  tubes,  and  left  ovary  are  involved.  The  left 
ovary  was  converted  into  an  abscess  containing  scrofulous  pus. 
The  subject,  a  girl,  aged  eighteen,  died  of  psoas  abscess,  and 
scrofulous  disease  of  the  medulla  oblongata. 

Some  may  question  the  tubercular  nature  of  the  matter  con- 
tained in  tbe  ovaries  of  these  and  similar  specimens ;  but  the 
probability  that  the  ovaries  thus  involved  should  be  affected  by 
disease  different  in  character  from  that  which  invaded  so  many 
other  structures  in  the  body  is  infinitely  small.  In  the  case  of 
cancer  being  diffused  through  various  structures  and  organs, 
the  cancerous  nature  of  similar  disease  found  in  the  ovary  is 
not  questioned. 

Baillie  described  "  scrofulous  ovaria."  "  The  ovaries,"  he 
says,  "  are  sometimes  changed  into  a  true  scrofulous  matter, 
intermixed  with  cells." 
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Dr.  Bristowe  'demonstrated  (Path.  Trans,  vol.  vi.)  the  tuber- 
culous nature  of  an  ovary,  diseased  in  common  with  the  tubes 
and  uterus.  The  Fallopian  tubes  were  filled  with  soft  tuber- 
cular matter.  The  cavity  of  the  uterus  was  distended  by  a  mass 
about  as  large  as  a  pigeon's  egg,  of  sottish,  opaque,  yellowish- 
white  cheese-like  tubercle.  The  mucous  membrane  of  the 
fundus  was  wholly  deficient,  and  the  subjacent  muscular  tissue 
was  irregularly  destroyed,  the- tubercular  deposit  at  many  parts 
extending  into  the  substance  of  the  muscle.  The  os  and  cervix 
uteri  were  somewhat  congested ;  they  were  otherwise  healthy. 
The  right  ovary  was  healthy.  The  left  ovary  contained  two  masses 
of  tubercular  deposit,  one  about  as  large  as  a  horse-bean,  the 
other  as  large  as  a  Spanish  nut.  The  deposit  exactly  resembled 
that  in  the  uterus  and  tubes.  Bristowe  says  the  same  thing 
has  been  satisfactorily  demonstrated  by  Dr.  Ogle.  Bernutz  and 
Groupil  also  describe  an  autopsy,  in  which,  with  much  other 
disease,  including  tubercular  lungs,  they  found  both  ovaries 
containing  crude  tubercles,  just  like  those  met  with  in  the 
testicle. 

The  course  run  by  tubercle  in  the  ovary,  the  disease  in  this 
organ  being  generally  secondary,  and  of  minor  import  than  its 
concomitant  presence  in  the  lungs  or  other  organs,  scarcely  calls 
for  independent  consideration.  Advancing  disease  elsewhere, 
and  attendant  exhaustion  of  the  whole  system,  preclude  the  idea 
of  directing  any  special  treatment  to  the  ovary.  Where,  how- 
ever, the  ovary  is  converted  into  a  sac  containing  tuberculous 
pus,  it  is  conceivable  that  this  may  burst,  and  thus  precipitate 
death,  by  causing  peritonitis. 

Cancer  of  the  Ovary, 

Cancer  resembles  tubercle  in  being  a  diffusive  disease.  More 
frequently  than  tubercle  it  is  primary  in  the  ovary.  But,  still, 
in  the  majority  of  cases,  by  the  time  at  least  that  it  attracts 
attention  in  the  living,  and  almost  always  as  it  is  seen  in  the 
dead,  cancer  has  invaded  other  organs  as  well.  It  is  frequently 
consecutive  upon  disease  of  the  uterus  and  the  pelvic  and 
abdominal  glands. 

The  secondary  invasion  of  the  ovary  by  cancer  was  accurately 
made  out  in  a  specimen  exhibited  by  Dr.  Bristowe  to  the 
Pathological  Society.  In  this  case  innumerable  cancerous  no- 
dules were  attached  to  the  peritoneum.  There  was  also  an 
ovarian  tumour  showing  cancerous  disease.  The  ovarian 
tumour  was  essentially  unilocular.  It  was  originally  an 
ovarian  cystic  tumour,  the  parietes  of  which  had  become 
secondarily  involved  in  cancerous  disease  from  its  peritoneal 
connection. 
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Next  to  cystic  disease,  cancer  is  the  most  frequent  disease  of 
the  ovary.  It  is  often  combined  with  the  cystoid  formation. 
Every  form  of  cancer  may  be  reproduced  in  the  ovary.  It 
frequently  appears  as  medullary  carcinoma,  in  the  form  of  a 
distinct  mass,  or  of  a  roundish  tuberous  tumour  completely 
supplanting  the  ovary,  and  growing  to  the  size  of  a  fist,  or  of  a 
child's  head,  or  bigger.  In  some  places  it  resembles  in  its 
firmness  and  the  preponderance  of  its  framework,  the  fibrous 
cancer,  in  others  it  is  soft,  very  juicy,  fluctuating,  encephaloid. 
The  degenerated  ovary  is  sometimes  free,  but  mostly  united  to 
surrounding  structures  by  adhesion.  In  some  rare  cases,  says 
Kokitansky,  carcinoma  of  the  ovary  arises  from  the  degene- 
ration of  a  corpus  luteum. 

Often,  the  medullary  cancerous  degeneration  is,  in  size  and 
form,  symmetrical.  It  occurs  especially  in  young  persons  as  a 
primitive  disease.  It  is  also  associated  with  cancer  of  the 
uterus,  breast,  liver,  peritoneum,  stomach,  intestine,  and  lumbar 
glands ;  and  appears  as  a  part  of  a  general  wide-spread  cancer 
formation. 

How  cancer  may  invade  an  ovary  in  the  midst  of  active 
function  is  illustrated  in  a  specimen  (No.  2640)  in  the  College 
of  Surgeons.  It  consists  of  a  uterus,  with  ovaries  and  appen- 
dages. "  There  is  a  well- formed  foetus,  of  about  five  months, 
with  its  membranes  and  placenta  within  the  uterus.  The 
ovaries  are  both  extensively  diseased — enlarged.  The  tissue 
of  the  left  is  soft,  flocculent,  and  vascular ;  that  of  the  right  is 
replaced  by  a  collection  of  cysts,  most  of  which  are  filled  with 
soft,  laminated,  and  apparently  medullary  substance." 

In  St.  Thomas's  Museum  is  a  similar  specimen  (No.  FF.  51). 
Both  ovaries  are  of  ovoid  shape,  much  nodulated  on  the  surface, 
and  not  presenting  in  any  part  the  appearance  or  structure  of 
ovary.  They  appear  to  consist  entirely  of  medullary  (encepha- 
loid) matter.  The  same  disease  was  found  in  the  mammoe  and 
liver.  The  woman  was  five  months  pregnant  with  a  well- 
formed  foetus. 

Medullary  cancer  occurs  upon  the  cyst- walls  and  the  cyst- 
cavities,  especially  in  the  form  of  villous  cancer.  The  gela- 
tinous cancer  thus  appears  in  the  cystoid  growths.  On  the  inside 
of  the  cysts,  here  and  there,  are  seen  flat,  rounded,  medullary 
knots  ;  or  villous,  cauliflower-like  excrescences.  Both  grow  from 
all  points  of  the  cyst- wall,  until  they  fill  the  cavity;  and  at 
length  the  growth  may  penetrate  the  wall,  so  that  the  medul- 
lary carcinoma  grows  free  in  the  peritoneal  cavity,  seizing 
neighbouring  structures,  and  the  whole  cystoid-formation 
becomes  fixed  in  all  directions.  This  cysto- carcinoma  also 
often  occurs  symmetrically  in  both  ovaries — more  commonly 
so  in  the  more  mature  periods  of  life. 

Cancer  of  the  ovary  is  most  frequently  seen  in  the  ence- 
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phaloid  form.  It  may  attain  considerable  size,  forming  a 
globular  mass,  with  spheroidal  knobby  projections.  Courty 
relates  a  case  in  which  a  tumour  of  this  kind,  weighing  about 
eleven  pounds,  left  the  corresponding  tube  quite  unaffected, 
whilst  there  was  congestive  hypertrophy  of  the  uterus,  and 
return  of  haemorrhages  simulating  the  menses  in  a  woman 
who  had  passed  the  menopause.  The  encephaloid  masses, 
diffluent  in  several  places,  appeared  to  have  arisen  in  the 
Graafian  vesicles,  so  encysted  were  they ;  they  even  seemed, 
as  Rokitansky  pointed  out  in  other  cases,  to  have  sprung 
up  on  the  internal  membrane  of  the  vesicle,  preserving  there 
an  areolar  or  alveolar  aspect,  whilst  the  centre  was  filled 
with  liquid,  chiefly  blood.  Several  of  the  cysts  were  dis- 
tended with  blood,  the  result  of  internal  haemorrhage.  In 
some  of  the  cysts  some  black  pigment  was  accumulated  in 
the  walls. 

Cancerous  tumours  of  the  ovary  sometimes  come  under  the 
category  of  solid  tumours.  Thus,  the  specimen  (No.  2246i5) 
in  Gruy's  Museum  shows  "  both  ovaries  affected  by  carcinoma, 
which  has  converted  them  into  solid  tumours,  about  the  size  of 
the  human  kidney.  The  subject,  aged  40,  was  under  Dr.  Grull 
for  carcinoma  of  the  brain,  breast,  and  various  other  parts.  She 
was  delivered  prematurely  of  a  child  in  hospital,  a  few  weeks 
before  her  death. " 

"  The  most  remarkable  examples  of  hard  cancers  with  fibrous 
tumours  that  I  have  yet  seen,'7  says  Paget,  "  have  been  in  the 
ovaries  of  certain  patients  with  common  hard  cancers  of  the 
stomach  or  breast.  In  these  cases  the  place  of  the  ovary  on 
either,  or  on  both  sides,  is  occupied  by  a  nodulated  mass  of 
uniformly  hard,  heavy,  white,  and  fibrous  tissue.  The  mass 
appears  to  be  generally  of  oval  form,  and  may  be  three  or  more 
inches  in  diameter.  Its  toughness  exceeds  that  of  even  the 
firmest  fibrous  tumours,  and  its  component  fibres,  though  too 
slender  to  be  measured,  are  peculiarly  hard,  compact,  closely 
and  irregularly  woven.  With  these  I  have  found  only  few  and 
imperfect  cancer-cells,  with  more  numerous  nuclei,  elongated 
and  slender.  They  are  not  mingled  with  elastic  or  other 
4  yellow- element ■  fibres." 

The  following  case  (No.  31.76)  in  St.  Bartholomew's 
Museum  suggests  how  narrow  is  occasionally  the  line  of 
demarcation  between  malignant  disease  of  the  ovary  and  the 
presumed  fibrous  disease  of  that  organ.  The  specimen  exhibits 
the  uterus  and  ovaries  : — "  The  place  of  each  ovary  is  occupied 
by  a  large,  hard,  oval  tumour,  nodulated  on  its  external 
surface.  The  tumours  consist  of  a  very  dense  and  hard, 
obscurely  fibrous  tissue;  and  upon  the  surface,  as  well  as  in  the 
interior  of  each,  there  are  small  membranous  cysts,  which  con- 
tained a  serous  fluid.    The  uterus  was  healthy.    The  subject 


308 


OVARY, 


was  38  years  of  age  ;  her  breast  had  been  removed  three  years 
before  for  hard  cancer."  But  for  the  history,  the  general 
appearance  of  the  ovaries  might  be  taken  for  the  result  of 
fibrous  transformation. 

Melanosis  resembles  other  forms  of  malignant  disease  in  its 
diffusive  property.  I  have  not  met  with  example  or  record  of 
melanosis  limited  to  the  ovary.  Like  other  forms  of  malignant 
disease,  it  probably  almost  always  attacks  the  ovary  secondarily. 
There  is  a  good  example  (No.  31.16)  in  St.  Bartholomew's 
Museum :  "  The  ovaries  are  altered  in  form ;  their  natural 
structure  is  removed,  and  its  place  occupied  by  a  very  soft 
melanotic  matter.  There  are  also  some  small  circumscribed 
deposits  of  melanotic  matter  in  the  peritoneum  covering  the 
uterus.  Taken  from  a  young  woman  in  whom  melanosis 
existed  in  many  other  organs." 

In  St.  Greorge's  Museum  (XIY.  112)  is  a  specimen  of  "  simple 
cysts  in  each  ovary.  The  following  note  is  probably  written 
by  Sir  B.  Brodie: — The  cysts  contained  a  thick,  black,  unctuous 
and  nauseous  substance  of  the  consistence  of  tar.  A  small 
polypus  is  attached  to  the  cervix ;  a  small  ulcer  is  seen  in  the 
interior  of  the  fundus.  The  woman  had  her  knee  amputated 
for  fungus  heematodes  by  Sir  Benjamin  Brodie,  and  the 
disease  of  the  organs  of  generation  was  not  known.  Is  the 
colour  of  the  ovarian  fluid  owing  to  the  same  substance  as 
melanosis  ?" 

In  the  College  of  Surgeons  (No.  2642)  is  a  specimen  of 
melanosis  of  the  ovary.  There  was  similar  disease  over  the 
peritoneum,  omentum,  pleurae,  and  lungs.  The  sternum,  ribs, 
cranial  bones,  &c,  were  black,  brittle,  unusually  soft.  The 
uterus  appeared  healthy.  This  specimen  came  from  the  museum 
of  Robert  Liston.  No.  2642a  is  another  melanotic  ovary. 
The  disease  involves  the  uterus  and  other  parts.  The  specimen 
was  presented  by  Lawrence. 

The  frequent  transition  from  the  cystic  tumour  to  colloid 
cancer  suggests  the  suspicion  that  some  forms  at  least,  especially 
the  proliferous,  partake  of  the  cancerous  character.  If  this  be 
assumed,  then  the  primary  origin  of  cancer  in  the  ovary  must 
be  admitted  to  be  frequent.  The  history  of  pathological 
processes  does  not,  I  believe,  lend  much  confirmation  to  the 
hypothesis  of  the  ready  convertibility  of  one  form  of  morbid 
product  into  another.  For  example,  if  I  may  appeal  to  my 
own  observation,  I  should  say  that  fibroid  tumours  of  the 
uterus  are  not  greatly  more  liable  to  the  invasion  of  cancer 
than  is  the  normal  tissue  of  the  uterus.  Cancer  of  the 
uterus  begins  as  cancer,  and  not  as  any  other  disease.  So 
far,  then,  as  analogical  reasoning  may  be  trusted,  that 
which  in  its  advanced  stages  is  obviously  cancer,  in  the  ovaries, 
as  elsewhere,  is  cancer  ab  initio.     That  cancer  of  the  ovary 
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preserves,  for  a  comparatively  lengthened  time,  its  exclusive 
habitat  in  the  ovary  before  spreading  to  other  parts,  may  be 
explained  by  the  comparatively  isolated  terminal  position  of 
the  ovary. 

Cancer  certainly  appears  to  linger  longer  in  the  ovary  with- 
out contaminating  other  parts  than  it  does  in  the  uterus. 
These  considerations  must  weigh  greatly  in  favour  of  regard- 
ing the  compound  proliferous  cysts  of  the  ovary  practically 
as  non-malignant,  and  therefore  as  being  suitable  for  extir- 
pation. 

The  strong  innate  disposition  of  the  ovary  to  develop  cystic 
formations  may  determine  the  frequent  assumption,  by  the 
original  cancerous  element,  of  the  cystic  or  alveolar  form. 

Cancerous  disease  of  the  ovary,  as  elsewhere,  occurs  more 
frequently  in  middle  life-  and  later  life ;  but  it  may  arise  in 
childhood. 

When  cancer  has  existed  some  time  in  its  pronounced  forms, 
and  especially  when  the  broad  ligaments  and  glands  of  the 
pelvis  and  abdomen  are  involved,  ascites  is  a  frequent  com- 
plication. 

The  course  of  ovarian  cancer  is  frequently  involved  in  that  of 
malignant  disease  elsewhere  ;  but  it  not  uncommonly  takes  the 
lead  in  producing  the  cachexia  and  peritonitis  which  causes  the 
fatal  issue. 

The  colloid  cancer  grows  rapidly,  and  to  a  large  size  ;  but 
does  not  quickly  tend  to  destroy  life  by  contaminating  the 
system.  The  opportunities  of  examining  the  primary  stages 
of  its  formation  are  therefore  rare,  except  in  cases  where  the 
affected  ovaries  have  been  removed  by  operation.  Mr.  Heath 
exhibited  to  the  Pathological  Society  (Path.  Trans,  vol.  xvi.) 
a  specimen  of  cancer  of  both  ovaries,  in  which  death  was 
produced  by  obstruction  of  the  bowels. 

The  circumstances  which,  according  to  Dr.  T.  Gallard 
Thomas,  who  has  written  a  valuable  memoir  on  Malignant 
Diseases  of  the  Ovaries,*  most  prominently  point  to  the 
development  of  the  disease,  are  : — "  1st.  The  rapid  develop- 
ment of  a  solid  tumour  in  an  ovary,  with  2.  Marked 
depreciation  of  the  strength,  spirits,  and  general  condition. 
•3.  The  occurrence  of  oedema  pedum  and  spanaemia  at  an  early 
period,  and  consequently  dependent  upon  a  general  blood- 
state,  and  not  the  consequence  of  pressure,  4.  Lancinating 
and  burning  pains  through  the  tumour.  5..  Cachectic  aspect. 
6.  The  occurrence  of  ascites  without  evidence  of  cirrhosis  or 
other  hepatic  disease;  organic  disease  of  the  kidneys,  or  heart, 
or  chronic  peritonitis  ;  the  fluid  accumulating  in  such  large 
amounts  as  to  force  aside  the  supernatant   intestines,  and 
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produce  dulness  in  place  of  resonance  on  percussion  in  dorsal 
decubitus." 

These  signs  must,  however,  be  taken  with  some  qualifications. 
(Edema  of  the  legs  and  ascites  are  not  constant,  even  at  stages 
when  the  disease  has  produced  marked  ravages  upon  the  general 
system.  I  have,  moreover,  found  it  in  practice  difficult  to 
distinguish  solid  malignant  ovarian  tumours  from  malignant 
disease  around  the  caput  coli.  It  is  not,  indeed,  very  important 
in  a  therapeutical  point  of  view  to  make  the  diagnosis,  since 
in  either  case  the  treatment  would  be  the  same. 

Solid  Tumours  of  the  Ovary. — For  want  of  more  precise  patho- 
logical materials  for  discrimination,  it  is  convenient  to  group 
certain  tumours  of  the  ovary  under  this  general  term.  On 
clinical  grounds  this  distinct  recognition  of  solid  tumours  of  the 
ovary  is  of  great  value.  The  solid  tumours  include  not  only 
fibrous  or  fibro-cystic  tumours,  but  tubercular  and  malignant 
tumours  of  the  ovary.  Solid  tumours  in  the  ovary  then,  fre- 
quently, are  a  local  expression  of  diffusive  disease  which 
involves  other  organs  as  well.  This  consideration  of  the  cha- 
racters of  solid  tumours,  will  strengthen  the  rule  not  to  attempt 
the  extirpation  of  solid  ovarian  tumours.  Of  what  use,  for 
example,  would  it  be  to  remove  a  cancerous  ovary,  when  it  is  in 
the  highest  degree  probable  that  the  disease  has  extended  to 
other  organs  ? 

A.  Fibrous  or  flhro-muscular  tumours  of  the  ovary  are  so  rare 
that  their  existence  has  been  doubted.  In  some  instances 
where  it  has  been  concluded  that  one  or  both  ovaries  had  been 
the  seat  of  fibrous  tumours,  it  is  reasonable  to  conjecture  that 
the  tumours  really  arose  in  the  uterus,  and,  becoming  peduncu- 
lated, pressed  upon  the  ovaries,  whose  proper  structures  became 
obscured.  At  the  same  time,  since  fibrous  and  non-striated 
muscular  elements  form  a  natural  constituent  of  the  ovary, 
there  is  sound  histological  reason  for  admitting  the  possibility 
of  tumours  being  developed  from  exaggerated  extension  of  these 
elements. 

There  is  a  specimen  in  the  London  Hospital  Museum  de- 
scribed by  Dr.  Eamsbotham  (No.  Ea.  27)  as  "a  large  fibro- 
muscular  tumour  projecting  from  the  fundus  uteri.  The 
ovaries  are  as  large  as  a  hen's  egg,  nodular  surface,  and  con- 
verted into  dense  fibrous  masses." 

Cruveilhier  had  drawn  attention  to  the  fact  that  fibrous 
tumours  were  found  implanted  upon  or  in  the  substance  of 
the  ovary,  which  by  their  structure  could  not  be  distinguished 
from  fibroid  tumours  of  the  uterus.  He  observed  that  they 
were  often  found  at  the  same  time  in  both  organs,  as  in  the 
specimen  referred  to  of  Dr.  Hamsbotham.  Dr.  Baillie  also  was 
struck  with  the  identity  of  structure,  and  observed  that  these 
tumours  of  the  ovary  ran  the  same  course,  and  were  liable  to  the 
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same  cartilaginous  and  bony  transformations  as  the  fibroids  of 
the  uterus. 

In  Guy's  Museum  is  a  specimen  (No.  2246)  consisting  of 
uterus  and  ovaries.  "  The  latter  are  converted  into  large 
tumours,  each  the  size  of  a  cocoa-nut,  by  the  production  of  a 
fibro-plastic  material.  The  stomach  was  affected  in  the  same 
way  by  a  growth  which  resembled  that  seen  in  the  recurrent 
fibroid  tumours." 

There  is  a  specimen  in  Guy's  Museum  of  both  ovaries  converted 
into  solid  tumours  (No.  2225).  Both  ovaries  are  uniformly 
enlarged  to  the  size  of  one's  fist,  smooth  externally,  and  com- 
pact internally.  The  growth  is  seen  to  consist  of  fibro-plastic 
material,  rather  than  cancerous.  The  woman  had  borne 
children.  The  tumours  commenced  after  cessation  of  menstrua- 
tion, and  caused  a  swelling  above  the  pubes.  The  case  is 
alluded  to  by  Dr.  Bright,  who  says  it  is  difficult  to  determine 
whether  the  tumours  are  malignant  or  scrofulous.  The 
tumours  are  quite  smooth  externally,  and  the  section  exhibits  a 
perfectly  homogeneous  appearance. 

Guy's  Museum  also  contains  another  specimen  (No.  224660). 
The  ovaries  are  converted  into  solid  hard  oval  tumours  com- 
posed of  fibro-plastic  material.  Each  weighed  about  three 
pounds.  One  contains  three  or  four  cysts.  They  are  smooth 
on  the  surface.  The  patient  was  admitted  for  ovarian  disease, 
took  pleurisy  and  died. 

Scanzoni  says  he  has  known  only  four  cases  in  which  autopsy 
verified  the  fibrous  nature  of  a  tumour  diagnosed  during  life. 
The  smallest  was  the  size  of  a  goose's  egg  ;  it  was  spherical, 
elongated,  hard  as  cartilage,  and  almost  without  vessels.  The 
biggest  had  exceeded  the  size  of  a  man's  head ;  its  section 
showed  a  concentric  disposition  of  its  fibres  around  several 
centres ;  its  tissue  was  loose,  enclosing  numerous  vessels,  and, 
in  some  places  the  veins  presented  an  organization  resembling 
that  of  the  corpora  cavernosa ;  it  weighed  about  twenty  pounds ; 
it  was  irregular,  as  if  formed  of  several  tumours  compressed 
against  each  other.  There  remained  no  trace  of  the  normal 
tissue  of  the  ovary,  and  in  the  other  ovary  were  several  drop- 
sical vesicles,  some  as  large  as  a  pigeon's  egg.  The  patient  had 
died  of  Bright' s  diseased 

A  specimen  in  St.  George's  Museum  (No.  XIV.  140)  seems 
to  offer  the  clearest  features  of  a  fibrous  tumour  of  the  ovary. 
It  is  represented  in  Fig.  66.  It  is  described  in  the  catalogue  as 
"  A  fibrous  tumour  of  the  ovary  from  a  woman  aged  50,  who  died 
of  disease  of  the  heart.  The  uterus  also  contained  a  fibrous 
tumour  in  its  walls."  The  position  of  the  tumour  in  this  case 
in  the  centre  of  the  ovary  excludes  the  objection  urged  against 
other  cases,  that  its  origin  might  be  uterine.  The  coincidence 
of  fibroid  tumour  in  the  uterus  so  often  observed,  points  to  a 
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general  disposition  in  the  fibro-muscular  elements  of  the  uterus, 
broad  ligaments,  and  ovaries  to  undergo  like  transformations. 
This  tissue,  it  is  known,  is  intimately  connected  throughout  all 
these  organs. 

The  affinity  of  these  tumours  with  fibroids  of  the  uterus  is 
illustrated  by  a  specimen  which  Mr.  Wells  exhibited  (Path. 
Trans,  vol.  x.)  of  a  fibrous  tumour  of  the  ovary  found  alter 
death.  It  was  of  the  size  of  a  large  cocoa-nut.  A  section  of 
the  tumour  showed  that  it  was  composed  of  fibrous  tissue, 
the  denser  parts  being  calcified  by  a  deposit  of  carbonate  of 
lime. 

A  specimen  was  exhibited  at  the  Obstetrical  Society  last  year 
which  was  examined  by  Dr.  Wilson  Fox,  who  described  it  as  a 
"  loculated  fibroid ;  as  having  in  the  more  central  and  trans- 
parent parts  of  the  loculi  a  great  number  of  non-striated 
muscular  fibres."  Mr.  Wells  says  he  has  seen  only  two 
instances.  He  removed  "  two  tumours  which  were  really 
fibrous  tumours  of  one  ovary,  the  right  in  both  cases.  One 
weighed  nine  ounces,  the  other  four  pounds  and  a  half.  In 
both  cases  there  was  a  large  quantity  of  fluid  in  the  peritoneal 
cavity.  One  patient  was  in  the  third  month  of  pregnancy. 
Both  recovered.  One  of  these  tumours  is  now  in  the  Museum 
of  the  College  of  Surgeons." 

In  St.  Thomas's  Museum  is  a  specimen  (No.  FF.  47)  show- 
ing "  the  half  of  a  large,  fibrous,  kidney-shaped  tumour  of 
the  right  ovary,  with  the  uterus  attached.  The  entire  tumour 
weighed  five  pounds  and  a  half ;  it  is  deeply  fissured  on  its 
external  surface  ;  and  in  parts,  is  covered  by  a  false  membrane, 
where  it  had  adhered  to  the  abdominal  parietes.  When  recent, 
it  was  highly  vascular,  and  of  fleshy  consistence  ;  its  structure 
is  throughout  closely  intersected  by  dense  fibrous  bands.  From 
a  woman  aged  22." 

Another  specimen  in  St.  George's  Museum  (XIY.  139) 
further  illustrates  the  subject.  It  consists  of  the  "  uterus  and 
ovaries.  The  latter  are  observed  considerably  enlarged,  and 
have  undergone  transformation  into  dense  fibrous  structure ;  a 
small  mass  of  calcareous  matter  has  been  deposited  in  the  left 
ovary.  Two  of  the  Nabothian  glands  of  the  cervix  uteri  are 
slightly  enlarged.  This  calcareous  degeneration  is  presump- 
tive evidence  of  the  fibro-muscular  nature  of  the  tumour. 

In  most  of  the  presumed  fibrous  tumours  the  cystic  cavities 
have  been  the  most  noticeable  features.  The  cysts  may  be 
more  or  less  obliterated  by  the  hyperplastic  condition  of  their 
walls.  These  overgrown  partitions  are  made  up  of  a  fibrous 
vascular  mass,  not  in  any  way  distinguishable  from  that  usually 
seen  in  cyst- walls.  This  kind  of  fibrocystic  tumour  grows  very 
rapidly,  and  has  a  strong  hemorrhagic  disposition,  causing  also 
in  some  cases  effusion  of  blood  into  the  cyst-cavity,    A  speci- 
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men  is  thus  described  by  Dr.  Ritchie.  "  On  making  a  section 
through  this,  it  was  found  to  be  invested  on  every  side  by  a 
firm  fibrous  capsule,  about  two  lines  in  thickness.  This  capsule 
sent  projections  into  the  interior  of  the  tumour,  and  these 
projections  met  and  crossed  each  other  at  different  angles,  so 
as  to  form  a  network.  From  the  interstices  of  the  network 
projected  a  number  of  thin-walled  translucent  vesicles,  containing 
a  colourless  fluid.  The  largest  did  not  exceed  the  size  of  a 
small  plum,  whilst  the  smallest  were  mere  specks.  Most  of  the 
larger  ones  had  been  forced  into  an  elongated  oval  shape,  and 
as  they  projected  from  the  fibrous  network,  the  latter  formed  a 
sort  of  collar  which  embraced  them.  Some  of  the  vesicles  were 
very  vascular,  receiving  little  trunks  of  vessels,  which  run 
along  the  fibrous  bands.  The  vesicles  could  be  enucleated 
entire.  They  appeared  to  be  formed  by  a  basement  membrane, 
epitheliated  internally,  and  covered  externally  with  shreds  of 
fibrous  tissue." 

It  appears  then  to  be  highly  probable  that  most  of  the 
apparent  fibrous  tumours  of  the  ovary  differ  from  undoubted 
cystic  tumours,  chiefly  in  the  greater  relative  proportion  of 
the  fibrous  walls,  and  the  lesser  development  of  the  cysts. 
Scanzoni's  larger  specimen  referred  to  above  seems  to  confirm 
this  view. 

Dr.  Wilks  reporting  on  three  tumours  of  the  ovary  exhibited 
to  the  Pathological  Society*  says  the  specimens  referred  to, 
afford  examples  of  the  various  grades  of  disease  which  the 
ovaries  may  undergo.  We  may  see  in  them  the  connection 
between  a  hard  fibrous  tumour  and  the  simple  cystic  disease. 
We  may  have  in  the  first  place  a  multilocular  cystic  disease  ; 
then  a  similar  disease  with  the  addition  of  solid  fibro- 
cellular  growths  between  the  sacs ;  thirdly,  a  disease  made  up 
of  the  same  parts,  but  where  the  solid  predominates ;  fourthly, 
a  uniform  fibrous  tumour ;  and  lastly,  a  hard .  dense  fibrous 
growth  resembling  the  analogous  tumour  in  the  uterus." 

Dr.  Bristowe  and  Mr.  Hutchinson,  who  also  examined  the 
specimens,  confirm  the  opinion  of  Dr.  Wilks,  that  one  of  them 
was  of  the  same  nature  as  ordinary  cystic  ovarian  tumour,  but 
that  the  intercystic  or  solid  tissue  had  been  developed  in  a  far 
greater  proportion  than  ilsual. 

Dr.  Bristowe  and  Mr.  Hutchinson  suggest  that  the  absence 
of  muscular  fibres  in  ovarian  tumours  distinguishes  them  from 
the  uterine  tumours.  They  admit  that  large  fibrous  tumours 
may  grow  from  the  ovary. 

B.  Enehondrowatous  Tumours. — Kiwisch  says  he  has  observed 
two  examples  of  this  tumour.  In  one,  cartilaginous  concretions 
surrounded  the  ovary  in  the  form  of  numerous  scales  or  rounded 

*  Pathological  Transactions,  vol.  ix. 
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protuberances.  In  the  other  case  the  right  ovary  was  entirely 
transformed  into  a  tumour  the  size  of  the  fist,  surrounded  with 
false  membranes  of  which  the  external  layers  enclosed  carti- 
laginous nodules,  coarse  and  hard,  whilst  the  interior  of  the 
tumour  resembled  a  cartilaginous  mass,  hyaline  and  of  less 
density. 


CHAPTER  XXIX. 


OVARIAN  CYSTIC  TUMOURS  :  THEIR  NATURE  —  SIMPLE  ; 
MULTIPLE  ;  PROLIFEROUS  ;  CYSTO- SARCOMATOUS  ;  TUBO- 
OVARIAN— CONTENTS  OF  OVARIAN  CYSTS:  DERMOID 
CYSTS. 

Tumours  of  the  ovary  may,  for  clinical  purposes,  in  the  first 
place  be  divided  roughly  into  solid  and  cystic.  The  solid 
tumours  have  been  described  in  the  preceding  chapter.  The 
cystic  are  the  most  common,  and  practically  the  most  im- 
portant. 

Ovarian  cysts  are  distinguished  by  Paget  as  1.  Simple  or 
barren,  containing  fluid  or  unorganized  matter ;  and  2.  Com- 
pound or  proliferous,  containing  variously  organized  matters. 
They  may  further  be  usefully  distinguished  as  Malignant  or 
benign.  All  these  tumours,  on  account  of  their  glandular  origin, 
are  grouped  together  as  adenoid.  In  association  with  ovarian 
cysts  proper  it  is  convenient,  and  even  necessary,  to  study  certain 
extra-ovarian  or  pseudo-ovarian  cysts.  For  example,  there  are 
cysts  which  are  developed  in  the  broad  ligaments,  or  which  are 
formed  in  structures  so  close  to  the  ovaries  that  they  easily 
simulate  ovarian  cysts  in  the  living,  and  are  not  always  easily 
distinguished  by  dissection  in  the  dead.  These  will  be  described 
in  the  chapters  devoted  to  the  Pathology  of  the  Broad  Liga- 
ments, and  of  the  Fallopian  Tubes. 

1.  Simple  ovarian  cysts.  The  most  simple  idea  of  an  ovarian 
cystic  formation  is  derived  from  the  observation  of  certain 
specimens  of  distention  or  enlargement  of  Graafian  sacs  in  the 
early  stage.  By  examining,  for  example,  such  a  specimen  as 
that  represented  in  Fig.  67,  which  represents  a  section  of  an 
ovary  in  St.  Bartholomew's  Museum,  one  cannot  help  being 
struck  with  the  appearance  of  the  cysts  arranged  in  a  row  close 
to  the  free  border  of  the  ovary,  just  as  the  Graafian  sacs  are 
disposed  in  the  normal  ovary.  These  are,  in  fact,  morbidly- 
dilated  Graafian  sacs.  In  different  specimens  we  may  see 
similar  appearances,  the  cysts  being  larger  and  larger,  until 
their  distinct  existence  is  lost  by  the  septa  between  them 
being  absorbed  by  pressure  and  atrophy. 
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That  such,  is  the  real  history  and  nature  of  the  ordinary 
simple  ovarian  cyst  is  proved  by  the  following  observations. 
1.  The  structure  of  its  walls  is  identical  with  that  of  the 
Graafian  sac.  2.  Rokitansky  *  has  found  ova  in  cysts  of  this 
kind  ;  and  this  very  interesting,  if  not  crucial  fact,  was  verified 
by  the  late  Dr.  Ritchie  in  1864,  in  the  ovaries  of  a  woman 
operated  upon  by  Mr.  Spencer  Wells.  Both  tumours  contained 
a  number  of  small  cysts,  which  were  evidently  enlarged 
Graafian  follicles.  Mr.  Wells  submitted  the  specimens  to  Dr. 
Woodham  Webb  for  examination.     Dr.  Webb  reported  f  as 


Fig.  67.— (Nat.  size.) 

SECTION  OF  OVARY.     EARLY  STAGE  OF  CYSTIC  DISEASE, 


Fig.  68.— (Nat.  size.) 

OUTER  SURFACE  OF  OVARY,  SHOWING  PROMINENCES  OF  DILATED  GRAAFIAN  FOLLICLES. 

Same  spec,  as  Fig.  67. 

follows  : — "  Both  the  tumours  you  sent  to  me,  after  their 
removal  from  a  woman  54  years  old,  were  growths  in  excess 
of  true  ovarian  structure.  The  multilocular  character  was 
produced  by  clusters  of  ovisacs  of  various  sizes.  Ova,  with 
the  other  natural  contents,  were  to  be  found  in  all  the  small 
sacs.  The  fibrous  coats  of  the  larger  sacs  were  thickened,  and 
had  many  secondary  sacs  developed  in  them.  The  interior  was 
lined  with  epithelium,  which  in  some  instances  had,  by  par- 

*  Wochenblatt  d.  Zeitschrift  d.  kk.  Gesellschaft  d.  Aerzte  zu  Wien,  1855. 
f  Mr.  Spencer  Wells,  "  Diseases  of  the  Chraries,"  1872. 
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thenogenetic  enlargement  and  successive  buddings  of  the  cells, 
given  rise  to  bunches  of  grape-like  growths — repeated  genera- 
tions of  imperfect  ova.  The  whole,  therefore,  was  nothing  more 
than  a  reproduction  in  the  human  subject  of  conditions  which 
are  natural  in  some  of  the  lower  creatures." 

Dr.  Ritchie  further  says  : — *  "  Since  August,  1864,  I  have 
succeeded  in  finding  ova  in  a  large  number  of  ovarian  cysts. 
Some  of  the  ova  were  perfect,  with  a  sharply-defined  zona 
pellucida,  a  germinal  vesicle,  and  a  germinal  spot ;  others  were 
more  or  less  imperfect,  many  having  the  appearances  mentioned 
by  Rokitansky.  I  have  never  found  an  ovum  in  a  loculus 
larger  than  a  cherry,  and  never  in  a  loculus  which  contained 
jelly-like  contents." 


Fig.  69.— Middlesex  Museum. 


SHOWING  INCIPIENT  CYSTIC  ENLARGEMENT  OF   THE  GRAAFIAN  FOLLICLES  IN  BOTH  OVARIES. 

3.  Cystic  disease  of  the  ovary  rarely  begins  except  during 
the  period  of  normal  ovarian  activity.  Cysts  have  indeed  been 
found  in  young  girls,  even  under  ten ;  but  menstruation  some- 
times is  premature  ;  and  some  cysts  springing  from  the  broad 
ligaments  may  have  been  erroneously  regarded  as  ovarian. 

4.  Cysts  are  more  frequent  in  the  ovaries  than  in  any  other 
organ  ;  and  in  many  respects  they  differ  from  the  cysts  seen 
elsewhere.  The  small  cysts  sometimes  seen  on  the  peritoneal 
investment  of  the  ovary  and  of  the  uterus  are  different  in 
nature  from  the  true  ovarian  cyst. 

*  "  Ovarian  Physiology  and  Pathology,"  I860. 
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Although  it  is  frequently  the  case  that  several,  if  not  many 
Graafian  sacs  are  affected  together,  this  is  not  always  so.  Even 
in  cases  where  one  or  more  sacs  have  become  so  large  as  to  have 
called  for  removal  by  abdominal  section,  menstruation  has  con- 
tinued, and  portions  of  healthy  ovary  have  been  found. 

Frequently  the  degeneration  of  the  follicles  is  symmetrical, 
both  ovaries  being  affected  in  a  similar  manner  as  in  the 
specimen  figured  (Fig.  69)  in  the  Middlesex  Hospital. 

There  is  an  excellent  "  Hunterian "  preparation  in  the 
College  of  Surgeons  (No.  2616),  showing  incipient  ovarian 
cystic  disease.  It  is  "  an  enlarged  ovary,  in  the  interior  of 
which  are  numerous  small  oval,  smooth-walled  cysts,  with 
distinct  thin  walls,  all  probably  enlarged  Graafian  vesicles." 

Up  to  a  certain  point  several  follicles  may  enlarge  with 
tolerable  uniformity,  as  in  Figs.  67,  69.  But  after  a  while,  one 
generally  takes  precedence  of  the  rest,  and  growing  more  rapidly 
compresses  them,  so  that  they  either  remain  small,  or  their 
walls  becoming  atrophied  and  thinned  under  the  compression 
of  their  nutrient  vessels,  the  cysts  hitherto  distinct  are  fused 
into  one.  By  a  kind  of  natural  selection  one  obtains  pre- 
dominance, absorbing  the  others,  or  destroying  them.  Some- 
times portions  of  the  minor  cysts  remain  in  the  form  of  pro- 
jecting processes,  constituting  chambers  or  loculi,  communi- 
cating with  the  large  cyst.  In  this  way  what  aie  called 
multiple  cysts  are  formed.  They  are  really  simple  in  their 
nature.  Although  multiple  in  number,  they  are  nothing  but 
agglomerations  of  simple  cysts,  and  do  not,  collectively  any 
more  than  singly,  possess  the  distinctive  property  of  the  com- 
pound or  proliferous  cyst,  that  of  self-multiplication  by 
endogenous  gemmation. 

In  some  cases  there  appears  to  be  one,  or  chiefly  one,  follicle 
affected,  and  when  this  happens  this  follicle  may  be  found  not 
at  the  periphery  of  the  ovary,  but  deeply  imbedded  in  the 
stroma.  In  these  cases  it  is  reasonable  to  surmise  that  the 
ovum  was  prevented  by  the  thickness  of  the  surrounding 
structure  from  making  its  way  to  the  surface  at  the  proper 
time  ;  that  the  effort  would  result  in  distention  of  the  sac,  the 
outpouring  of  an  excessive  quantity  of  blood  into  it ;  and  hence, 
if  the  epithelial  lining  retained,  as  it  is  likely  to  do,  its  proli- 
ferous virtue,  the  gradual  formation  of  a  cystic  tumour.  In 
University  College  Museum  (T  J)  is  a  good  specimen  of 
haemorrhage  into  the  ovary.  In  Guy's  Museum  is  another 
specimen  No.  223120),  showing  "  an  ovary  much  distended, 
having  been  filled  with  blood."    (See  Fig.  65.) 

Dysmenorrhea  is  in  my  experience  a  frequent  antecedent  of 
ovarian  dropsy,  when  this  disease  begins  during  the  period  of 
ovarian  function.  This  observation  corroborates  the  opinion 
that  some  obstruction  to  the  due  maturation  and  escape  of  ova 
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is  one  cause.  It  has  often  been  conjectured  that  a  single  life, 
by  suppressing  one  ovario-uterine  function  led  to  abnormal 
action  of  the  formative -force.  Out  of  Mr.  Spencer  "Wells'  500 
cases  221  were  unmarried,  and  18  were  widows.  On  the  other 
hand,  the  complication  of  ovarian  dropsy  with  pregnancy  is 
not  very  uncommon. 

What  is  the  beginning  of  this  transformation  of  the  Graafian 
follicles  ?  The  formative-force  is  peculiarly  active  in  the  ovary. 
If  interrupted  or  hindered  in  its  ordinary  progress,  it  may  be 
supposed  that,  still  persisting,  it  will  reveal  itself  in  abnormal 
results.  In  University  College  Museum  (No.  866)  is  an  in- 
teresting specimen,  which  may  serve  to  illustrate  the  effect  of 
obstruction  to  the  healthy  course  of  menstruation.  It  exhibits 
cysts  in  the  ovaries  and  tubes,  and  a  fibroid  tumour  of  the 
uterus  inside,  which  probably  obstructed  the  uterine  openings 
of  the  tubes.  Kigby  says  he  traced  in  one  case  an  ovarian 
dropsy  from  its  beginning  in  oophoritis.  Scanzoni  says  there 
is  no  doubt  that  dropsy  of  the  Graafian  follicles  is  sometimes 
caused  in  this  way :  the  menstrual  congestions  in  the  ovaries 
do  not  attain  sufficient  intensity  to  effect  the  bursting  of  the 
follicular  wall,  and  the  result  is  that  an  increase  of  secretion 
and  its  accumulation  in  the  cavity  thus  takes  place.  The 
follicular  wall  is  thus  gradually  hypertrophied,  and  by  the 
formation  of  new  vessels  causes  a  permanently  increased  secre- 
tion. The  comparatively  great  frequency  of  these  follicular 
dropsies  in  women  who  have  long  suffered  from  chlorosis  or 
other  diseases,  combined  with  amenorrhcea,  speaks  in  favour  of 
this  view. 

The  principal  varieties  of  the  complex  or  proliferous  ovarian 
cysts  have  been  described,  as  Paget  truly  says,  "  to  the  very 
life  "  by  Dr.  Hodgkin,  to  whom  we  are  indebted  for  the  first 
knowledge  of  their  true  pathology.  Hodgkin  divides  them 
into  two  principal  or  extreme  forms  of  endogenous  cysts ; 
namely,  those  which  are  broad-based  and  spheroidal,  imitating 
more  or  less  the  characters  of  the  parent  cyst,  and  those  that 
are  pedunculated,  clustered,  and  thin-walled.  Between  these 
forms  many  transitional  and  mixed  forms  may  be  found.  A 
typical  example  of  the  first  is  in  the  Museum  of  the  College  of 
Surgeons  (figured  p. '417,  Paget).  It  is  a  large  cyst,  with 
tough,  compact,  and  laminated  walls,  polished  on  both  their 
surfaces.  On  its  inner  surface  there  project,  with  broad  bases, 
many  smaller  cysts,  of  various  sizes  and  variously  grouped  and 
accumulated.  These  nearly  fill  the  cavity  of  the  parent  cyst ; 
many  of  them  are  globular  ;  many  deviate  from  the  globular 
form  through  mutual  compression ;  and  within  many  of  them 
are  similar  but  more  thickly- walled  cysts  of  a  third  order. 

Eespecting  the  mode  of  generation  of  the  endogenous  cysts, 
they  appear  to  be  derived  from  cell-germs,  developed  in  the 
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parent  cj^st-walls,  and  thence,  as  they  grow  into  secondary 
cysts,  projecting  into  the  parent  cavity ;  or  disparting  the  mid- 
layers  of  the  walls,  and  remaining  quite  enclosed  between 
them ;  or  more  rarely  growing  outwards,  and  projecting  into 
the  cavity  of  the  peritoneum. 

Dr.  Wilson  Fox  *  says,  "  All  the  forms  of  cysts  met  with  in 
the  ovary  originate  from  the  Graafian  follicles,  and  that  the 
multilocular  forms  are  not  the  result  of  any  special  degenera- 
tions of  the  stroma  of  the  ovary,  but  are  due  to  secondary 
formations  from  the  interior  of  parent  cysts  thus  formed."  He 
divides  them  into  three  classes.  The  first  and  most  frequent 
manner  in  which  secondary  cysts  are  formed  is  the  result  of  the 
production  of  a  series  of  glandular  structures,  presenting  a 
tubular  type,  on  the  inner  wall  of  the  parent  cyst.  Dr.  Fox 
describes  the  mode  of  formation  of  these  glands  as  differing 
from  those  of  other  glands,  which  for  the  most  part  originate 
in  the  embryo  as  diverticula  from  surfaces.  The  process  in 
this  case  commences  with  a  stratification  of  the  epithelium,  into 
which  project  papillae  formed  of  the  stroma  of  the  wall  of  the 
parent-cyst,  each  papilla  carrying  a  delicate  vascular  loop. 
"Villi  more  or  less  densely  clustered  are  thus  formed,  which  may 
persist  as  such,  and  these,  according  to  Wilks,  Friedreich,  and 
Luschka,  may  become  covered  with  ciliated  epithelium  ;  but  in 
a  large  number  of  cases  they  become  converted  into  tubular 
structures  of  the  upward  growth  of  the  stroma  around  their 
bases.  Cysts  may  be  formed  while  they  are  thus  situated  on 
the  surface,  from  the  occlusion  of  their  orifices  by  mutual  pres- 
sure ;  but  most  commonly  the  growth  of  the  stroma,  by  which 
this  tubular  character  was  first  determined,  continues  until  they 
are  completely  imbedded  in  the  wall  and  covered  by  a  fresh 
layer  of  the  stroma,  the  surface  of  which  may  again  become 
the  seat  of  a  new  and  similar  growth  of  glands  and  villi.  Masses 
of  glands  thus  imbedded  are  dilated  into  cysts  by  their  own 
secretion,  and  from  the  semi-solid  masses  which  project  into  the 
interior  of  the  parent-cysts,  and  in  them  similar  processes  may 
be  repeated  indefinitely.  Dr.  Fox  believes  that  he  has  traced 
in  the  variations  between  the  relative  growths  of  the  stroma 
and  these  glands,  which  Mr.  Wells  described  as  "  fibro-epithe- 
lioma,"  or  "  alveolar  adenoid  tumour,"  the  source  of  those 
varieties  in  the  density  of  these  masses  which  have  given  rise  to 
the  names  of  "alveolar  disease  of  the  ovary,"  or  "  cysto-sarcoma 
of  the  ovary." 

The  histology  of  these  tumours  is  well  illustrated  in  Figs. 
70,  71,  for  which  I  am  indebted  to  Mr.  Henry  Arnott. 

Fig.  70  represents  three  thin  sections  from  the  solid  stromal 
portions  of  a  multilocular  cystic  tumour,    removed  by  Mr. 

*  Medico-Chirurgical  Transactions,  1864. 
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Croft,  in  November,  1872.  The  specimens  were  fresh  and 
stained  with  carmine.  All  show  varieties  of  developing  fibrous 
tissue. 

a.  Dense  connective  tissue,  studded  with  irregular  rod-shaped 
nuclei ;  the  outlines  of  the  cells  not  discernible. 

b.  Delicate  connective-tissue,  with  slender  cells  at  rare  in- 
tervals. 

c.  Bapidly-growing  connective  tissue,  rich  in  nuclei,  plump 
and  oval,  which  can  be  seen  here  and  there,  to  be  contained  in 
large  spindle-cells. 


V220. 

Fia.  70. 

FIBEOUS  STBOMA  OF  COMPOUND  CYSTIC  TUMOUB  OP  OVABY.  —  (By  H.  Amott.) 

Fig.  71  shows  epithelium  from  the  inside  of  the  same  com- 
pound cystic  tumour. 

a.  Detached  flakes  of  columnar  epithelium,  viewed  sideways. 

b.  Part  of  a  large  surface  of  epithelium,  lining  a  small  cyst ; 
showing  the  polygonal  aspect  of  the  columnar  cells  as  seen  from 
above,  and  snowing,  besides,  dilatation  of  the  wall,  in  which  the 
cells  appear  swollen  and  partly  out  of  focus,  rendering  their 
nuclei  less  distinct. 

Cy 'do-sarcoma  of  the  ovary.  Miiller  applied  this  name  to 
those  tumours  in  which  the  fibrous  intercystic  substance  equals 
or  exceeds  in  quantity  the  contained  fluid.  However,  all  de- 
grees may  be  observed  in  different  tumoiu^s,  and  we  cannot 
therefore  venture  to  separate  abruptly  ovarian  cystic  tumours 
into  different  classes.    Grood  typical  examples  of  all  of  them — 
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a,  the  simple  ;  b,  the  simple  but  multiple  cyst ;  e,  the  proli- 
ferous or  compound  cyst ;  tf,  the  proliferous  or  compound 
cyst,  with  colloid  contents ;  e,  the  proliferous,  with  large 
sarcomatous  formation — may  frequently  be  met  with ;  but  in 
a  large  majority  of  instances,  ovarian  tumours  share  the  cha- 
racters of  two  or  more  of  these  varieties.  The  more  active 
the  proliferous  tendency,  the  further  the  departure  from 
simplicity  of  organization,  the  more  nearly  does  that  tumour 
approach  in  its  relations  to  malignancy.  Whether,  how- 
ever, any  form  of  ovarian  tumour,  excepting  the  fungoid 
(medullary)  is  truly  cancerous  in  its  tendencies,  is  a  matter  of 
much  doubt ;  and  practically  all  must  be  treated  as  if  it  were 
proved  that  they  are  not  so,  unless  they  are  solid.  Brodie  called 
these  sero-cystic  sarcomata. 


Fig.' 71. 

epithelial  lining  of  a  compound  ovarian  cyst.— (h.  amott.) 

Alveolar  or  colloid  tumour  of  the  ovary  is  a  not  infrequent 
form  of  the  compound  cyst.  It  contains  very  numerous  loculi, 
which  are  filled  with  a  semi-solid  tenacious  substance  resem- 
bling gum.  It,  however,  often  complicates  tumours  in  which 
many  cysts  contain  fluid,  and  which  resemble  those  of  the 
common  compound  form.  There  is  much  reason  to  doubt  whether 
the  usual  tendencies  of  true  cancer  are  ever  manifested  by  it. 

Fig.  72,  taken  from  a  specimen  in  University  College 
Museum,  prepared  by  Dr.  Fox,  exhibits  a  section  of  the  colloid 
or  alveolar  tumour. 
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Fig.  73,  also  from  a  preparation  in  University  College 
Museum,  exhibits  a  form  of  proliferous  cyst.    Both  ovaries  are 


Fig.  72.— Univ.  Coll.  Mus.,  No.  5054  (from  nat.  half-size.) 

SECTION  OF  AN  OVARIAN  TUMOUR  SHOWING  THE  ALVEOLAR  STRUCTURE. 
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affected.  In  one  the  cyst  is  perforated  by  a  dendritic  prolifera- 
tion. By  eccentric  pressure,  the  result  of  endogenous  growth, 
the  capsule  of  the  ovary  has  given  way,  so  that  the  dendritic 
processes  project  on  the  surface. 

Tubo-ovarian  cysts.  Adolphe  Richard*  first  described  a  form 
of  cyst,  into  the  composition  of  which  both  the  Fallopian  tube 
and  the  ovary  entered.  He  detailed  five  observations,  and  cited 
analogous  cases  from  Morgagni,  Frank,  Chambon,  Boivin  and 
Duges,  Kiwisch,  and  others.  He  demonstrated  that  ovarian 
cysts  may  open  into  the  uterus  by  the  tubes ;  that  after  having 
received  the  fluid  of  the  cyst,  the  tube  continues  to  nndergo  a 
pathological  action,  by  which  its  calibre  increases,  its  length 
being  doubled,  its  walls  thickened,  the  folds  of  its  mucous 
membrane  smoothed  out ;  that  lastly,  that  the  dilatation  ex- 
tending gradually  to  the  internal  part  of  the  oviduct,  the  com- 
munication between  the  canal  of  the  dilated  tube  and  the  cyst 
remains,  and  there  is  thus  made  up  a  cavity  or  cyst  com- 
pounded of  dilated  tube  and  the  ovarian  cyst. 

My  former  colleague  at  the  Western  General  Dispensary, 
Mr.  Anderson,  described  a  clear  case  of  tubo-ovarian  cyst. 
A  woman  who  was  waiting  to  be  tapped  began  to  pass  an 
excessive  quantity  of  urine,  and  her  distress  subsided.  The 
fluid  passed  was  albuminized  serum,  with  cholesterine  plates. 
After  six  months  the  woman  died  from  a  sudden  outburst  of 
haemoptysis.  A  large  empty  cyst  was  found  lying,  collapsed 
and  loose,  in  the  belly  ;  it  had  thick  walls,  and  included  some 
lesser  cysts.  A  good-sized  staff  passed  with  the  greatest  facility 
from  the  cyst  along  one  of  the  Fallopian  tubes  into  the  uterus 
and  vagina.  The  supposed  urine  did  not  come  from  the 
bladder,  but  was  cystic  fluid  which  escaped  by  the  tube, 
nterus,  and  vagina. 

Boinet  relates  a  case  interesting  in  its  bearing  on  this  subject. 
A  young  married  lady,  some  months  after  her  last  labour,  and 
after  excessive  excitations,  felt  acute  pain  in  the  ovary,  simulat- 
ing local  peritonitis.  The  ovary  swelled  considerably,  and  soon 
became  as  big  as  a  fist ;  all  the  signs  of  acute  ovaritis  of  the 
most  intense  degree  existed,  and  Boinet  feared  rupture  of  the 
ovary,  or  the  formation  of  an  abscess  in  the  iliac  fossa.  She 
had  fever,  shiverings,  vomiting ;  a  fatal  issue  was  apprehended. 
Something  burst,  and  there  escaped  by  the  vagina  a  quart  of 
watery  fluid,  albuminous.  The  symptoms  subsided ;  but  for 
three  years  afterwards,  fluid  of  the  nature  described  escaped 
from  the  vagina. 

It  is  conjectured  that  in  this  case  a  Graafian  follicle  burst  into 
the  adherent  tube. 

We  may  conclude  then, that  tubo-ovarian  cysts  maybe  formed: 

*  Memoires  de  la  Societe  de  Chirurgie,  1856. 
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1.  By  the  establishment  of  a  communication  between  an  ovarian 
cyst  and  the  Fallopian  tube,  the  outer  end  of  which  dilates  to 
form  one  cavity  with  the  opened  ovarian  cyst;  .2.  By  the  bursting 
of  a  Graafian  follicle,  diseased  or  healthy,  under  circumstances 
which  provoke  peritonitis  and  the  formation  of  adhesions  uniting 
the  fimbriated  extremity  of  the  tube  to  the  ovary,  the  communi- 
cation with  the  Graafian  sac  being  maintained  or  not ;  3.  It  is 
possible  that  a  tubo-ovarian  cyst  may  be  formed  in  a  different 
way  from  the  two  preceding.  The  tube  may  be  distended  from 
carrying  pus  or  irritating  matter,  and  set  up  inflammation,  which 
gives  rise  to  plastic  effusions  binding  the  fimbriated  extremity 
to  the  surface  of  the  ovary.  Most  frequently  the  matter  escapes 
into  the  peritoneal  cavity,  and  the  peritonitis  is  widely  diffused  ; 
but  it  may  be  wholly  or  in  great  part  surrounded  by  the  rapid 
throwing  out  of  plastic  matter,  which  forms  a  cyst  of  the  kind 
described.  It  is  possible  that  the  cysts  represented  in  the  an- 
nexed drawing  (see  Fig.  74)  from  Carswell's  Pathological  Ana- 
tomy are  of  this  kind. 


Fig.  74 .— (Half-size. )— Carswell. 

a.  UTERUS.      h.  FALLOPIAN  TUBES.     d.  TUBO-OVARIAN  CYST. 

The  characteristic  of  these  cases  is  their  rapid  formation  under 
symptoms  of  ovaritis  or  peritonitis  following  upon  sudden 
escape  of  ovarian  fluid  by  the  vagina,  where  there  had  previously 
existed  a  tumour,  or  symptoms  of  acute  ovaritis  or  peritonitis 
with  rapidly-forming  swelling. 

Cysts  from  development  of  wandering  ova. — That  ova  impreg- 
nated, and  especially  non-impregnated,  occasionally  fall  into  the 
abdominal  cavity,  not  being  caught  by  the  Fallopian  tube,  there 
is  every  reason  to  believe.  When  discussing  the  pathology  of 
retro-uterine  hematocele,  and  of  extra-uterine  gestation,  this  ac- 
cident will  be  again  referred  to.  In  this  place  it  is  only  necessary 
to  refer  to  an  hypothesis  of  Boinet,  that  ova  which  have  gone 
astray  in  this  manner  may  give  rise  to  cystic  growths  : — "  May 
not,"  he  asks,  "  that  happen  for  the  formation  of  cysts  of  the 
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ovary,  which  happens  for  fecundated  vesicles  ?  These  are  some- 
times developed  in  the  ovary  itself,  or  in  the  Fallopian  tube,  or 
in  the  peritoneum,  constituting  abnormal  gestations.  May  it  not, 
then,  happen  that  the  non- fecundated  ovum,  diseased  through 
causes  referred  to,  may  be  pathologically  developed  either  in  the 
ovary  where  it  remains  fixed,  or  in  the  tube  which  it  has 
reached,  as  at  the  moment  of  fecundation,  or  lastly  in  the  peri- 
toneum, into  which  it  has  fallen  ?  " 


Contents  of  Ovarian  Cysts. 

In  the  following  condensed  sketch  of  the  contents  of  ovarian 
cysts,  I  borrow  freely  from  the  more  minute  accounts  given  by 
Scherer  and  Mr.  Wells. 

Beginning  with  the  normal  Graafian  vesicle,  as  a  point  of  de- 
parture, we  find  it  to  contain  a  minute  quantity  of  a  slightly 
viscid,  whitish-yellow  albuminous  fluid  resembling  the  serum  of 
blood.  It  is  alkaline,  of  pale  whitish-yellow  colour,  and  trans- 
parent. It  is  not  ropy  nor  viscid,  but  limpid,  readily  separating 
into  minute  drops.  It  contains  a  small  quantity  of  a  substance 
which  will  coagulate  with  alcohol,  or  when  exposed  to  a  raised 
temperature.  It  holds  in  suspension  spheroidal,  nucleated 
epithelial  cells,  and  shreds  of  epithelium  from  the  membrana 
granulosa  of  the  ovisac. 

Under  certain  pathological  conditions,  by  which  either  the 
Graafian  follicles  enlarge  or  new  cavities  are  formed,  the  con- 
tained fluids  are  altered,  and  may  conveniently  be  arranged 
into  three  groups,  according  as  they  resemble  the  normal  fluid 
of  the  ovisac,  or  as  they  become  more  or  less  ropy  and  viscid,  or 
as  in  consistence  they  resemble  mucus.  The  fluids  of  the  two 
last  groups  are  frequently  met  with  in  multilocular  cysts,  and  in 
the  alveolar  and  colloid  tumours. 

The  contents  of  the  simple  cysts  consist  commonly  of  a  clear, 
limpid,  pale-citron  or  straw-coloured  fluid,  which  flows  in  a 
stream  as  readily  as  blood-serum,  or  even  more  so.  Scherer 
demonstrated  the  presence  of  paralbumen  and  metalbumen,  as 
albuminates  peculiar  to  ovarian  fluids.  Fibrinogen  is  also  a 
constituent,  and  may  be  demonstrated  by  applying  Dr.  A. 
Schmidt's  test,  which  is  the  addition  of  a  few  drops  of  blood  to 
the  fluid,  when  a  distinct  clot  will  form  in  from  twenty-five  to 
ninety  minutes,  involving  the  blood-corpuscles  which  had  been 
added.  The  clot  is  generally  so  firm  that  it  can  be  raised  un- 
broken, and  if  squeezed  in  the  hand  a  quantity  of  fluid  issues, 
leaving  a  loose  bundle  of  fibrillated  substance.  Cholesterine 
crystals  are  sometimes  seen  in  the  fluid  of  simple  cysts,  and  may 
be  detected  by  their  glistening  in  the  stream  as  it  flows  through 
a  canuia  in  tapping.    After  standing  a  while,  these  crystals 
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form  a  pellicle  on  the  surface  of  the  fluid.  Scales  of  epithelium 
are  almost  always  found  floating  in  it. 

It  must  not,  however,  be  assumed  that  even  in  simple  cysts  the 
fluid  is  always  clear.  Pus  or  blood  is  occasionally  found;  and  pus 
is  occasionally  apt  to  be  found  on  a  second  or  subsequent  tapping, 
although  the  fluid  drawn  by  the  first  tapping  was  perfectly  clear. 
Admixture  of  pus  and  blood  will  affect  the  colour  variously,  ac- 
cording to  the  period  and  quantity  of  the  effusion.  Thus  it  may 
be  yellow,  green,  brownish,  or  red.  The  turbidity  of  the  fluid 
generally  depends  upon  the  admixture  of  these  secondary  matters. 

The  greatest  variety  of  contents,  however,  is  found  in  the 
compound  cysts.  It  is  no  uncommon  thing  to  find  clear  thin 
fluid  in  one  cyst,  turbid  greenish  or  brownish  fluid  in  another, 
purulent  matter  in  a  third,  and  colloid  or  gelatinous  or  syrupy 
tenacious  matter  in  other  cysts.  When  a  compound  cyst  has 
once  been  tapped,  as  it  refills  the  contents  are  pretty  sure  to 
alter  in  character,  becoming  mixed  with  pus  and  blood.  Mr. 
Wells  observes  that  the  more  consistent  colloid  substances  are 
occasionally  distributed  in  a  very  peculiar  manner.  They  form 
conical  columns,  with  their  broad  bases  directed  outwards.  Be- 
tween these  almost  isolated  columns  a  whitish  or  yellowish- white 
matter,  consisting  of  epithelial  cells  in  a  state  of  degeneration,  is 
placed  without  any  definite  arrangement.  Such  cysts  have  pro- 
bably been  formed  by  the  confluence  of  smaller  cysts,  of  which 
nothing  remained  but  the  epithelial  investment,  undergoing 
fatty  decay,  and  so  tracing  out  the  former  lines  of  separation. 

The  chemical  and  microscopical  characters  of  ovarian  fluids 
have  been  elaborately  described  by  Eichwald.*  The  first  group 
of  abnormal  fluids,  very  liquid,  are  generally  found  in  molecular 
cysts  with  a  smooth  internal  surface  invested  with  a  layer  of 
pavement  epithelium.  Their  specific  gravity  ranges  from  1003 
to  1006.  They  have  no  odour,  and  are  either  neutral  or  slightly 
alkaline.  The  following  analysis  represents  the  average  compo- 
sition : — 

Water    982'5 

Mineral  salts  (sulphates,  chlorates,  phosphates)      12 '0 

Organic  salts  (lactates)   4*0 

Cholesterine,  occasionally  traces   

Albuminose     .  ,   1*5 


1000-0 

These  fluids  are  devoid  of  fat  and  albumen. 

In  the  clear  slightly  ropy  fluid  of  some  of  the  small  cysts 
in  the  broad  ligament  minutes,  flakes  are  occasionally  found. 
They  are  granular,  with  a  minute  round  or  irregular  cumulus 
of  fatty  granules  in  the  centre. 

*  Wurzburg  Medizini&che  Zeitsehrift,  1864. 
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The  second  group  of  liquid  but  ropy  ovarian  fluids. — They  are  of 
the  consistence  of  oil  or  syrup,  and  frothing  when  shaken.  They 
are  clear  amher  or  lemon-coloured,  or  pinkish  like  the  peritoneal 
fluid.  The  reddish  fluids,  after  standing,  deposit  the  red  blood- 
corpuscles  to  which  they  owe  their  colour.  These  fluids  may 
become  turbid,  and  of  greyish,  yellowish-green  or  whitish  colour, 
from  the  presence  of  cells  and  oil  globules,  which  they  hold  in 
suspension.  Their  reaction  is  alkaline ;  specific  gravity,  1009 
to  1018.  Heat,  alcohol,  and  nitric  acid  will  coagulate  them  like 
blood  or  ascitic  fluid.  Baedeker,  Thudichum,  and  others  have 
found  leucine.  In  the  fluid  will  generally  be  found  epithelial 
cells,  principally  the  pavement  epithelium,  which  lines  the  cavity 
of  the  cysts.  Besides  these,  there  will  be  always  white  blood- 
corpuscles,  sometimes  red  blood-corpuscles,  due  to  capillary 
haemorrhage  from  the  inner  surface  of  the  cyst.  The  fluid  in 
very  old  cysts  becomes  thicker,  and  assumes  the  consistence  and 
colour  of  coffee-grounds.  It  will  also  contain  granules  of 
hsematosine  from  disintegrated  blood- corpuscles. 

Third  group.  Viscid  and  ropy  fluids. — These  fluids  or  sub- 
stances are  generally  clear,  colourless,  or  of  a  greyish  tint,  and 
semi-transparent.  They  are  viscid,  adhesive,  resembling  the 
vitreous  humours  of  the  eye,  or  are  jelly-like,  breaking  up  into 
lumps.  They  will  not  pass,  or  only  with  difficulty,  through  a 
canula.  I  hey  are  alkaline  or  neutral ;  specific  gravity  1010  to 
1015,  in  colloid  cysts  it  is  as  high  as  1040  or  more.  They 
coagulate  when  exposed  to  high  temperature,  just  like  the  white 
of  egg,  to  which  they  sometimes  bear  a  great  resemblance. 
The  variations  depend  upon  the  conditions  of  the  principal  com- 
ponents, the  colloid  bodies  and  the  mucus,  and  the  intermediate 
stages  of  metamorphosis  from  one  to  the  other.  Epithelial 
cells  and  blood-globules  are  also  found.  They  contain  certain 
quantities  of  mineral  salts,  crystals,  or  crystallizable  principles 
of  organic  origin,  as  fats,  and  certain  principles  nearly  allied  to 
alkaloids,  viz.,  urea,  creatine,  leucine,  creatinine,  &c. 

The  microscopical  analysis  shows  fat-granules  and  globules, 
large  colourless  colloid  globules,  with  delicate  margins  and  a 
large  transparent  centre,  either  perfectly  homogeneous,  or 
dotted  with  fine  black  spots.  Some  colloid  globules  enclose  one 
or  more  granulated  aggregations.  There  may  also  be  found  a 
large  quantity  of  small  circular  corpuscles,  clear,  with  a  dark 
margin,  containing  a  varying  number  of  fine  dark  molecules, 
and  sometimes,  also,  several  larger  granules  of  high  refracting 
power.  They  appear  to  be  identical  with  the  pyoid  bodies  of 
Lebert,  or  the  exudative  cells  of  Henle.  Cholesterine  crystals  are 
found  in  great  quantities.  Pigment,  of  dark-brown,  reddish- 
black,  or  black  colour  in  granules  of  different  sizes,  is  found. 

The  structure  of  the  alveolar  or  trabeculated  framework  of 
cystic  tumours. — The  walls  of  the  alveoli,  near  the  base  of  the 
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tumour,  consist  mostly  of  an  areolar  tissue,  interwoven  with 
elastic  fibres.  The  stroma  will  be  found  undergoing  a  retro- 
grade transformation  in  various  stages  of  fatty  metamorphosis. 
The  majority  of  the  alveoli  are  lined  with  a  columnar  or 
pavement  epithelium.  The  epithelial  lining  is  generally  covered 
with  a  layer  of  a  semi-opaque  matter,  consisting  of  exfoliated 
cells,  colloid  globules,  granulated  cells,  horn  cells,  or  pyoid 
bodies. 

The  trabeculaa  of  the  alveolar  stroma  consist  of  areolar  tissue 
in  various  stages  of  development.  The  intercellular  substance  of 
the  trabecules  possesses  the  chemical  properties  of  mucin ;  when 
treated  with  acetic  acid  it  coagulates  into  threads.  In  some 
portions  of  the  denser  stroma  alveoli  may  be  found  occasionally, 
the  walls  of  which  consist  of  fasciculi  of  genuine  fibrous  tissue. 
Some  of  the  alveoli  are  so  densely  filled  with  cells  that  inter- 
cellular substances  can  scarcely  be  discovered  ;  others  may  be 
found  entirely  devoid  of  cells.  They  contain  instead  a  mucous 
substance,  rendered  more  distinct  by  the  addition  of  water, 
which  makes  it  contract.  It  coagulates  into  membranous 
threads  when  treated  with  acetic  acid,  and  dissolves  in  alkalies. 

The  inner  surface  of  the  walls  of  alveoli  of  considerable  size 
is  invested  with  a  layer  of  epithelium,  which  gives  the  character 
of  true  cysts. 

In  large  colloid  cysts  fatty  decay  is  a  very  common  occurrence, 
and  portions  of  the  walls  and  septa  are  destroyed.  It  presents 
itself  to  the  naked  eye  in  irregular  patches  of  dirty  brown  or 
yellow  colour,  bordered  by  the  raised  edges  of  the  surrounding 
healthy  tissue.  They  are  brittle,  and  easily  broken  up.  The 
lining  epithelium  has"  also  undergone  fatty  metamorphosis. 
These  changes  are  due  to  the  compression  and  obliteration  of 
the  capillary  vessels.  In  some  cases  these  vessels  may  be  traced 
filled  with  a  brown  finely- granulated  substance.  Haemorrhage 
frequently  takes  place  from  such  partially- destroyed  vessels. 

The  contents  of  the  alveoli  are  mixed  with,  and  suspended  in, 
a  semi-fluid  medium,  consisting  principally  of  modified  mucin, 
which  seldom  contains  albumen  coagulated  by  heat,  free  albumen 
or  septon,  but  occasionally  traces  of  albuminate  of  soda.  It  is 
a  thick  creamy  fluid,  of  greenish- white  colour,  not  unlike  the 
sputa  in  chronic  bronchitis.   Its  reaction  is  alkaline. 
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CUTANEOUS  PROLIFEROUS  CYSTS  ;   OR,  DERMOID  CYSTS  OF 

THE  OVARY. 

Lebert  gives  the  name  of  "  dermoid  cysts  "  to  those  structures, 
either  in  newly- formed  or  in  pre-existing  spaces,  which  show  on 
the  inner  surface  of  a  sac,  new  formations,  whose  identity  with 
the  structures  of  the  skin  is  unmistakeable,  as  bone,  cartilage, 
teeth,  and  hair. 

The  walls  are  generally  very  thick.  The  inner  surface  is 
either  smooth,  or  in  places  there  are  prominences.  The  super- 
ficial layer  of  the  inner  surface  consists  of  thick  layers  of 
pavement  epithelium.  Indeed,  elements  representing  all  those 
of  skin  are  found.  Hair,  fat -glands,  sweat-glands,  are 
recognisable ;  so  that  along  with  hair  we  find  the  contents  of 
the  cyst  to  be  a  yellowish,  fatty  unguent,  made  up  of  free  fat, 
cast-off  pavement  epithelial  cells,  and  cholesterine  crystals, 
which  sometimes  distinctly  glisten.  The  general  likeness  of 
the  interior  of  the  cysts  to  skin  had  been  often  noticed. 
Kohlrausch  demonstrated  it. 

It  was  at  one  time  thought  that  these  dermoid  cysts  were  the 
result  of  an  incomplete  fructification  of  an  ovum.  But  Baillie 
found  them  in  children  who  had  never  menstruated ;  and 
anatomists  now  generally  agree  that  they  are  quite  independent 
of  conception. 

Brain-matter  has  been  discovered  in  cysts  of  this  kind  by 
Gray,  Chalice,  Friedreichs,  and  Rokitansky.  Friedreichs  even 
found  recently-formed  strong  cords  of  broad  nervous  branches, 
and  unipolar  and  bipolar  pigmented  ganglionic  cells.  Virchow 
has  seen  a  similar  case ;  and  the  same  pathologist  has  also 
described  muscular  fibres.  Bone  is  sometimes  developed.  It 
is  found  in  small  scales  or  lamellae  in  the  areolar  tissues 
beneath  the  skin-formation.  These,  as  they  grow  larger, 
acquire  the  most  extraordinary  shapes,  with  branches  and 
spicula.  The  osseous  structure  itself  is  that  of  genuine  bone, 
the  Haversian  canals  and  bone-cells  being  arranged  in  lamella?. 
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There  is  little  doubt  that  in  the  living  body  the  fat  often 
exists  in  the  fluid  state.  Thus  there  is  a  specimen  in  Ghry's 
Museum  (No.  22 3720)  which,  when  opened,  poured  forth  fluid 
fat,  which  immediately  solidified.  In  another  specimen  (No. 
2235)  the  fat  was  wholly  soluble  in  ether.  The  hairs  were 
imbedded  in  the  usual  way  in  the  sheaths  ;  and  abundant,  large, 
well-formed  sebaceous  follicles  opened  into  the  hair  tubes.  The 
source  of  the  fat  in  these  cysts  is  therefore  clear. 


Mr.  "Wood  exhibited  a  tumour  removed  from  the  body  of  an  old 
woman,  which  contained  hairs ;  and  fat,  no  doubt  fluid  during  life, 
as  it  melted  readily  on  being  exposed  to  heat  equal  to  that  of 
the  body.  (Path.  Trans.,  vol.  x.)  Dr.  Hare  mentioned  another 
case  where  solid  fat  was  found  in  an  ovarian  cyst  after  death, 
but  which  melted  at  85°,    (Path.  Trans.,  vol  iv.) 

Dr.  Pamsbotham  (Path.  Trans.,  vol.  iv.)  describes  a  case  of 
labour  obstructed  by  a  tumour  in  Douglas'  space.  The  tumour 
was  punctured  by  a  long  trocar  through  the  vagina ;  a  large 
teacupful  of  thick,  yellowish  matter,  like  thick  custard,  was 
collected;  it  became  solid  when  cool,  and  consisted  of  fat 
globules.  As  shown  in  tubes  it  looked  like  butter.  The 
tumour  before  puncture  felt  quite  solid,  no  doubt  from  tension. 
Two  cases,  quoted  from  Ingleby,  gave  the  same  characters. 
Hence,  Pamsbotham  says,  every  tumour  impeding  labour  should 
be  punctured.    His  patient  recovered. 

They  do  not  grow  exclusively  in  the  ovaries.  There  are  two 
kinds.  Those  which  grow  in  the  ovaries,  which  are  the  most 
frequent ;  and  those  which  grow  in  other  parts.    Both  kinds, 


Fig.  75.— (Half-size,)   From  specimen  in  St.  Thomas's  Hospital  Museum. 
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says  Paget,  may  be  regarded  as  diseases  of  the  same  general 
group  with  the  cutaneous  proliferous  cysts.  The  great  forma- 
tive power  which  they  manifest  is  consistent  with  their 
occurring  only  in  embryonic  life,  and  in  the  ovaries,  in  which, 
even  independently  of  impregnation,  one  discovers  so  many 
signs  of  great  capacity  of  development. 

This  active  formative  power  is  remarkably  illustrated  in  the 
following  case,  presented  to  the  Pathological  Society  (Path. 
Trans.,  vol.  viii.)  by  the  late  Mr.  Moore.  The  abdomen  was 
larger  than  at  full  period  of  gestation.  An  opening  formed  near 
the  navel,  and  discharged  pus.  The  opening  was  enlarged  by 
incision,  and  about  seven  pounds  of  stuff  like  putty  was  removed. 
Yomiting  came  on,  and  the  patient  died.  There  was  one  vast  cyst 
adherent  -at  every  part  of  its  surface,  except  near  the  bladder. 
The  wall  was  tough,  in  part  cretaceous.  It  contained  hair, 
adherent  and  loose,  and  perfectly-formed  teeth.  The  right 
ovary  and  tube  were  a  little  enlarged.  Uterus  healthy,  but 
elongated.  Left  ovary  not  discovered.  Among  the  peritoneal 
adhesions  were  many  small  cysts,  some  of  which  were  attached 
by  slender  pedicles  to  the  main  cyst,  whilst  others  were  entirely 
unconnected  with  it,  but  like  it  contained  soft,  cheesy,  yellow 
epithelium,  mixed  with  hairs. 

These  cysts  were  either  formed  from  the  principal  ovarian 
cysts,  or  they  sprang  up  in  the  places  in  which  they  were  found. 
Either  the  cysts,  now  separate,  were  once  parts  of  the  primary 
cysts,  and  loosening  themselves  by  the  lengthening,  and  then  by 
the  rupture,  of  their  pedicles,  they  started  in  independent  life  ; 
or,  though  formed  in  the  wall  of  the  main  cyst,  they  were 
cast  loose  at  their  first  extrusion  from  it. 

Now,  an  inspection  of  the  interior  of  the  large  cyst  shows 
that  secondary,  or  rather  smaller,  cysts  had  burst  into  it. 
Others,  likewise,  may  have  burst  outwards  into  the  peritoneum, 
and  forming  adhesions,  nourished  themselves  at  the  expense  of 
the  adhesions  in  which  they  were  lodged. 

These  tumours  are  often  the  seat  of  inflammation  ;  and  by  ulce- 
ration or  wasting  of  their  walls,  communications  are  established 
either  with  the  exterior  through  the  abdominal  walls,  or 
with  the  internal  hollow  viscera ;  and  hair,  fat,  and  bones 
being  discharged,  give  rise  to  the  suspicion  of  an  extra-uterine 
gestation. 

Dr.  Gribbes*  relates  a  remarkable  case,  in  which  labour  being 
terminated  by  the  forceps  on  account  of  syncope,  the  patient 
was  harassed  by  the  most  intractable  after-pains.  A  tumour 
was  discovered  above  and  behind  the  pubes,  distinct  from  the 
uterus,  and  moveable.  On  a  subsequent  day  this  tumour  was 
felt  per  vaginam  in  the  anterior  cul-de-sac.    It  then  increased 


*  Amer.  Joum.  of  Med.  Sc.,  1039. 
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rapidly  to  the  size  of  the  largest  shaddock ;  and  it  was  con- 
sidered necessary  to  remove  it.  This  was  done,  as  by  the 
operation  for  ovariotomy.  It  grew  from  the  left  broad  ligament. 
About  three  inches  of  the  Fallopian  tube  were  included  in  the 
ligature.  The  cyst  contained  pus  and  a  mass  of  fine  black  hair. 
Menstruation  occurred  at  several  successive  monthly  periods 
through  the  wound.    The  patient  ultimately  recovered. 

When  these  cysts  are  of  ovarian  origin  the  symptoms  they 
produce  are  generally  similar  to  those  which  attend  other 
ovarian  growths.  They  spring  from  the  same  seat ;  they  ex- 
tend in  a  similar  manner.  But  they  differ  in  several  respects. 
Their  rate  of  growth  is  usually  much  slower.  They  often 
date  from  an  earlier  age.  They  are  mostly  more  solid  and 
irregular  in  shape.  Fluctuation  is  rarely  so  distinct  or  dif- 
fused ;  this  symptom  indeed  is  not  often  developed,  except  as 
the  result  of  suppuration.  Dermoid  cysts  rarely  attain  so  large 
a  size  as  the  dropsical  tumours  do.  They  more  commonly 
terminate  by  setting  up  inflammation  between  some  part  of 
their  walls  and  neighbouring  structures,  and  in  this  way  effect 
communications  with  the  hollow  organs,  as  the  intestinal  canal, 
or  the  bladder,  or  else  they  form  fistulous  openings  externally 
through  the  abdominal  wall.  In  all  these  respects  they  more 
resemble  the  abdominal  cases  of  extra-uterine  gestation.  For 
these  indeed  they  are  often  mistaken.  If  foetal  bones  are  dis- 
charged, it  may  be  concluded  that  the  case  is  one  of  extra- 
uterine gestation. 

It  is  rare,  however,  that  this  formation  of  fistulous  outlets  is 
attended  by  a  cure.  It  is  undoubtedly  an  attempt  at  elimination, 
but  one  which  is  only  partially  successful.  The  attempt  is  towards 
the  surface ;  the  wall  of  the  tumour  forms  adhesions  with  the 
abdominal  wall ;  inflammation  attacks  the  skin,  an  erysipelatous 
blush  appears ;  the  skin  is  thickened,  tender ;  fluctuation  appears  ; 
an  abscess  points  and  bursts,  if  it  be  not  opened  by  the  surgeon. 
The  elected  seat  is  generally  near  the  umbilicus  on  one  side. 
Nothing  but  pus  may  be  discharged ;  the  swelling  undergoes 
little  diminution  ;  suppuration  goes  on  ;  the  signs  of  hectic  or 
irritative  fever  set  in.  Sometimes  masses  of  hair,  matted 
together,  and  quantities  of  fatty  matter,  may  be  present  and 
be  dragged  out  from  the  opening.  This  may  go  on  for  a 
long  time,  emaciation  proceeding,  and  exhaustion  ending  in 
death.  Teeth  usually  remain  adhering  to  the  walls  of  the 
cyst. 

When  these  tumours  form  a  communication  with  the  bowel 
or  bladder,  the  course  of  events  is  similar.  Pus,  mingled  with 
hair,  escapes  from  time  to  time,  producing  attacks  of  severe 
pain. 

When  these  cysts  form  a  communication  with  the  bladder, 
as  they  not  infrequently  do,  the  most  puzzling  symptoms  are 
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apt  to  arise.  Dysuria  may  harass  the  patient  for  years  ;  gene- 
rally cystitis  supervenes,  and  sometimes  attacks  of  retention  of 
urine  occur.  When  fatty  matter  or  hairs  make  their  escape,  the 
diagnosis  is  pretty  clear,  especially  if  a  tumour  be  observed  in 
one  or  other  groin  or  at  the  pelvic  brim.  The  cyst  occa- 
sionally relieves  itself  partially  at  intervals,  and  then  may  be 
felt  to  diminish  in  size.  The  symptoms  set  up  may  be  so  severe, 
either  by  threatening  life  by  acute  inflammation  or  by  obstruc- 
tion to  the  bladder,  or  by  exhaustion  from  irritative  fever,  that 
an  operation  for  removal  of  the  tumour  may  be  indicated. 
The  operation  for  extirpation  must  be  conducted  on  the  same 
principle  as  that  for  extirpating  ordinary  cystic  tumours  of 
the  ovary.  But  to  relieve  the  bladder  it  may  sometimes  be 
enough  to  dilate  the  urethra,  and  bring  away  the  offending 
matters. 

That  their  course  is  sometimes  slow,  that  their  develoj)- 
mental  power  may  be  very  languid  or  suspended,  is  proved  by 
their  being  occasionally  found  of  moderate  size  on  making 
autopsies  in  persons  who  have  died  of  independent  diseases, 
their  existence  during  life  having  been  unsuspected. 

In  a  considerable  proportion  of  cases  the  termination  seems 
to  be  accelerated  by  pregnancy  and  labour.  The  pressure  of  the 
gravid  uterus  and  of  the  child  during  labour  probably  injures 
the  cyst,  and  disposes  it  to  inflammation. 

These  tumours  are  exceedingly  apt  to  contract  intimate 
adhesions  with  the  viscera  amongst  which  they  are  im- 
bedded. 

Treatment. — When  there  is  evidence  by  pointing  of  working 
towards  the  surface,  it  is  wise  to  open  the  abscess  by  a  bistoury. 
This  should  be  done  cautiously,  to  a  limited  extent,  in  the  first 
instance.  The  incision  may  be  subsequently  extended,  perhaps 
crucially,  and  the  cavity  of  the  cyst  explored  by  sound  and 
finger.  In  this  way  we  may  facilitate  the  evacuation  of  the 
contents  ;  masses  of  hair  may  be  seized  by  forceps.  The  cavity 
may  be  washed  out  with  Condy's  fluid,  or  weak  carbolic  acid. 
Generally  a  fistulous  opening  remains  for  an  indefinite  time, 
leading  to  hectic  fever.  It  is  therefore  desirable  to  make 
tentative  incisions  with  a  view  to  extirpation.  The  adhesions 
they  are  so  apt  to  contract  will,  however,  often  frustrate  the 
attempt.  It  might  be  justifiable  to  lightly  cauterize  the  inner 
surface  of  the  cyst  with  the  galvanic  cautery,  to  modify  its 
character.  It  is  scarcely  probable  that  much  inflammation 
would  be  excited  in  surrounding  healthy  structures,  and  when 
the  sloughs  had  been  discharged,  the  cyst  would  contract  and 
the  fistulous  opening  close. 
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NATURAL  COURSE  AND  TERMINATIONS  OF  OVARIAN 
TUMOURS. 

The  terminations  of  ovarian  cystic  tumours  are  various ;  but 
the  progress  is  generally  towards  a  fatal  issue. 

1.  They  tend  to  go  on  growing  by  accumulation  of  fluid  until 
the  distention  is  too  great  to  be  borne.  The  cyst  pressing  in  all 
directions,  and  not  able  to  extend  backwards  or  much  into  the 
pelvis,  stretches  the  abdominal  walls  in  front,  and  the  diaphragm 
above,  driving  the  intestines  backwards  and  even  encroaching 
upon  the  cavity  of  the  chest.  The  circulation  is  impeded  by 
the  pressure  upon  the  aorta  and  vena  cava.  The  functions  of 
the  viscera,  abdominal  and  thoracic,  are  impeded  by  pressure. 
The  viscera  undergo  a  degree  of  shrinking  or  atrophy.  Nutri- 
tion and  respiration  and  circulation  being  imperfect,  in  the 
end  exhaustion  ensues. 

In  cases  of  long  standing,  some  amount  of  compensation  is 
effected  by  dilatation  of  the  superficial  veins  of  the  abdomen. 
Sometimes,  but  by  no  means  commonly,  relief  is  sought  by 
serous  effusion  in  the  legs.  More  or  less  ©edematous  thickening 
of  the  integuments  of  the  lower  abdomen  where  the  overhang- 
ing of  the  tumour  is  greatest,  is  not  infrequent.  Probably  the 
effusion  into  the  cyst  itself  acts  as  an  accommodating  process. 

2.  Sometimes  death  occurs  rapidly  or  suddenly  from  asphyxia, 
owing  to  the  pressure  upon  the  heart  and  lungs.  Mr.  P.  F. 
Battye  relates  a  case  of  this  kind  in  a  girl  aged  13.  (Obstr. 
Trans,  vol.  ii.) 

3.  As  Dr.  Bright  says,  some  state  of  unexpected  collapse,  for 
which  no  reason  can  be  assigned,  takes  place,  and  the  patient 
sinks.  I  have  seen  several  such  instances.  One  lately  occurred 
at  St.  Thomas's.  A  young  woman  was  admitted  with  a  large 
ovarian  cyst  which  had  formed  rapidly.  Tapping  was  contem- 
plated, but  before  it  was  performed,  death  took  place  almost 
suddenly  under  symptoms  of  lung  distress.  It  was  conjectured 
that  rupture  of  the  cyst  might  have  taken  place ;  but  the  cyst 
was  found  so  universally  adherent  that  there  was  no  spot  whence 
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effusion  could  take  place.  The  diaphragm  was  driven  up  so  as 
to  confine  the  heart  and  lungs  within  the  narrowest  space.  The 
lower  lobes  of  the  lungs  were  so  compressed  that  they  presented 
a  foliaceous  appearance,  resembling  the  atelectasis  of  new-born 
infants.  In  this  way  a  considerable  portion  of  the  lungs  was 
disabled.  I  concluded  that  under  the  impetus  of  some  excite- 
ment or  exertion,  the  heart  and  lungs  were  suddenly  taxed 
beyond  their  feeble  powers  of  adaptation,  and  that  thus  asphyxia 
was  induced.  In  these  cases  of  very  large  tumours  there  is  not 
only  encroachment  upon  the  space  naturally  pertaining  to  the 
thoracic  organs,  but  the  chest  walls  are  nearly  fixed.  The 
proper  respiratory  movements  are  restricted,  so  that  on  any 
sudden  impetus  to  the  circulation  or  respiration,  the  balance  is 
destroyed  and  asphyxia  results. 

4.  The  cyst  being  free  from  adhesions,  and  tolerably  firm, 
may  roll  over  on  its  axis.  This  may  happen  from  the  enlargement 
of  the  uterus  tilting  it  over,  or  from  over-exertion,  when  one 
part  of  the  tumour  being  more  pressed  upon  than  the  opposite 
part,  it  rolls  over.  The  effect  of  this  axial  twisting  is  to  strangu- 
late the  pedicle  ;  the  blood-vessels  cannot  return  the  blood  from 
the  tumour,  so  congestion  and  bursting  of  the  vessels  follow. 
Haemorrhage  into  the  cyst,  leading  to  sudden  distention,  causes 
shock  and  anaemia  sufficient  to  cause  death,  without  rupture  of 
the  cyst  and  haemorrhage  into  the  peritoneum,  which  may, 
however,  also  happen. 

Should  the  patient  escape  the  more  immediate  danger  of 
death  from  shock,  haemorrhage,  and  peritonitis,  the  strangulation 
of  the  tumour  is  almost  sure  to  lead  to  gangrene. 

But  when  the  strangulation  takes  place  very  gradually,  or 
when  the  tumour  is  not  very  vascular,  atrophy  taking  place 
slowly,  and  the  pedicle  being  constantly  stretched,  complete 
separation  has  taken  place,  the  tumour  becoming  loose  ;  or  the 
tumour  may  shrink  without  being  detached. 

I  have  related  two  cases  of  this  axial  twisting  in  St.  Thomas's 
Hospital  Reports,  1870.  In  one  case  the  rotation  was  caused 
by  the  growth  of  a  gravid  uterus  ;  in  the  other  there  was  no 
pregnancy,  and  the  rotation  was  in  all  probability  caused  by 
severe  bodily  exertion.  Dr.  St.  John  Edwards  of  Malta  relates 
a  case  (Lancet,  1861.)  The  subject  had  gone  through  one  labour 
without  mishap,  notwithstanding  the  complication  with  a  move- 
able ovarian  tumour  ;  in  a  second  pregnancy  labour  supervened 
at  the  seventh  month,  collapse  and  death  ensued ;  the  tumour 
was  found  twisted  and  strangulated.  Mr.  Lawson  Tait  relates 
another  case.  Dr.  Kidd  (Dub.  Quart.  Journal,  1870)  relates 
one  in  a  non-pregnant  girl.  On  this  subject  much  valuable 
information  may  be  gathered  from  a  memoir  by  Rokitansky 
{Allg.  Wiener.  Med.  Wbehensehr.,  1870).  He  describes  many 
dissections  which  show  :  1.  Atrophy  and  twisting  of  a  Fallopian 
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tube,  through  the  dragging  of  its  ovary,  as  by  an  ovarian  fatty 
cyst  or  serous  cyst,  which  in  its  growth  may  pull,  stretch,  and 
rend  the  attached  tube.  2.  Tearing  asunder  of  a  tube  through 
the  dragging  of  pseudo-membranous  adhesions,  as  through 
adhesion  of  the  right  tube  to  the  small  intestines.  3.  Tearing 
asunder  of  a  tube  or  corresponding  ovary,  as  when  the  tube 
and  ovary  adhere  in  the  recto-vaginal  space ;  the  tearing 
being  caused  by  the  uterus  enlarging  in  repeated  pregnancies. 
4.  Axial  twisting.  Professor  Turner  also  has  contributed  a 
valuable  memoir  "  On  Separation  and  Transplantation  of  the 
Ovary  due  to  Atrophy  of  the  Broad  Ligament  and  Fallopian 
Tube."    (Edin.  Med.  and  Surg.  Journ.,  1861.) 

But  twisting  of  the  pedicle  may  lead  to  a  more  happy  result. 
The  compressed  vessels  supplying  no  nutriment  to  the  tumour, 
atrophy  and  shrivelling  may  take  place,  and  thus  a  sponta- 
neous cure.  The  remains  of  such  tumours  have  been  found 
sometimes  in  Douglas'  pouoh  as  a  hard,  solid,  partly  cartilagi- 
nous substance. 

5.  Simple  dragging  of  the  stalk  may  lead  to  the  same  results  as 
twisting.  This  dragging  may  occur  from  a  growing  uterus 
pushing  the  tumour  up  ;  from  adhesions  being  formed,  fixing 
the  ovary  in  the  pelvis,  when  the  growing  uterus  will  drag  out 
the  ligament ;  or  the  ovary  has  contracted  adhesions  higher  up, 
so  that  when  the  uterus  retreats  again  to  the  pelvis,  the  liga- 
ments are  stretched.    (Klob,  Rokitansky.) 

6.  It  is  probable  that  some  cystoids  of  the  ovary  undergo  a 
kind  of  atrophic  involution,  which  may  be  regarded  as  a  spon- 
taneous cure.  In  old  women  the  ovaries  are  sometimes  found 
as  agglomerates  of  smaller  or  larger  degenerated  cysts,  seated  in 
an  extremely  hard  thick  stroma.  On  their  inner  surface  are 
seen  papillary  outgrowths,  likewise  converted  into  hard  knots. 
Such  formations,  says  Rokitansky,  must  be  regarded  as  involved 
slirunken  cystoids. 

7.  Small  tumours  getting  into  Douglas'  space  may  push  the 
uterus  forward  upon  the  bladder  so  as  even  to  cause  retention  of 
urine.  In  the  case  of  large  tumours,  the  neck  of  the  bladder  is 
sometimes  pulled  up  along  with  the  uterus,  so  that  the  control 
of  the  sphincter  is  impaired.  Hence  enuresis.  This  trouble  is 
also  created  at  times  by  the  pressure  of  a  large  tumour  down- 
wards upon  the  bladder.  Bladder  distress  is  even  more  likely 
to  arise  when  the  tumour  is  the  centre  of  a  mass  of  adhesions 
impeding  the  mobility  of  the  pelvic  organs.  Cystitis  and 
urinsemia  may  even  be  induced,  and  thus  cause  death.  Or  the 
tumour  may  so  press  upon  the  kidneys  and  ureters,  as  in  a  case 
told  by  Wells,  that  the  kidneys  may  be  almost  obliterated,  and 
thus  produce  urinsemia. 

8.  In  like  manner  ovarian  tumours  may  encroach  upon  the 
rectum,  causing  at  times  obstruction  to  the  passage  of  faeces. 
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A  fatal  case  of  obstruction  of  the  rectum  by  an  enlarged 
ovary  is  related  by  Dr.  Parker  (Ed.  Med.  Journ.  1863). 

Dr.  Parker's  patient  suffered  periods  of  constipation  prolonged 
to  several  weeks.  A  dense  tumour  occupied  the  space  between 
the  vagina  and  rectum,  almost  filling  up  the  upper  two-thirds 
of  the  pelvis.  It  could  not  be  dislodged.  The  gum-elastic 
catheter  could  not  be  passed  beyond  the  mass  to  the  promontory 
of  the  sacrum.  Fluctuation  was  detected  in  the  mass,  and  pro- 
jecting cysts  were  tapped  per  vaginam.  A  few  ounces  of  fluid 
escaped.  The  patient  ultimately  died  from  the  effect  of  the 
disease. 

9.  Another  mode  in  which  ovarian  tumour  may  cause  rapid 
death  is  by  ileus.  Yomiting,  perhaps  of  stercoraceous  matter,  and 
the  other  symptoms  of  intestinal  obstruction,  come  on  and  carry 
off  the  patient.  On  examination  after  death  no  adhesions  or 
other  obvious  cause  of  constriction  of  the  intestinal  canal  are 
found.  It  can  only  be  conjectured  that,  owing  to  the  extremely 
small  space  into  which  the  intestines  have  been  squeezed,  they 
get  thrown  into  angular  contortions  which,  when  any  unusual 
pressure  from  without,  or  distention  of  a  part  by  flatus  or  other- 
wise supervenes,  the  peristaltic  action  is  disordered,  and  there 
occurs  a  virtual  obstruction.  In  one  case  Rokitansky  found  a 
fatal  constriction  of  the  intestines  caused  by  the  rotations  of  the 
tumour,  a  dermoid  one. 

10.  In  other  cases  adhesions  have  been  found  which  were 
sufficient  to  account  for  the  intestinal  obstruction. 

11.  The  disappearance  of  the  disease  by  spontaneous  resorp- 
tion of  the  fluid  and  shrivelling  of  the  cyst,  is  not  proved.  The 
lining  membrane  of  the  cyst  has  the  property  of  throwing  fluid 
into  the  cyst  with  extreme  facility,  but  not  in  the  converse 
direction.  So  long  as  the  fluid  is  confined  in  the  ovarian  cyst 
it  is  beyond  the  influence  of  absorption.  So  much  at  least  is 
true  as  far  as  sure  clinical  experience  proves.  Cases  do,  how- 
ever, occur  in  which  considerable  accumulations,  believed  to 
be  in  ovarian  cysts,  disappear  more  or  less  completely,  either 
spontaneously  or  under  the  use  of  diuretic  and  other  medicines. 
A  little  time  ago  there  was  a  woman  in  St.  Thomas's  Hospital 
under  the  care  of  Dr.  Grervis  and  myself  whose  history  gave 
support  to  this  hypothesis.  She.  then  carried  a  very  large  ovarian 
cyst  seemingly  single  ;  two  years  before,  she  said,  she  had  one 
nearly  as  large,  and  the  swelling  disappeared  under  medicines, 
water  passing  freely  by  the  bowels  and  bladder.  I  cannot  help 
suspecting  that  in  this  and  similar  cases,  the  fluid  escaped  first 
into  the  peritoneal  cavity  by  rupture  or  a  small  perforation,  or  else 
by  a  fistulous  channel  directly  into  the  bowel. 

12.  When  it  escapes  into  the  peritoneum,  the  fluid,  if  of  the 
limpid  kind,  may  be  taken  up  into  the  circulation  and  discharged 
rapidly  by  the  excreting  organs.    Numerous  cases  are  on  record 
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of  the  spontaneous  or  accidental  bursting  of  ovarian  cysts, 
followed  by  cure  in  this  way.  If  the  walls  are  thin,  and  the 
tumour  tense,  under  gradual  or  sudden  pressure  or  violence 
rupture  may  take  place. 

In  this  way  cysts  have  burst  under  the  rapidly  accelerated 
pressure  caused  by  the  simultaneous  growth  of  the  pregnant 
uterus,  under  sudden  exertion,  under  direct  violence  as  of  a 
blow,  or  under  concussion  as  from  a  fall.  A  remarkable  case 
occurred  in  the  temporary  St.  Thomas's  Hospital.  A  woman 
under  my  care  was  descending  in  the  lift  to  take  the  air  in  the 
grounds,  when  the  machinery  gave  way  and  the  lift  came  down 
the  last  few  feet  with  a  run.  The  concussion  burst  the  tumour ; 
large  quantities  of  watery  fluid  were  discharged  during  the  next 
few  days  by  the  bladder,  and  she  completely  recovered,  the 
tumour  not  returning. 

The  recovery,  however,  is  not  always  complete.  After  burst- 
ing and  absorption  of  the  fluid,  the  tumour  may  form  again, 
just  as  we  see  after  the  operation  of  tapping.  Thus  W.  F. 
Soltau  relates  a  case  (Medical  Times  and  Grazette,  1862)  in  which 
the  cyst  burst  three  times  into  the  peritoneum ;  the  fluid  was 
voided  by  diuresis.  She  was  also  tapped  thirty-seven  times.  She 
died  after  the  bursting.  Disse  relates  a  case  (Monatsschr.  fur 
Geburtsk.,  1860)  in  which  the  patient  recovered  from  one  burst- 
ing, the  fluid  being  discharged  by  the  kidneys.  After  a  few 
years  the  tumour  burst  again.  The  second  rupture  of  the  cyst 
was  verified  by  autopsy.  Obstinate  constipation  followed  the 
accident,  then  copious  watery  discharge  by  rectum;  in  two 
days  eighteen  quarts  were  measured.  When  this  ceased,  pro- 
fuse discharge  of  urine  occurred ;  during  five  days  eight  quarts 
were  passed  daily.    She  sank  exhausted. 

Huguier  expressed  a  doubt  whether  cases  of  this  kind  were 
really  bursting  of  an  ovarian  tumour,  and  suggested  that  they 
were  more  likely  examples  of  simple  cysts  of  inflammatory 
origin  attached  to  the  uterus.  Matthews  Duncan  endorses  this 
view,  "  regarding  cures  of  ovarian  cysts  by  spontaneous  burst- 
ing or  by  simple  puncture  in  a  high  degree  doubtful,  and  con- 
siders that  at  all  events  whilst  post-mortem  verification  of  such 
cures  is  absent  they  are  partly  explained  by  supposing  that 
instead  of  ovarian  dropsies,  inflammatory  serous  cysts,  cases  of 
serous  perimetritis  were  the  subjects  of  treatment." 

I  think  we  must  accept  this  explanation  for  some  of  the  cases 
of  presumed  cure  of  ovarian  cysts  following  rupture  or  simple 
puncture.  But  certainly  the  possibility  of  some  ovarian  cysts 
being  so  cured  seems  free  from  doubt.  In  the  case  at  St. 
Thomas's,  above  referred  to  as  having  been  caused  by  the 
shock  of  a  fall,  the  ovarian  nature  of  the  cyst  had  been  verified 
by  repeated  examinations.  And  the  possibility  of  an  ovarian 
cyst  healing  after  rupture  is  proved  by  two  specimens  in  Guy's 
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Hospital  Museum,  of  ovarian  cysts,  which  had  burst  spon- 
taneously, the  rent  cicatrizing.  These  specimens  supply  the 
post-mortem  verification  which  is  said  to  be  wanting.  The  first 
specimen,  No.  22  4664  is  "a  large  ovarian  cyst,  which  ^  had 
burst  spontaneously,  and  had  become  repaired."  Within  it  an 
inverted  portion  of  the  old  wall  is  seen,  and  a  reduplication  of 
the  cyst  is  indistinctly  seen  in  the  section.  The  case  was  that 
of  Ann  B.,  aged  46,  under  Dr.  Addison,  in  1836.  When  first 
seen,  in  March,  1834,  she  stated  that  she  had  had  children  al  an 
early  age,  and  had  menstruated  regularly  since  ;  that  five  years 
before  she  observed  a  swelling  in  the  right  iliac  fossa,  that  the 
tumour  increased,  although  her  health  remained  good  until  ten 
days  ago,  when  she  fell,  and  struck  her  abdomen.  She  was 
seized  with  violent  pain,  sickness,  and  fainting,  and  then  per- 
ceived that  the  swelling,  which  was  before  local,  had  diffused 
itself  over  the  abdomen.  On  admission  she  was  suffering  from 
acute  peritonitis.  She  soon  perfectly  recovered,  and  again 
entered  into  domestic  service  in  1836,  only  a  small  tumour  in 
the  left  iliac  region  being  distinguishable.  She  died  in  August, 
1836,  and  the  sac  was  removed.  There  were  adhesions  in 
various  parts  of  the  abdomen ;  the  ovarian  cyst  occupied  the 
pelvis,  and  was  closely  connected  to  surrounding  parts.  It  con- 
tained about  two  quarts  of  a  reddish  thick  fluid,  and  the  lining 
membrane  was  covered  with  thick  layers  of  albuminous  matter. 
Upon  the  front  of  the  tumour  was  a  band,  formed  by  the  fold- 
ing of  the  walls  upon  themselves  as  the  cavity  shrank.  The 
walls  were  so  firmly  united  that  the  reduplication  was  only 
clearly  seen  when  a  section  was  made.  The  rupture  had  been 
about  eight  inches  in  length.  The  edges  of  the  rent  had  not 
united,  but  the  inferior  lip  was  found  floating  free  within  the 
cavity,  whilst  the  superior  lip  of  the  rent  was  glued  over  the 
opening  to  the  cyst  below. 

The  other  specimen,  No.  22398*,  is  equally  decisive.  It  is 
"  an  uterus  and  a  portion  of  a  large  cyst  from  the  left  ovary. 
It  is  of  a  compound  serous  kind,  and  had  burst  spontaneously 
during  the  life  of  the  patient,  from  which  accident  she  recovered, 
and  survived  several  months.  The  cicatrix  appears  in  the 
portion  of  cyst  preserved.  The  patient  died  from  malignant 
disease  of  the  stomach."  The  specimen  was  presented  by  Mr. 
May,  of  Tottenham. 

There  is  a  third  specimen  in  the  same  museum,  No.  223 156, 
which  although  less  striking  than  the  foregoing,  affords  evidence 
to  the  same  point. 

In  St.  Bartholomew's  Museum  is  another  specimen  (No. 
31.31),  which  illustrates  this  point.  It  "is  a  portion  of  a  cyst 
that  arose  from  the  left  ovary.  It  communicates  with  the 
ilium  by  a  small  aperture,  between  four  and  five  inches  above 
the  ileo-coecal  valve.    Some  weeks  before  death,  after  the  dis- 
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charge  of  a  large  quantity  of  fluid  per  anitm,  the  abdominal 
tumour  had  diminished  in  size,  and  the  dulness  to  percussion 
over  its  region  had  been  replaced  by  tympanitic  resonance. 

These  cases  place  the  possibility  of  cure  of  ovarian  cystic 
disease,  by  rupture  or  perforation,  beyond  dispute. 

In  another  class  of  cases,  perhaps  more  frequent,  the  patient 
dies  quickly,  killed  by  the  shock ;  or  if  she  rallies  from  shock, 
peritonitis  sets  in,  which  is  most  likely  to  prove  fatal.  This 
danger  appears  to  depend  in  great  measure  upon  the  qualities 
of  the  fluid  effused.  If  clear  and  watery  the  fluid  itself  may 
cause  little  irritation ;  the  peritoneum  tolerates  it  well.  If  it 
act  injuriously,  it  is  probably  chiefly  because  it  is  voided 
suddenly  in  large  quantity,  so  as  to  disturb  the  balance  of 
circulation  greatly.  It  is  the  shock  that  is  dangerous;  the 
fluid  itself  is  harmless.  But  where  the  fluid  is  gelatinous  or 
puriform  it  is  clearly  not  favourable  for  absorption,  and  it  may 
even  possess  acrid  or  irritating  properties.  Hence  there  is 
added  to  the  simple  shock,  retention  in  the  peritoneum  of  an 
irritating  fluid.  Peritonitis  is  inevitable  ;  and  since  the  cysts 
which  yield  fluid  of  this  nature  are  commonly  multilocular  and 
incurable  by  simple  tapping,  the  progress  of  the  tumour  is 
not  stopped.  If  the  patient  survive  the  shock  and  peritonitis, 
the  ovarian  disease  will  pursue  its  natural  course  notwith- 
standing. Mr.  Spencer  Wells  relates  a  case  (Medical  Times  and 
Grazette,  1861)  in  which,  after  ovariotomy,  the  serum  found  in 
the  peritoneum  must  have  contained  a  very  active  animal 
poison.  He  himself  suffered  from  absorption.  Sometimes  when 
a  cyst  bursts,  vessels  in  its  walls  are  torn,  and  blood  to  a  con- 
siderable extent  may  be  effused  into  the  peritoneum  along 
with  the  ovarian  fluid.  This  complication  increases  the  danger 
of  peritonitis,  and  adds  that  of  anaemia. 

13.  Bleeding  from  the  surface  of  the  cyst  or  into  its  interior 
may  take  place  without  rupture.  In  such  an  event  death  may 
be  rapid  under  symptoms  resembling  those  of  rupture  of  an 
extra-uterine  gestation  cyst.  The  patient  may  bleed  to  death. 
In  one  case  Mr.  Wells  says  the  blood  escaped  through  the 
Fallopian  tube  and  uterus  from  a  large  cyst  in  the  ovary. 

14.  The  cyst  may  contract  adhesions  with  the  bladder  or 
bowel,  and  by  bursting  or  ulcerative  perforation  into  one  of 
these  viscera,  its  contents  may  be  discharged.  Communication 
thus  established  with  the  exterior  is  more  favourable  than  rup- 
ture into  the  peritoneum.  The  bladder  and  the  bowel — the 
latter  especially — are  less  liable  to  injury,  and  can,  moreover, 
readily  get  rid  of  the  offending  matter.  In  this  way  even  fluid 
of  tenacious  or  gelatinous  nature  may  be  discharged.  Thus 
Ulrich  (MonaUch.  f.  Geburtsk.,  1859)  relates  a  case  in  which 
a  large  quantity  of  thick  fatty  matter  was  emptied  by  the 
bladder ;  it  was  ascertained  to  be  pure  elaine  ;  several  quarts 
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were  passed.  For  a  long  time  the  urine  contained  pus  and 
fatty  matter.  The  patient  recovered,  some  remains  of  tumour 
being  still  felt. 

The  London  museums  contain  several  interesting  examples 
of  ovarian  tumours  opening  into  the  hollow  viscera.  At 
Guy's  is  a  specimen  (No.  222835)  from  a  woman,  aged  36, 
under  Dr.  Gull,  in  1861,  for  Bright's  disease.  At  the  same  time 
there  existed  in  the  abdomen  a  remarkable  tumour,  being  a 
cyst  containing  fluid  and  air.  On  striking  it,  a  loud  splash  was 
heard,  and  at  the  same  time  it  was  resonant  on  percussion. 
After  death,  on  opening  the  tumour,  a  foetid  gas  escaped,  and  at 
its  lower  part  was  a  turbid  purulent  fluid.  The  intestines  were 
adherent  to  it,  and  at  the  bottom  was  an  opening  communi- 
cating with  the  upper  part  of  the  rectum. 

Dr.  Murchison  (Path.  Trans,  vol.  xviii.)  relates  the  follow- 
ing : — E.  C,  aged  37,  for  eight  years  had  been  liable  to 
general  dropsy  and  attacks  of  erysipelas  of  the  face.  About 
eighteen  months  before  admission  to  Middlesex  Hospital 
she  first  noticed  a  swelling  in  the  lower  part  of  the  abdomen. 
On  admission  the  abdomen  was  distended  by  a  tumour  rising 
above  the  pubes.  The  urine  contained  albumen.  The  patient 
began  to  suffer  from  diarrhoea;  the  stools  contained  blood. 
This  continued  for  sixteen  days,  during  which  time  there  was 
no  diminution  in  the  size  of  the  abdomen.  Then  the  stools 
contained  a  quantity  of  pus,  which  went  on  for  three  days,  and 
in  a  week  all  signs  of  the  tumour  had  disappeared.  The 
patient  sank  two  or  three  days  later.  The  liver,  spleen,  and 
kidneys  were  very  large.  A  collapsed  cyst,  the  size  of  a  cocoa- 
nut,  was  seen  in  the  situation  of  the  uterus.  This  was  a  cyst 
of  the  left  ovary,  which  had  emptied  itself  by  an  opening  the 
size  of  a  fourpenny  piece  into  the  rectum  four  inches  above  the 
anus. 

In  St.  Thomas's  Museum  is  a  specimen  (FF  45)  of  a  faecal 
abscess  communicating  with  an  ovarian  cyst.  The  lower  end  of 
the  rectum,  the  vagina,  and  the  uterus  with  its  appendages  are 
included  in  the  specimen.  The  lower  end  of  the  rectum  is 
very  much  constricted,  and  its  inner  surface  is  very  irregular ; 
above  are  two  sinuses  which  lead  into  faecal  abscesses  situated 
in  the  cellular  tissue  external  to  the  rectum.  One  of  these 
abscesses  is  seated  between  the  rectum  and  uterus,  and  commu- 
nicates superiorly  with  a  cyst  about  the  size  of  a  walnut  in  the 
right  ovary.    From  a  woman,  aged  40,  who  died  of  phthisis. 

When  pregnancy  intervenes,  the  risk  of  a  fatal  issue  is 
vastly  increased.  I  have  discussed  this  subject  at  some  length 
in  my  work  on  "  Obstetric  Operations,"  second  edition,  1871. 

Perforation  must  be  distinguished  from  bursting.  Perforation 
is  a  gradual  process,  and  is  more  likely  to  occur  in  the  glandular 
cystomas  than  in  the  simple  cysts.    An  opening  may  be  effected 
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direct  into  the  peritoneum,  but  more  commonly  into  a  hollow 
organ.  The  causes  of  perforation  are  :  1,  a  wearing- thro  ugh  of 
the  cyst-wall  hy  partial  pressure  of  the  growths  from  within  of  a 
papillary  cystoma.  The  dendritic  cauliflower  growths,  spring- 
ing from  any  spot,  advance  to  the  opposite  side,  and,  if  large, 
cause  perforation  by  pressure.  They  may  then  grow  on  un- 
hindered in  the  peritoneal  space,  and,  sooner  or  later,  cause  fatal 
peritonitis  (see  Fig.  73).  2nd,  suppuration,  which  is  the  most 
frequent  cause  of  perforation.  In  this  case  the  opening  is 
seldom  into  the  peritoneum  ;  it  mostly  opens  externally  or  into 
a  neighbouring  hollow  organ.  Dr.  0.  Spiegelberg  relates  some 
good  illustrative  cases  {Arch.  f.  Gynakologie,  1870). 

Dr.  Bristowe  described  these  perforations  (Path.  Trans.,  1853, 
vol.  v.),  having  several  times  seen  perforations  of  ovarian 
tumours  into  the  peritoneum,  precisely  resembling  those  between 
the  cysts  themselves,  and  (vol.  xii.)  says  it  is  extremely  common. 
Adjoining  cysts  are  constantly  opening  into  one  another ;  and 
cysts  are  almost  as  constantly  rupturing  into  the  abdominal 
cavity.  In  both  cases  the  steps  of  the  process  are  identical : 
first,  the  outer  surface  of  the  wall  yields  at  isolated  points,  in 
consequence  of  the  distention  due  to  the  accumulating  fluid 
within,  and  circular  or  oval  depressions  of  various  sizes  are  pro- 
duced ;  secondly,  these  enlarge  in  area,  and  deepen,  and  finally 
perforate ;  thirdly,  the  contents  of  the  cyst  escape,  the  cysts  col- 
lapse more  or  less,  atrophy,  and  ultimately  (in  consequence  of 
the  growth  of  new  cysts  in  their  walls,  of  the  enlargement  of 
neighbouring  cysts,  and  of  their  own  shrinking)  form  irregular 
crescentic  or  sinuous  folds. 

Most  commonly  these  perforations  are  attended  by  adhesions 
which,  uniting  the  cyst  with  a  hollow  organ,  form  a  substance 
through  which  a  fistulous  tract  is  gradually  made.  In  this  way 
the  abdominal  cavity  is  protected.  I  believe  that  it  is  through 
small  perforations  occurring  that  the  frequent  attacks  of  periton- 
itis are  produced  ;  and  that  we  may  thus  look  upon  the  adhe- 
sions so  commonly  found,  as  the  effect  and  evidence  of  a  conser- 
vative process  enacted  to  limit  the  mischief.  No  sooner  does  a 
minute  perforation  take  place  than  the  opening  is  glued  up  by 
plastic  effusion. 

But  sometimes  adhesions  do  not  form  in  time.  Then  the 
perforation  allows  the  contents  of  the  cyst  to  escape  into  the 
peritoneal  cavity,  and  the  result  may  be  quickly  fatal. 

In  St.  Thomas's  Museum  (No.  FF  32)  is  an  example  of  spon- 
taneous perforations  in  an  ovarian  cyst.  The  perforations 
allowed  free  communications  with  the  abdominal  cavity ;  their 
edges  were  well-defined,  and  bevelled  off  at  the  expense  of  the 
outer  edge.  The  following  specimen  (No.  FF  33)  is  another 
example  of  the  same  kind. 

Occasionally  adhesions  form  to   the   diaphragm,  and  the 
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ulcerative  process,  continuing  in  an  upward  direction,  the  pleuroe 
and  lung  may  be  attacked. 

In  the  College  of  Surgeons  is  a  specimen  (No.  2623)  con- 
sisting of  a  portion  of  diaphragm,  with  part  of  a  large  ovarian 
cyst  firmly  adherent  to  its  peritoneal  surface.  On  the  inner 
surface  of  the  cyst  there  are  numerous  smaller  cysts  and  tumours 
connected  with  it,  and  with  one  another  by  pedicles  and  bands 
of  false  membrane.  A  portion  of  lung  adheres  to  the  corre- 
sponding pleural  surface  of  the  diaphragm.  The  cyst  had  been 
tapped  several  times,  but  could  not  be  completely  emptied,  for 
it  was  sacculated.  It  adhered  firmly  to  most  of  the  abdominal 
viscera.    {From  MSS.  of  Geo.  Langstaff.) 

Sometimes  the  ulcerative  process  works  from  the  intestines 
towards  the  cyst. 

Dr.  Bristowe  (Path.  Trans.,  vol.  xiv.)  presented  a  case  of 
communication  between  an  ovarian  cyst  and  the  rectum.  There 
was  an  extensive  ulceration  of  the  mucous  membrane  of  the  large 
intestine.  The  patient  suffered  from  phthisis.  In  this  case, 
the  ovarian  cyst  had  not  opened  into  the  bowel,  but  the  intestine 
ulcerated  and  opened  into  the  cyst.  Fsecal  abscesses  had  first 
formed,  one  of  which  had  perforated  the  ovarian  cyst. 

Ovarian  cysts  may  also  discharge  through  the  Fallopian 
tubes.  Richard  cites  cases  of  cysts  which  had  involved  a  con- 
siderable portion  of  a  tube,  through  which  their  contents  could 
be  forced  into  the  uterus.  The  portion  of  tube  implicated  had 
become  increased  in  length  and  thickness,  and  the  folds  of  its 
mucous  membrane  were  partly  effaced.  A  distinct  aperture 
between  cyst  and  tube  was  found.  In  these  cases  the  aperture 
was  no  doubt  effected  by  a  gradual  perforative  process,  not  by 
bursting. 

Apart  from  bursting,  if  not  from  perforation,  intercurrent 
attacks  of  peritonitis  are  common  in  the  progress  of  ovarian 
tumours.  Such  an  attack  may  prove  fatal,  but  more  commonly 
recovery  takes  place,  leaving  adhesions  of  tumours  to  the  walls 
of  the  abdomen  and  viscera. 

15.  Inflammation  in  the  interior  of  the  cysts  also  not  seldom 
occurs.  It  is  of  a  low  kind,  and  suppuration  is  often  the  result. 
This  process  may  be  limited  to  one  or  more  of  the  cysts,  others 
retaining  their  pristine  condition.  There  is  reasonable  presump- 
tion that  suppuration  has  taken  place  inside  a  cyst,  if  symptoms 
of  hectic  or  irritative  fever  set  in  after  acute  pain  in  the  seat  of 
the  tumour.  "  When,"  says  Mr.  Wells,  "  the  temperature  of 
the  patient  is  high,  ranging  from  100°  or  101°  F.  in  the  morning 
to  103°  or  104°  at  night,  and  emaciation  is  progressive,  appetite 
lost,  thirst  troublesome,  sleep  disturbed,  nausea  or  vomiting  dis- 
tressing, and  the  abdomen  tender  on  pressure,  with  hurried 
pulse  and  respiration,  it  is  extremely  probable  that  one  or 
more  cysts  may  contain  pus;  and  when  these  symptoms  are 
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present  in  an  extreme  degree,  or  have  lasted  for  a  considerable 
time,  the  pus  has  become  fetid. 

16.  The  roof  of  the  vagina  may  burst,  and  allow  the  ovarian 
tumour  to  protrude  through  it.    (See  Mr.  Berry's  case,  p.  346.) 

Luschka  also  (Monatsschr.  fur  Geburtsk.,  1867)  relates  a  case 
of  rupture  of  the  vagina,  and  protrusion  of  an  ovarian  tumour. 

The  rate  of  growth  or  natural  duration  of  ovarian  cysts 
varies  with  the  kind  of  tumour,  and  other  circumstances,  one  of 
which  is  the  age  of  the  patient.  The  simple  non-malignant 
cysts  generally  go  on  steadily  increasing,  attaining  a  size  that 
entails  distress  of  breathing  and  danger  to  life,  in  about  two  or 
three  years  from  their  first  attracting  attention.  But  it  is 
almost  certain  that  the  earlier  stages  of  growth  may  extend 
over  a  considerable  time  before,  either  by  bulk  or  pressure  on 
the  abdominal  viscera,  the  tumour  is  noticed  by  the  patient. 
We  have,  then,  an  unknown  quantity  to  add  to  the  known  ; 
and  this  circumstance  frustrates  all  attempt  to  arrive  at  a  precise 
estimate  of  the  rate  of  growth  or  duration.  Not  seldom  there 
are  alternations  of  increase,  and  of  standing-still.  After 
remaining  passive  for  a  considerable  time,  a  stage  of  rapid 
accumulation  may  set  in.  Scanzoni  believes  menstruation 
stimulates  the  growth.  The  partly  solid  non-malignant 
tumours  may  last  many  years,  growing  very  slowly,  thus  ad- 
mitting of  gradual  adaptation  of  the  compressed  organs,  and  of 
the  system  generally,  to  the  inconvenience,  before  distress  be- 
comes intolerable,  or  a  fatal  result  ensues.  I  have  known 
distinct  evidence  of  ovarian  tumours  to  extend  over  twenty  and 
even  thirty  years. 

The  malignant  and  proliferous  forms  proceed  more  rapidly. 
The  history  of  many  of  these  cases  is  brief.  It  is  measured  by 
months  rather  than  by  years. 

In  cases  of  long  standing,  oedema  of  the  legs  is  a  frequent 
consequence.  It  is  caused  either  by  pressure  on  the  renal 
vessels,  inducing  hypersemia  of  the  kidneys,  by  independent  or 
induced  Bright's  disease,  by  pressure  on  the  pelvic  veins,  or  by 
thrombosis  in  the  pelvic  and  femoral  veins.  In  the  latter  case 
the  prognosis  is  bad,  as  it  generally  indicates  malignant  disease 
spreading  into  the  broad  ligaments,  and  matting  the  pelvic 
structures  together.  If  ascites  be  added,  the  probability  of 
malignant  disease  extending  to  the  abdominal  glands  and  other 
structures  is  much  increased. 

The  effects  of  ovarian  cystic  disease  upon  the  proper  ovarian 
functions  are  various.  We  have  seen  that  in  many  cases  ovula- 
tion may  go  on.  Even  in  a  diseased  ovary  a  portion  may 
remain  unaffected,  and  suffice  to  stimulate  menstruation.  And, 
although  in  many  cases  it  is  found  that  both  ovaries  are  invaded, 
yet  it  is  rare  that  the  proper  structure  of  both  is  entirely  de- 
stroyed.   In  some  cases,  perhaps  exceptional,  and  only  for  a 
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time,  there  is  menorrliagia.  More  frequently  menstruation  be- 
comes scanty,  and  at  last  ceases.  This  undoubtedly  is  often  the 
consequence  of  general  dyscrasia.  That  menstruation  may  go 
on  is  prima  facie  evidence  of  the  possibility  of  conception.  It 
is  a  fact  that  in  many  cases  pregnancy  does  take  place.  It  may 
even  go  on  to  the  natural  term,  and  delivery  take  place  without 
accident.  I  have  known  examples  of  several  successive  preg- 
nancies thus  being  accomplished.  But  the  risk  is  serious.  In 
another  class  of  cases  the  uterus  is  unable  to  pursue  its  full 
development,  and  abortion  or  premature  labour  sets  in.  Fatal 
injury  to  the  tumour  has  been  sustained  during  labour  from 
the  pressure  of  the  child,  or  from  the  necessary  opera- 
tions to  effect  delivery.  The  tumour  has  on  many  occasions 
burst  during  the  pregnancy  or  labour,  generally  with  a  fatal 
result.  There  is  an  extraordinary  specimen  in  St.  Bartholo- 
mew's Museum  (No.  31.34)  contributed  by  Mr.  Berry,  of  Bir- 
mingham. It  is  an  ovarian  cyst  which  had  protruded  through 
the  external  parts  by  rupture  of  the  vagina  during  labour,  and 
which  was  afterwards  removed  by  ligatures  with  success — a 
singular  instance  of  ablation  of  an  ovarian  tumour  by  this  route. 

On  the  other  hand,  the  uterus  may  rupture  from  the  obstruc- 
tion to  labour  caused  by  an  ovarian  cyst.  (Ogier  Ward,  Path. 
Trans.,  vol.  v.) 

The  breasts  are  often  affected.  In  some  cases  they  become 
tumid,  even  yield  a  little  milky  fluid,  and  the  areola  is  dark- 
ened. This  chiefly  happens  during  the  earlier  stages  of  the  active 
tumours.  Generally  when  the  disease  is  of  long  standing,  the 
breasts  become  flaccid,  and  shrivel.  This  may  be  an  indication 
that  the  follicular  structure  of  the  ovary  has  been  destroyed. 

The  origin  of  ovarian  cystic  tumours  is  frequently  so  little 
marked  by  recognised  symptoms  that  the  date  when  they  began 
cannot  be  determined.  Many  proceed  insidiously,  without 
causing  distress  or  attracting  notice,  until  they  have  made 
some  perceptible  enlargement  of  the  abdomen.  On  the  other 
hand,  in  many  instances,  dysmenorrhea  has  preceded  the  de- 
velopment of  the  tumour  ;  and  in  many,  attacks  of  severe  pain 
in  the  ovarian  region  have  been  noticed,  suggesting  that  the 
initial  condition  was  an  inflammation  of  the  ovary.  In  some 
cases,  the  tumour,  whilst  of  small  size,  gets  into  the  retro-uterine 
pouch,  pushes  the  uterus  forwards  against  the  bladder,  and 
causes  retention  of  urine. 


CHAPTER  XXXIL 

DIAGNOSIS  OF  OVARIAN  TUMOUES. 

The  Diagnosis  of  Ovarian  Tumours  involves  the  analysis  of  all 
abdominal  tumours.  The  recognition  of  an  ovarian  tumour 
really  involves  very  often  the  decision  between  life  and  death. 
Whether  an  operation  of  a  most  severe,  possibly  fatal,  nature 
shall  be  performed  or  not,  depends  upon  the  diagnosis.  And  if 
we  do  not  operate  for  want  of  an  accurate  diagnosis,  the  patient 
may  equally  incur  the  penalty  of  death.  The  pregnant  uterus 
has  been  tapped  or  opened  in  mistake  for  an  ovarian  tumour. 
An  ovarian  tumour  has  been  often  mistaken  for  pregnancy ;  and 
this  latter  error  may  subject  the  patient  to  an  imputation  of 
dishonour,  than  which  death  itself  will,  to  some  minds,  appear 
more  tolerable. 

The  first  point  to  determine  is  the  presence  or  absence  of 
pregnancy.  Dr.  Peaslee,  in  his  excellent  work  on  "  Ovarian 
Tumours"  (1872),  observes  that  the  diagnosis  of  pregnancy  in 
the  early  months  does  not  come  into  practical  consideration, 
since  it  is  only  when  ovarian  tumours  have  attained  the  size  of 
the  gravid  womb  at  five  months  or  more,  that  the  question  of 
extirpation  arises.  But  there  are  other  reasons  for  forming  a 
diagnosis  at  even  the  earliest  stage.  A  proper  weight  must  be 
given  to  the  evidence  of  history.  This  may  or  may  not  be 
useful ;  but  it  is  not  safe  to  rely  upon  anything  but  physical 
exploration.  We  must,  then,  make  a  systematic  search  for  the 
objective  signs  of  pregnancy.  We  must  examine  the  breasts  ; 
observe  the  degree  of  tension,  the  veins  running  to  the  areolae, 
the  pigmentation  and  area  of  the  areolae,  the  development  of 
the  follicles,  the  presence  or  absence  of  milky  secretion.  Then, 
examining  the  abdomen  by  careful  palpation,  we  search  for 
uterine  and  foetal  movements ;  by  stethoscope  in  the  groins  and 
over  the  abdominal  tumour  we  listen  for  uterine  and  foetal  sounds ; 
by  vaginal  touch  we  determine  the  softness  or  hardness  of  the 
cervix  uteri,  the  patency  of  the  os,its  relative  position  in  the  pelvis ; 
the  presence  or  absence  of  what  I  have  described  as  vaginal 
roof-stretching,  that  is,  the  tense  inclined  plane  formed  by  the 
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enlarged  body  of  the  uterus  pressirjg  upon  the  roof  and  anterior 
wall  of  the  vagina — (See  Fig.  49,  p.  149) — and  through  which, 
if  the  uterus  be  pregnant,  we  may  feel  its  rounded  solid  bulk. 
Place  the  patient  on  her  back,  with  the  shoulders  a  little  raised, 
then  strike  upon  the  rounded  mass  of  the  uterus  in  front  of  the 
cervix  with  the  tip  of  the  finger,  to  elicit  the  phenomenon  of 
ballottement ;  or  if  the  os  be  patulous  perform  this  experiment 
cautiously  through  the  os.  If  we  thus  get  positive  evidence  of 
pregnancy,  we  have  gained  an  important  step  in  the  diagnosis 
of  the  case.  But  it  must  not  be  hastily  concluded  that  because 
there  is  pregnancy  there  is  not  ovarian  tumour.  Both  may  co- 
exist. And  if  we  fail  to  bring  out  any  of  the  absolute  signs  of 
pregnancy  it  must  not  hastily  be  concluded  that  the  woman  is 
not  pregnant.  It  is  not  a  very  uncommon  tiling,  even  in  an 
uncomplicated  case  of  pregnancy  of  three,  four,  or  even  five 
months,  to  miss  the  unequivocal  signs.  And  there  are  cases, 
rare  it  is  true,  in  which  the  pregnant  womb  is  sunk  out  of 
reach  in  a  large  accumulation  of  ascitic  fluid.  This  mostly 
happens  in  connection  with  albuminuria,  when  there  is 
anasarca  as  well. 

Ballottement,  usually  considered  so  conclusive  a  test  of  preg- 
nancy, is  sometimes  fallacious.  Spencer  "Wells  relates  two  cases  in 
which  this  phenomenon  was  marked,  although  there  was  ovarian 
tumour  and  not  pregnancy.  In  one  there  was  a  rather  solid 
tumour,  complicated  with  ascites.  Ballottement  was  produced 
by  the  floating  of  the  tumour  in  the  peritoneal  fluid;  in  the 
other  case  there  was  a  large,  semi-solid  tumour,  which,  through 
the  vaginal  roof,  felt  like  the  head  of  a  child,  and  could  be 
moved  by  the  manipulation  which  produces  ballottement  of  the 
foetus  in  utero.  This  became  more  marked,  when  subsequently 
some  ascitic  fluid  collected ;  but  this  helped  rather  than  obscured 
the  diagnosis,  as  it  enabled  the  observer  to  isolate  the  tumour 
from  the  uterus.    I  have  seen  several  similar  cases. 

Before  discussing  the  special  or  particular  cases  for  diagnosis, 
it  will  be  convenient  to  describe  summarily  the  general  principles 
of  proceeding  by  which  we  determine  the  presence  of  an  ovarian 
tumour.  These  flow  partly  from  the  knowledge  acquired  of  the 
nature  and  progress  of  these  tumours,  and  partly  from  the 
application  of  means  of  physical  exploration. 

The  means  at  our  command  are  : — 

1.  Inspection  of  the  Abdomen.  The  patient  should  be  on  her 
back,  with  the  abdomen,  and  at  least  the  lower  part  of  the  chest, 
bare.  We  then  note  the  shape,  size,  and  position  of  the  tumour. 
An  ovarian  tumour  generally  gives  the  abdomen  an  arched 
form,  sometimes  uniform,  especially  if  the  tumour  be  mainly 
monoeystic  ;  sometimes  there  is  oblique  or  sloping  form,  one 
side  being  prominent,  another  depressed ;  this  indicates  polycystic 
tumour. 
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Very  large  tumours  may  rise  under  the  ribs,  push  up  the 
liver,  and  make  place  for  themselves  by  everting  the  false  ribs 
and  cartilages.  It  is  not  uncommon  to  find  the  xyphoid  cartilage 
protruded  forwards.  The  recti  muscles  are  sometimes  parted ; 
and  the  tumour,  falling  forwards,  may  even  find  a  resting  place 
on  the  thighs  and  knees. 

Generally  the  abdomen  is  in  full  tension,  the  skin  is  shining, 
and  even  marked  by  scar-like  cracks,  as  in  pregnancy.  In  the 
depending  parts,  especially  that  which  hangs  over  the  pubes, 
the  skin  becomes  thick  and  doughy  from  infiltration  of  serum 
into  the  cellular  tissue.  This  is  sometimes  so  great  as  to  give  a 
brawny  or  hypertrophied  character  to  the  skin.  Furrows  and 
ridges  are  thus  formed. 

The  form  of  the  abdomen  depends  upon  the  form  of  the 
tumour.  If  the  cyst  be  single  and  its  wall  thin,  so  that  it  has 
yielded  easily  and  uniformly  to  distention,  it  will  tend  to  arch 
out  in  the  direction  of  least  resistance  ;  that  is,  forwards, 
protruding  the  abdominal  wall.  The  umbilicus,  as  in  preg- 
nancy, is  pushed  out,  but  the  arching  of  the  abdomen  from 
below  the  xyphoid  cartilage  to  the  pubes,  is  even  more 
prominent,  generally,  than  is  the  bow  produced  by  the 
pregnant  womb.  It  even  seems  sometimes  to  point  above  the 
umbilicus.  The  walls  of  the  uterus  are  not  merely  stretched, 
like  an  ovarian  cyst ;  they  grow,  and  the  uterus  always  preserves, 
more  or  less,  its  original  shape,  that  is,  it  is  compressed  or 
flattened  a  little  in  its  anterior  wall.  If  the  cyst  is  multilocular 
and  the  cysts  be  distended  unequally,  the  form  of  the  abdomen 
will  be  unequal ;  but  still,  as  one  cyst,  and  that  one  which  enlarges 
in  the  direction  of  least  resistance,  is  sure  to  be  most  anterior, 
the  general  form  is  like  that  of  the  monocystic  tumour.  In  the 
early  stages  there  is  commonly  more  prominence  on  one  side  of 
the  abdomen,  one  iliac  region  being  visibly  more  tumid  than 
the  other.  By  inspection,  also,  we  observe  the  peculiar  ex- 
pression of  countenance  which  attends  so  many  cases  of  ovarian 
disease.  This  is  often  so  striking  as  to  be  alone  diagnostic  to 
the  trained  eye.  Mr.  Spencer  Wells*  gives  a  drawing,  taken 
from  a  photograph  by  the  late  Dr.  Wright,  which  represents 
this  very  graphically.  He  calls  it  the  "fades  ovariana."  The 
emaciation,  the  prominent  or  almost  uncovered  muscles  and 
bones,  the  expression  of  anxiety  and  suffering,  the  furrowed 
forehead,  the  sunken  eyes,  the  open  sharply-defined  nostrils,  the 
long  compressed  lips,  the  depressed  angles  of  the  mouth,  and 
the  deep  wrinkles  curving  these  angles,  form  together  a  face 
which  is  strikingly  characteristic. 

2.  Mensuration  gives  more  precision  to  what  the  eye  has  ob- 
served. Carry  a  tape  from  the  spinal  column  round  on  either  side 

*  "  Diseases  of  tlie  Ovaries." 
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to  the  umbilicus  or  linea  alba.  If  the  two  semi-circumferences 
are  unequal,  this  raises  a  presumption  in  favour  of  ovarian 
tumour.  Another  measurement  is  perhaps  more  useful.  Measure 
from  each  anterior  superior  spinous  process  of  the  ilium  to  the 
umbilicus,  and  also  to  the  xyphoid  cartilage.  These  com- 
parative measurements  will  show  clearly  the  greater  protrusion 
of  one  side,  if  it  exist.  Mensuration  is  more  valuable  as  a 
means  of  keeping  a  precise  record  of  the  increase  or  diminution 
of  the  size  of  the  abdomen. 

3.  Palpation.  By  feeling  with  the  outstretched  hands,  we  get 
information  as  to  the  size,  form,  and  solidity  or  waviness  or 
penetrability  of  the  abdomen.  If  the  hands  can  be  made  to 
sink  in  a  marked  manner  towards  the  spinal  column  below  the 
umbilicus,  the  presumption  against  ovarian  tumour,  unless  a 
very  small  one,  is  strong.  If  an  ovarian  tumour  lie  behind  the 
abdominal  wall,  this  is  impenetrable,  By  carrying  the  open 
hands  all  round  the  swollen  abdomen,  by  gentle  pressure  we 
can  often  determine  the  outline  of  the  underlying  tumour ;  we 
make  out  the  rounded  cyst  or  bag  which  contains  and  confines, 
within  definite  limits,  the  fluid  which  is  felt  waving  in  it. 
This  sense  of  a  waving  fluid  is  called  fluctuation.  It  is  most 
clearly  brought  out  by  placing  one  hand  spread  out,  or  one  or 
two  fingers  lightly,  at  one  point  of  the  tumour,  whilst  with 
a  finger  of  the  other  hand  we  lightly  flip  in  another  part.  By 
shifting  the  positions  of  the  observing  and  the  striking  hands, 
we  explore  the  area  of  fluctuation  and  its  degree  in  different 
parts.  If  the  fluctuation  be  felt  freely  in  all  directions,  of 
equal  force,  transversely,  obliquely,  longitudinally,  along  the 
extreme  breadth  and  length  of  the  tumour,  the  inference  is 
justifiable,  not  that  the  tumour  is  strictly  monocystic,  but  that 
the  main  volume  of  the  fluid  is  contained  in  one  cyst. 

If  we  find  there  is  fluctuation  in  one  part  of  the  tumour  and 
not  in  another ;  if  we  find  the  fluctuation  is  different  in  force 
in  different  parts ;  if  we  find  the  wave  propagated  from  one 
point  is  wholly  or  partially  arrested  in  its  spread  across  to 
another  part  of  the  tumour,  we  may  infer  the  presence  of  septa 
or  solid  parts. 

Plain  as  fluctuation  often  is,  this  sign  is  not  free  from 
ambiguity.  I  have  known  a  solid  fibroid  of  the  uterus 
communicate  a  sense  of  fluctuation  that  imposed  upon  skilful 
observers.  And  we  may  have  what  may  be  called  double 
fluctuation.  There  may  be  ascites  as  well  as  ovarian  tumour. 
Or  the  fluctuation  may  be  due  to  ascites.  The  latter  case  will 
be  diagnosed  by-and-bye.  When,  as  not  unfrequently  happens, 
there  is  fluid  in  the  peritoneal  cavity  as  well  as  in  an  ovarian 
tumour,  if  the  tumour  be  large,  the  peritoneal  fluid  will  be 
diffused  as  a  thin  layer  all  over  the  tumour.  Thus,  when  we 
first  flip  the  abdomen,  we  may  see  and  feel  a  light  wave  run 
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along  the  surface.  By  pressing  the  fingers  rather  firmly  and 
suddenly  into  the  abdomen,  we  may  displace  the  thin  peritoneal 
stratum,  and  come  down  upon  the  resisting  bag  of  the  tumour ; 
then,  by  giving  a  rather  smart  impact  to  another  part,  we  may 
elicit  the  feel  of  another  deeper  fluctuation,  that  proper  to  the 
tumour. 

In  pregnancy,  also,  where  the  uterine  and  abdominal  walls 
are  very  thin,  and  the  quantity  of  liquor  amnii  excessive, 
fluctuation  may  be  as  distinct  as  in  some  cases  of  ovarian 
dropsy. 

We  may  also  make  the  phenomena  of  fluctuation  available  in 
determining  the  limits  of  the  sac.  Thus,  by  applying  two 
observing  fingers  spread  out,  so  as  to  leave  a  space  of  two 
or  three  inches  between  their  tips,  to  one  flank,  whilst  impact 
is  given  by  the  other  hand,  we  may  feel  fluctuation  by  the  upper 
finger,  and  not  by  the  lower  one,  showing  that  the  boundary  of 
the  cyst  is  between  the  two  fingers. 

Intra-vaginal  touch  may  be  considered  as  a  form  of  palpation. 
By  this  touch  we  determine  some  of  the  physical  signs  of 
pregnancy,  if  this  condition  exist ;  and,  in  the  contrary  event, 
we  determine  the  position  and  other  conditions  of  the  uterus, 
and  some  of  the  relations  of  the  ovarian  tumour.  The  con- 
ditions found  in  some  very  early  cases  will  be  described  under  the 
head  of  "  Special  Diagnosis  of  Early  Cases."  In  advanced  cases, 
where  the  tumour  has  assumed  the  balloon  shape,  and  even  the 
lower  pole  of  it  is  too  large  to  enter  the  pelvic  brim,  the  uterus 
is  often  dragged  up  a  little,  and  tilted  on  one  side,  generally  to 
the  opposite  side  of  the  tumour;  the  os  is  generally  directed 
backwards,  the  fundus  forwards.  The  vaginal  roof  is  mostly 
covered  in  by  the  spherical  pole  of  the  tumour ;  it  feels  elastic 
if  the  tumour  is  monocystic,  and  sometimes  fluctuation  may  be 
transmitted  to  it  by  flipping  the  abdominal  wall. 

The  upward  dragging  of  the  uterus  tends  to  obliterate  or 
conceal  the  vaginal  portion  of  the  uterus ;  it  is  drawn  out  of 
the  vagina,  so  that  the  os  uteri  is  often  felt  almost  flush  with 
the  vaginal  roof.  The  vaginal  roof  itself  is  sometimes  drawn 
up  into  a  cone.  In  the  opposite  class  of  cases  in  which  the 
tumour,  or  a  part  of  it,  descends  in  Douglas'  space,  this  space 
is  much  enlarged,  the  posterior  vaginal  roof  is  distended  and 
made  to  protrude,  sometimes  so  as  to  be  prolapsed  beyond  the 
vulva. 

The  touch  is  extended  by  the  uterine  sound.  But  before  using 
it  we  must  first  clearly  exclude  pregnancy.  This  instrument, 
passed  into  the  uterine  c.nal,  determines — 1,  the  length  of  the 
uterus  ;  2,  its  inclination  or  position  ;  3,  its  mobility  or  freedom 
from  the  tumour.  If  the  uterus  is  easily  moved,  and  of  its 
ordinary  size,  it  may  be  inferred,  not  only  that  the  tumour  is 
extra-uterine,  but  also  that  the  pedicle  is  long.    It  must,  how- 
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ever,  be  remembered  that  the  uterus  is  sometimes  greatly 
elongated  by  the  pressure  of  an  ovarian  tumour ;  and  if  the 
tumour  should  be  solid,  we  might  easily  fall  into  the  belief 
that  it  was  uterine. 

Vaginal  and  rectal  touch  is  further  of  great  service  in 
determining  other  questions,  especially  that  of  complication 
with  malignant  disease.  This  point  will  be  discussed  here- 
after. 

The  information  obtained  from  inspection  and  palpation  is 
corrected  and  supplemented  by  that  obtained  from 

4.  Percussion.  This  is,  perhaps,  the  greatest  test.  It  may 
be  said  to  be  but  a  form  of  palpation,  but  it  brings  out  informa- 
tion that  mere  palpation  could  not  supply.  By  percussion  we 
determine  the  areas  of  dulness  and  of  resonance.  In  ovarian 
cystic  tumour  the  relation  of  these  areas  is  characteristic.  The 
tumour,  arising  from  one  iliac  fossa,  pushes  the  hollow  intes- 
tines over  towards  the  opposite  side.  Whilst  the  tumour  is 
small,  that  is,  not  so  large  as  to  reach  the  level  of  the  umbi- 
licus, the  contrast  between  the  dulness  of  the  side  where  the 
tumour  lies,  and  that  where  the  intestines  are  driven  to,  is 
marked.  When  the  tumour  is  so  large  as  to  reach  the  scrobi- 
culus  cordis  this  contrast  is  not  so  obvious ;  but  it  may  almost 
always  be  traced.  The  intestines  lie  laterally  and  inferiorly  in 
the  space  between  the  last  false  rib  and  the  crest  of  the  ilium 
and  back  to  the  spinal  column,  because  the  cyst,  occupying  the 
opposite  side  of  the  abdomen,  has  left  only  this  space  for  the 
intestines  to  retreat  to ;  and  has  not  driven  them  directly  and 
all  upwards,  because  it  grew,  always  occupying  a  more  or  less 
lateral  position.  The  contrary  of  this  happens  in  pregnancy 
and  ascites,  in  which  conditions  the  intestines  are  driven 
straight  and  gradually  upwards,  the  gravid  womb  rising  from 
the  centre,  and  ascitic  fluid  filling  the  lower  parts,  to  rise  with 
its  level  uniformly  upwards.  Hence  we  have  in  cystic  tumours 
resonance  on  one  side,  between  the  last  false  rib  and  the  crest 
of  the  ilium,  whilst  on  the  opposite  side  the  dulness  is  more 
extensive,  because  the  cyst  is  there.  So  much  may  be  taken  as 
generally  true,  but  we  must  guard  against  fallacies. 

In  pregnancy,  as  in  ovarian  tumour,  the  intestines  are  so 
crowded  back  that,  whatever  the  position  of  the  patient,  the 
dulness  is  heard  all  over  the  front  of  the  abdomen,  whilst  there 
i  s  an  area  of  resonance  in  both  flanks.  In  advanced  pregnancy 
there  is  often  marked  obliquity  of  the  uterus  ;  it  inclines  so 
much  to  one  side  that  the  area  of  resonance  in  one  flank  may 
be  notably  smaller  than  in  the  other.  And  in  ovarian  tumour 
we  almost  invariably  find  some  resonance  in  both  flanks, 
although  the  resonant  area  will  be  greater  on  one  side. 

5.  Auscultation  is  chiefly  of  use  in  determining  the  presence 
of  pregnancy.    It  is  true  that  by  it  we  may  detect  a  friction- 
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sound,  produced  by  the  ascent  and  descent  of  the  tumour  under 
the  respiratory  movements ;  and  sometimes  a  blowing-sound  in 
one  groin,  which  might  impose  for  the  souffle  of  pregnancy. 
But  these  signs  are  of  minor  clinical  value.  Some  variety  of 
vascular  murmur  is  much  more  common  in  uterine  tumours  than 
in  ovarian.  It  is  synchronous  with  the  pulse.  The  practised 
ear  will  distinguish  it  from  the  souffle  of  pregnancy. 

Practically,  it  is  not  necessary  in  every  case  of  suspected 
ovarian  tumour  to  go  systematically  through  all  the  above 
cases,  with  a  view  to  their  successful  elimination  ;  or,  at  least, 
the  experienced  clinical  physician  performs  this  elimination  so 
rapidly  as  to  be  almost  unconscious  of  the  process.  But  in  a 
considerable  number  of  instances,  it  is  necessary  to  enter 
minutely  into  the  differentiation  between  some  two  of  these 
cases  before  we  can  decide  which  it  is  that  is  present. 

Nor  does  the  difficulty  end  here.  Two  or  more  of  the  above 
cases  may  co-exist.  After  discovering  the  existence  of  some 
one  of  the  conditions  enumerated,  we  may  overlook  a  complica- 
tion which  is  masked  by  the  prominence  of  that  which  we  have 
discovered.  For  example,  just  as  ovarian  tumour  may  be  com- 
plicated with  pregnancy,  so  it  may  be  complicated  with  uterine 
fibroid,  or  with  ascites.  Nor  is  it  enough  to  determine  the 
presence  or  absence  of  complicating  tumours  or  fluid  collec- 
tions. When  we  have  settled  that  there  is  an  ovarian  tumour 
and  nothing  else,  it  is  still  important,  with  a  view  to  forming 
a  prognosis  and  the  selection  of  the  mode  of  treatment,  to 
determine — 1,  Whether  the  tumour  be  monocystic  or  poly- 
cystic ;  2,  whether  it  be  benign  or  malignant ;  3,  whether  or 
not  adhesions  have  been  contracted  with  the  abdominal  walls 
and  viscera  ;  4,  whether  the  uterus  be  enlarged,  or  in  any  way 
involved ;  5,  the  condition  of  the  general  health,  and  especially 
the  presence  or  absence  of  diseases  of  other  organs,  as  of  the 
heart,  lungs,  liver,  kidney. 

A  sound  judgment  as  to  these  points  will  greatly  influence 
the  choice  between  tapping,  extirpation,  or  expectation. 

Diagnostic  research  must  be  applied  to  the  solution  of  the 
following  problems : — 

a.  Is  there  an  uterine  pregnancy  ? 

b.  Is  there  an  extra-uterine  pregnancy  ? 
e.  Is  there  an  extra-ovarian  cyst  ? 

d.  Is  there  enlargement  of  the  uterus  from  fibroid  tumour  or 
fibro-cystic  tumour  ? 

e.  Is  there  enlargement  of  the  omentum  and  intestines  ? 

/.  Is  there  enlargement  of  the  spleen,  liver,  pancreas,  or 
kidneys  ? 

g.  Is  there  pelvic  cellulitis  or  peritonitis  or  hsematocele  ? 

h.  Is  there  ascites  or  encysted  peritoneal  dropsy  or  abscess  ? 

i.  Are  there  adhesions  ? 

A  A 
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/.  Is  the  tumour  benign  or  malignant  ? 

/.-.  Is  there  distention  of  the  bladder  or  fcecal  accumulation  ? 

It  follows  from  the  foregoing  discussion  that  to  enter  properly 
prepared  upon  the  task  of  diagnosing  ovarian  tumour,  the 
inquirer  must  have  a  good  clinical  acquaintance  with  thoracic 
and  abdominal  pathology.  A  most  masterly  memoir  bearing 
directly  upon  this  point  will  be  found  in  "  Gruy's  Hospital 
Eeports,"  by  the  late  Dr.  Bright  * 

a.  Is  there  an  uterine  pregnancy  ?  This  initial  question  has 
been  already  discussed. 

b.  Is  there  an  extra-uterine  pregnancy  ?  This  question 
trenches  to  some  extent  upon  the  first,  a ;  but  it  involves 
many  points  quite  distinct  from  uterine  pregnancy.  Extra- 


Fig.76. 

ovarian  tumour  and  pr1sgnancy. 
o  t,  the  tumour  lifted  out  of  the  pelvis  by  the  uterus,  u,  which  is  pushed  over  to  the  side  and 
over  the  brim  of  the  pelvis ;  f  h,  spot  where  f  oetal  heart  may  be  heard. 

uterine  pregnancy  is  rare  ;  but  for  this  very  reason,  and  also 
because  the  seat  of  the  tumour  which  it  forms  is  more  nearly 
identical  with  that  of  ovarian  tumour,  the  diagnosis  is  more 
difficult. 

It  must  not  be  lost  sight  of  that  ovarian  tumour  may  be 
complicated  with  pregnancy,  uterine  or  extra-uterine.    In  the 

*  See  also  New  Sydenham  Society's  edition  of  "  Eright's  Memoirs,"  vol.  vi.  1860. 


DIAGNOSIS  OF. 


855 


case  of  uterine  pregnancy  we  may  expect  to  make  out  the 
positive  signs  of  pregnancy ;  but  these  will  be  likely  to  mask 
those  of  the  ovarian  tumour.  One  characteristic  of  the  double 
condition  is  that  the  abdomen  is  more  widened  out  than  in 
either  of  the  single  conditions ;  and  we  may  usually  define  by 
palpation,  percussion,  and  auscultation  the  limits  of  each 
tumour.  There  is  commonly  a  marked  sulcus  or  depression  at 
the  upper  part,  where  the  two  spheres  diverge,  as  is  exemplified 
in  the  diagram,  Fig.  76,  taken  from  my  work  on  "  Obstetric 
Operations,"  second  edition,  1870. 

In  ovarian  solid  tumours  it  almost  always  happens  that  the 
tumour  is  of  irregular  form.  There  are  projections,  angles, 
sometimes  simulating  limbs  of  a  foetus  ;  but  they  do  not  move ; 
nor  do  we  feel  that  peculiar  vermicular  movement  characteristic 
of  the  gravid  uterus.  We  may  succeed  in  isolating  the  uterus 
from  the  tumour  by  the  sound. 

If  the  uterus  be  at  all  fixed,  and  any  hardness  be  felt  around 
it,  examine  by  rectum  as  well.  If  malignant,  projections,  hard 
and  irregular,  will  probably  be  felt  more  plainly  here. 

c.  Is  there  an  extra-ovarian  cyst  ?  When  by  internal  and  ex- 
ternal examination,  no  nodular  hardening  of  the  cyst  wall  can 
anywhere  be  detected,  where  the  cyst  is  uniformly  smooth  and 
elastic  over  its  whole  surface,  where  the  wave  of  fluctuation  is 
equally  perceptible  in  all  directions,  the  inference  is  clear  that 
the  cyst  is  practically  unilocular  ;  and  if  in  a  young  person  it 
is  either  flaccid  and  of  long  duration,  or  excessively  tense  and 
of  recent  formation,  the  inference  is,  says  Wells,  almost  equally 
clear,  that  the  cyst  is  extra- ovarian  and  the  contents  limpid. 

It  is  a  good  practical  rule  in  any  case  presenting  the  above 
characters  to  tap  in  the  first  instance,  as  this  simple  operation 
will  probably  be  sufficient  to  cure. 

d.  Is  there  enlargement  of  the  uterus  from  fibroid  tumour  or 
hydrometra  f  This  is  one  of  the  great  practical  questions. 
Under  the  belief  that  an  ovarian  tumour  existed,  the  abdomen 
has  many  times  been  laid  open,  only  to  discover  what  should 
have  been  known  before,  namely,  that  the  tumour  was  uterine. 
The  diagnosis  is  not  seldom  extremely  difficult,  and  especially 
so  when  the  tumour  is  fibrocystic,  that  is,  containing  fluid  so 
superficially  placed  as  to  yield  the  phenomenon  of  fluctuation. 
The  uniformly  solid  tumours  ought  rarely  to  deceive,  so  far  as 
to  carry  one  into  the  practical  error  of  opening  the  abdomen. 
Uniformly  solid  ovarian  tumours  are  so  rare,  whilst  uniformly 
solid  uterine  tumours  are  so  much  the  rule,  that  if  I  were  dis- 
posed to  be  aphoristic,  I  would  submit  no  aphorism  with  less 
hesitation  than  this:  If  you  find  a  smooth,  solid  tumour, 
beware  :  it  is  uterine.  If  a  solid  tumour  of  the  ovary  be  rare,  a 
large  solid  tumour,  so  large  as  to  give  rise  to  question  of  opera- 
ting, may  be  said  to  be  amongst  the  curiosities  of  pathology. 
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In  seeking  to  determine  whether  a  tumour  be  uterine,  we 
must  be  governed  greatly  by  what  vaginal  and  rectal  explo- 
ration teaches  as  to  the  condition  of  the  uterus.  The  great 
point  is  to  determine  whether  the  tumour  felt  above  the  pubes  is 
continuous  or  identical  with  the  uterus.  This  is  done  by  the 
immediate  touch  by  finger  in  vagina,  by  mediate  touch  by 
sound  in  atero,  separately  and  combined  with  palpation  by  hand 
outside  on  the  abdomen.  If,  by  these  means  we  ascertain — 
1,  that  the  uterine  cavity  much  exceeds  two  and  a  half  inches 
in  length ;  2,  that  the  course  of  the  uterine  canal  is  tortuous 
(a  flexible  bougie,  which  will  worm  its  way  along  a  tortuous 
canal,  is  sometimes  better  than  the  metal  sound)  ;  3,  that 
the  body  of  the  uterus  is  directed  backwards;  4,  that  the 
bulk  of  the  tumour  moved  by  the  hand  outside  communicates 
a  continuous  movement  to  the  cervix,  as  felt  by  finger  or 
sound — we  may  fairly  infer  that  the  tumour  is  uterine.  This 
inference  will  be  strengthened  if  the  tumour  be  of  very  long 
standing  ;  if  frequent  metrorrhagia  have  been  suffered. 

But  it  is  right  to  declare  frankly  that  we  cannot  always 
elicit  these  phenomena,  although  the  tumour  is  fibroid  ;  and  that 
some  of  them,  when  elicited,  are  not  absolute  proof  that  the 
tumour  is  ovarian.  I  have  pronounced  a  tumour  to  be  ovarian, 
influenced  by  the  apparent  separate  mobility  of  uterus,  in  a  case 
where  the  tumour  proved  to  be  uterine.  This  sign  is  very 
deceptive.  The  great  bulk  of  the  uterine  tumour  may  be  con- 
nected with  the  uterus  by  a  comparatively  narrow  portion 
below.  At  this  narrowed  point  the  portion  of  uterus  below  it 
may  easily  move  upon  the  great  mass  above,  which  is  com- 
paratively fixed  by  its  volume  and  solidity.  The  most  trust- 
worthy signs  are  the  increased  length  of  the  uterus,  as 
determined  by  the  sound,  and  the  solidity  of  the  tumour. 
How  the  cervix  uteri  may  be  elongated  is  illustrated  in  a  case 
described  by  Dr.  Bristowe  (Path.  Trans.,  vol.  v.).  The  patient, 
aged  24,  single,  had  been  tapped  several  times  for  ovarian  dropsy, 
in  St.  Thomas's.  The  body  of  the  uterus  was  slightly  tilted  by 
the  ovarian  growth  ;  no  os  uteri  could  be  detected  at  first.  The 
cervix  was  three  and  a  half  inches  long,  and  formed  a  cylindrical 
band,  about  half  an  inch  broad  and  one-third  of  an  inch  thick, 
extending  between  the  os  and  the  uterus,  which  was  somewhat 
atrophied,  but  otherwise  healthy.  The  recto-vaginal  pouch  had 
become  much  distended,  pressing  the  posterior  wall  of  the  vagina 
forward  like  a  hernia.  This  had  exerted  a  certain  traction  upon 
the  os  uteri,  and  through  the  latter  on  the  anterior  wall  of 
the  vagina,  and  by  long  continuance  caused  the  excessive 
elongation  of  the  cervix  uteri. 

It  is  not  very  uncommon  to  find  a  complication  of  fibroid  of  the 
uterus  with  ovarian  tumour.  In  such  a  case  we  must  carefully 
weigh  the  evidence  showing  that  both  organs  are  implicated. 
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An  ovarian  tunionr  of  moderate  size,  especially  if  in  great 
part  solid  or  semi-solid,  may  closely  simulate  an  uterine  fibroid, 
if  there  be  great  thickness  of  the  abdominal  wall.  A  thick 
mass  of  fat  intervening  between  the  examining  hands  and  such 
a  tumour  will  often  effectually  mask  the  two  great  distinctive 
features  of  an  ovarian  tumour,  namely,  fluctuation  and  irregu- 
larity of  surface.  We  must  depend  upon  careful  examination 
of  the  uterus  by  the  vagina,  isolating,  if  possible,  this  organ 
from  the  tumour,  aided  by  abdominal  palpation  under  chloro- 
form, to  establish  a  diagnosis. 

Dr.  C.  C.  Lee  has  collected  nineteen  cases  of  fibro-cystic 
tumour  of  the  uterus ;  and  has  analyzed  them,  with  the  view 
of  establishing  grounds  of  diagnosis  between  it  and  ovarian 
tumour.*  As  proof  of  the  difficulty  of  diagnosis,  it  is  stated 
that  in  one  only  was  the  true  nature  of  the  tumour  ascertained 
before  operation.  Koeberle,  however,  thinks  the  diagnosis  may 
be  established  by  the  following  signs  : — 1.  The  discoloured  hue 
and  dejected  expression  of  the  face,  the  so-called  fades  uterina 
of  the  patient.  2.  The  variable  consistency  of  the  tumour,  as 
made  out  by  abdominal  palpation.  3.  The  results  of  tapping. 
If  the  trocar  touch  a  fibrous  spot  in  the  tumour- wall,  blood  will 
flow ;  even  when  the  cyst  is  reached  the  fluid  never  presents 
the  clear  viscid  character  of  ovarian  cystic  fluid,  but  is  either 
yellowish,  thin,  serous,  and  rich  in  lymph  or  cholesterin,  or  it 
is  brown,  muddy,  sero-purulent,  or  bloody,  and  the  tapping 
leaves  only  partial  collapse.  4.  The  indurated  or  nodular  feel 
of  the  tumour  after  tapping.  5.  The  uterine  connections  of  the 
growth,  as  made  out  by  vaginal  uterine  examination,  by  aid  of 
the  sound.  The  uterus  is  more  displaced  than  in  ovarian  tumour. 

The  history,  although  liable  to  deceive,  must  be  taken  into 
account.  The  rate  of  development  of  ovarian  tumours  usually 
gives  less  than  two  years,  whilst  that  of  fibro-cystic  tumours  is 
generally  much  slower.  But  I  have  known  ovarian  tumours 
last  forty  years.  Ovarian  tumours  begin  early,  uterine  late. 
But  the  variations  are  numerous. 

The  fluctuation  in  fibro-cystic  tumours  is  confined  to  certain 
regions,  generally  to  the  upper  part,  and  the  solid  portions 
preponderate  ;  whilst  in  ovarian  tumours  having  solid  elements, 
the  fluctuating  parts  predominate,  and  the  solid  element  is 
almost  always  at  the  lower  part. 

"We  must,  however,  be  prepared  to  find  all  the  above  signs 
giving,  at  best,  ambiguous  indications.  The  signs  most  com- 
mon in  fibro-cystic  tumour  may  be  present,  or  appear  to  be  so, 
in  ovarian  tumours,  and  vice  versa.  Where  doubt  is  unavoid- 
able, error  is  excusable.  Hence  we  are  occasionally  driven  to 
the  exploratory  incision,  and  to  the  direct  examination  of  the 


*  New  York  Journal,  1871. 
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tumour.  This  gives  another  order  of  signs.  If  the  tumour  be 
uterine,  the  exposed  mass  is  dark,  vascular,  thick,  and  frequently 
fasciculated  with  fibrous  bands.  If  it  be  ovarian,  the  sac  is 
usually  pearly  white,  or  blue  and  glistening.  But  these 
appearances  again  I  have  seen  interchanged.  More  than  this, 
even  after  removal  from  the  body,  tumours  believed  by  the 
operator  to  be  ovarian  have  turned  out  to  be  fibroid  outgrowths 
from  the  body  of  the  uterus,  more  or  less  pedunculated.  Mr. 
Spencer  Wells,*  discussing  this  question,  says,  some  of  the 
largest  abdominal  tumours  he  has  ever  seen  have  been  fibroid 
or  fibro-cystic  tumours  of  the  uterus  ;  and  more  than  a  hundred 
cases  are  on  record  where  the  abdomen  has  been  opened  with 
the  object  of  removing  an  ovarian  tumour,  when  the  operator 
discovered  that  it  was  uterine. 

The  aspirator-trocar  will  in  many  of  these  doubtful  cases 
prove  of  signal  value.  By  it  we  can  draw  off  some  of  the  fluid 
from  the  cystic  portion  for  examination. 

e.  Is  there  enlargement  of  the  omentum  and  intestines  ?  At  the 
climacteric  age,  a  woman,  falling  off  perhaps  in  health,  notices 
with  alarm  that  she  is  increasing  in  size.  She  fears  that  it  is 
due  to  a  growing  tumour.  The  phantom-tumour  or  pseuclo- 
cyesis  of  the  climacteric  period  has  been  already  discussed.  We 
have  now  to  eliminate  fibroid  and  ovarian  tumours.  Where 
there  is  nothing  but  fat  and  inflated  intestines,  we  may  always 
exclude  large  fibroids  and  ovarian  tumours  by  palpation  and 
percussion.  Resonance  in  front  may  be  dulled,  but  still  the 
sound  is  different  from  the  dead  sound  returned  on  percussing 
over  a  solid  or  fluid  tumour.  The  hands  will  sink  in  towards 
the  spine,  on  firm  pressure,  especially  if  the  abdominal  muscles 
are  made  to  relax  under  chloroform  or  under  expiration.  The 
sensation  to  the  hands  is  doughy,  not  resisting.  The  condition 
of  the  uterus  can  commonly  be  determined  by  vaginal  exami- 
nation and  by  sound,  so  as  to  leave  only  the  possibility  of 
ovarian  tumour  to  investigate.  And  here  we  come  to  the  prac- 
tical difficulty  of  excluding  a  small  ovarian  tumour.  This  may 
be  buried  in  one  iliac  region,  so  much  masked  by  surrounding 
fat,  that  neither  by  external  nor  by  internal  touch  can  we  get  at 
it  so  as  to  bring  out  distinctive  characters.  It  may  help  us  to 
remember  that  women  who  are  storing  up  fat  do  not  commonly 
have  ovarian  dropsy  or  pregnancy.  These  states  usually  cause 
emaciation. 

/.  Is  there  enlargement  of  the  liver,  spleen,  pancreas,  or  kidney  ? 
Tumours  of  the  stomach,  liver,  spleen,  or  pancreas  may  in  most 
cases  be  eliminated  by  evidence  showing  that  they  grow  from 
above  downwards.    This  may  generally  be  obtained  by  per- 

*  A  fourth  series  of  100  cases  of  ovariotomy,  with  remarks  on  the  diagnosis 
of  uterine  from  ovarian  tumours.    "  Med.-Chir.  Trans.,"  vol.  liv. 
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cussion.  If  dulness  prevail  from  the  ribs  downwards,  leaving 
an  area  of  resonance  below  the  tumour,  that  is,  between  its, 
lower  margin  and  the  pelvis,  the  inference  that  the  tumour  is 
not  of  pelvic  origin  is  nearly  certain  ;  and  this  probability  is 
greatly  increased  if  the  tumour  be  solid.  The  hydatid  of  the 
liver  is  the  condition  most  likely  to  deceive.  Here  we  may 
have  fluctuation  and  dulness  over  an  area  sometimes  very 
similar  to  that  occupied  by  an  ovarian  tumour.  The  history 
and  the  peculiar  features  of  the  disease  will  supply  diagnostic 
indications.  We  shall  generally  have  a  resonant  space  below 
the  tumour.    The  hydatid  tremor  or  thrill  may  be  felt. 

Spiegelberg  relates*  a  case  of  echinococcus  of  the  right  kidney, 
mistaken  for  ovarian  tumour,  and  operated  upon  with  a  fatal 
issue.  The  tumour  extended  from  the  ribs  to  the  pelvis,  and 
was  felt  by  vagina.  In  reading  this  case,  it  appears  to  me — it 
is  so  easy  to  criticise  after  the  event — that  the  tumour  was  more 
strictly  confined  to  one  side  than  is  usual  in  ovarian  tumour. 
It  extended  all  along  the  right  side  from  ribs  to  pelvis,  but  did 
not  much  overlap  the  median  line. 

Cystic  disease  of  the  kidney  has  given  rise  to  mistakes.  So 
long  as  the  tumour  formed  by  this  disease  is  comparatively 
small,  danger  of  mistaking  it  for  an  ovarian  tumour  is  not 
great.  The  dulness  and  fluctuation  are  more  limited  to  one 
lumbar  and  hypochondriac  region ;  and  an  area  of  resonance 
will  be  made  out  between  the  tumour  and  the  pelvis.  But 
when  the  cystic  enlargement  is  very  great,  extending  across  the 
abdomen  and  below  to  the  pelvis,  the  diagnosis  is  not  easy. 
Renal  tumours  growing  from  behind  press  the  intestines  for- 
ward, so  there  is  resonance  in  front.  Babington  and  Bright 
pointed  out  that  in  renal  disease  we  may  expect  changes  in  the 
urine,  especially  an  abundance  of  phosphates  and  lithates.  A 
very  small  ovarian  tumour,  with  a  long  pedicle,  might  be  mis- 
taken for  a  floating  kidney. 

I  have  known  a  considerable  area  of  resonance  between  the 
pelvis  and  a  tumour  seated  under  the  liver,  which  proved  to  be 
ovarian.  This  had  been  carried  up  and  rolled  over  on  its  axis, 
the  pedicle  stretching  and  twisting  under  the  pressure  of  a 
growing  gravid  uterus. 

g.  Is  there  pelvic  cellulitis  or  peritonitis  or  hematocele?  Here 
a  history  of  sudden  or  rapid  development  under  symptoms  of 
local  and  general  distress  will,  when  given,  generally  be  suffi- 
cient. But  often  cases  come  before  us  with  no  history,  or  only 
a  misleading  one.  In  these  it  requires  great  care  to  distinguish 
a  consolidated  mass  of  omentum  or  intestines  found  near  the 
pelvis  from  an  ovarian  tumour.  This  condition  has  frequently 
deceived,  even  to  the  extent  of  inducing  the  surgeon  to  open  the 


*  "  Archiv  fur  Gj-nakol.ogie,"  1870. 
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abdomen.  The  distinction  will  rest  mainly  npon  the  more  solid 
character  of  the  inflammatory  consolidation,  the  absence  of  fluc- 
tuation, and  perhaps  the  presence  of  deadened  resonance  from 
intestine  entangled  in  the  mass.  Here  again  the  aphorism  which 
warns  to  be  suspicious  of  a  solid  tumour  finds  useful  application. 

It  is  also  necessary  to  remember  that  peritonitis  or  hseniato- 
cele  may  supervene  upon  ovarian  cystic  disease.  In  the  first 
case,  that  of  peritonitis,  it  is  singular  to  observe  how  an  area 
previously  yielding  distinct  fluctuation,  becomes  hard,  almost 
solid,  from  the  effusion  of  plastic  matter  on  the  surface  of  the 
tumour.  Where  there  has  been  no  opportunity  of  examining 
before  the  inflammation  set  in,  it  is  not  easy  to  avoid  the  error 
of  concluding  that  there  is  a  solid  tumour  under  the  hand.  In 
the  absence  of  antecedent  knowledge  of  the  real  nature  of  the 
tumour  it  is  only  by  waiting  until  the  inflammatory  compli- 
cation has  to  a  great  extent  disappeared,  that  we  can  be  sure  of 
our  diagnosis. 

In  the  second  case,  that  of  hematocele,  the  sudden  access  of 
grave  symptoms  at  once  arrests  attention.  Where  there  is  an 
ovarian  tumour  the  source  of  the  effused  blood  is  likely  to  be 
the  tumour  itself.  Its  walls,  or  large  vessels  on  its  surface,  may 
have  burst.  Abdominal  shock  is  the  first  result.  If  the  patient 
survive  this,  peritonitis,  diffuse  or  limited  to  the  pelvic  region, 
follows.  This  will  give  rise  to  a  firm  tumour  felt  projecting 
into  the  rectum  and  vagina,  probably  rising  out  of  the  true 
pelvis  in  one  or  both  iliac  fossae,  and  pushing  the  uterus  forward 
against  the  symphysis  pubis. 

For  the  distinctive  characters  of  retro-uterine  hematocele  I 
must  refer  to  the  chapter  on  this  subject. 

Pelvic  cellulitis  may  be  confounded  with  ovarian  tumour 
under  two  conditions :  first,  where  there  is  tumour  only ;  and 
secondly,  where  there  is  a  tumour  which  has  burst,  and  is  dis- 
charging purulent  matter.  In  the  first  case,  the  history  is  im- 
portant. Pelvic  cellulitis  is  usually  of  recent  formation.  It 
has  come  on  with  acute  symptoms  after  labour,  abortion,  sup- 
pressed menstruation,  surgical  treatment,  or  other  accident ;  it 
sets  the  uterus  fast  in  a  collar  or  framework  of  hard  effusion,  in 
the  brim  of  the  pelvis,  so  that  the  body  of  the  uterus  cannot  be 
distinguished.  The  uterus  is  not  so  affected  in  ovarian  tumour. 
If  there  be  fluctuation,  there  is  commonly  redness  of  the  skin  and 
the  peculiar  cedematous  feel  of  the  tissues  where  the  fluctuation 
is  due  to  abscess.  The  pelvic  distress,  including  dysuria,  is 
marked  in  cellulitis,  rarely  so  in  ovarian  dropsy. 

Where  there  is  escape  of  pus,  this  may  be  due  to  the  perfora- 
tion of  a  suppurating  ovarian  cyst.  But  this  is  a  rare  event ; 
whilst  it  is  a  frequent  issue  of  pelvic  cellulitis.  And  it  usually 
occurs  within  a  few  weeks  of  the  commencement  of  pelvic  cellu- 
litis; whereas  it  is  extremely  rare  for  an  ovarian  tumour  to 
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suppurate  and  discharge  until  it  has  attained  a  large  size, 
that  is,  until  it  is  of  considerable  duration.  But  these  features, 
clear  enough  when  the  whole  course  of  the  disease  has  passed 
under  our  observation,  are  not  so  clear  if  we  are  called  to  a  case 
of  long  standing.  For  example,  although  pelvic  cellulitis 
usually  runs  a  tolerably  definite  course  within  a  short  time, 
cases  occur  where  abscesses  burst  after  some  months,  or  at  least 
in  which  suppuration  goes  on,  and  matter  is  discharged  for 
months  together  by  the  vagina  or  rectum.  It  is  not  always 
easy,  under  such  circumstances,  to  decide  that  the  source  of  the 
pus  is  not  an  ovarian  cyst ;  especially  as  a  cyst,  during  the  pro- 
cess of  suppuration  and  perforation  of  the  vagina,  is  likely  to 
have  set  up  pelvic  peritonitis.  This  complication  may  be  very 
puzzling  ;  and  we  shall  often  be  driven  to  the  history  for  data 
upon  which  to  found  a  presumption  one  way  or  the  other. 
The  necessity,  however,  of  forming  a  precise  diagnosis  in  such 
case  is  of  minor  urgency,  since  even  if  we  attained  to  the  cer- 
tainty of  its  being  ovarian,  the  high  probability  of  extensive 
pelvic  adhesions  would  forbid  the  attempt  at  extirpation. 

h.  Is  there  ascites,  or  peritoneal  encysted  dropsy,  or  abscess  ? 
The  distinction  between  pure  ascites  and  pure  ovarian  dropsy 
is  rarely  so  difficult  as  to  induce  error.  But  the  two  conditions 
are  so  frequently  associated  that  the  subject  demands  discussion. 
The  grand  characteristics  of  ascites  are  :  that  in  the  intestines, 
floating,  anchored  to  the  mesentery  if  the  patient  be  on  her 
back,  there  will  be  clear  resonance  in  front,  where  in  ovarian 
dropsy,  pregnancy,  and  fibroid  of  the  uterus  there  is  dulness ; 
that  the  dulness  will  be  in  the  lumbar  regions  between  the  false 
ribs  and  the  crests  of  the  ilia,  where  the  fluid  gravitates,  and 
where  there  is  resonance  in  ovarian  dropsy  and  pregnancy ; 
that  the  areas  of  resonance  and  dulness  will  shift  on  changing 
the  position  of  the  patient,  because  the  hollow  intestines  float 
to  the  surfaoe,  whereas  in  cystic  dropsy  and  pregnancy  these 
areas  do  not  shift.  If  percussion  be  performed,  the  patient  lying 
on  her  back,  the  fluid  in  ascites  gravitating  to  the  flanks,  and 
the  intestines  floating  up  to  the  front,  the  areas  of  resonance  and 
dulness  will  be  as  in  Fig.  77,  In  ovarian  dropsy,  the  areas  of 
resonance  and  dulness  will  be  exactly  the  reverse,  as  in  Fig.  78, 
and  will  not  vary  under  change  of  posture. 

A  striking  contrast  between  ascites  and  ovarian  tumour  may 
also  be  demonstrated  by  percussing  in  the  erect  posture.  In 
ascites  the  line  of  demarcation  between  dulness  and  resonance 
is  concave,  whilst  in  ovarian  tumour  it  is  convex.  This  contrast 
is  seen  in  diagram,  Fig.  79. 

Again,  ascites  is  the  consequence  and  therefore  a  symptom 
of  disease  of  the  heart,  liver,  or  kidneys.  The  history  and  other 
symptoms  of  these  diseases  will  guide  to  a  right  appreciation 
of  the  dropsy. 
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There  is  a  form  of  encysted  dropsy,  the  result  of  peritonitis,  in 
which  the  peritoneum  of  the  pelvic  organs  may  or  may  not  be 


Fig.  77,-a.  Ascitic  dulness.    i.  Intestinal  resonance,    l.  Liver. 


Fig.  78.-0  t.  Dull  area  of  ovarian  tumour,    i.  Intestinal  resonance,    h.  Liver. 


Fig,  79. — diffebential  chaeactees  of  ovaeian  and  ascitic  deopsies  in  upeight  postuee. 

involved.  Peritonitis  may  he  greatly  limited  to  a  portion  of 
the  omentum,  and  of  the  small  intestines  covered  hy  it.  Plastic 
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matter  may  be  so  thrown  out  as  to  form  a  cavity  or  cyst  between 
these  parts  in  which  serum  is  imprisoned.  I  saw  a  case  which 
I  concluded  to  be  of  this  kind  some  years  ago  in  consultation 
with  Dr.  Clapton  and  Mr.  Litchfield  of  Twickenham.  There 
was  a  large  tumour  in  the  right  flank,  passing  across  the  median 
line,  and  giving  fluctuation,  which  could  be  traced  downwards 
to  the  iliac  fossa.  It  had  been  looked  upon  as  certainly  ovarian. 
The  circumstances  that  made  me  doubt  were  the  rapidity  with 
which  the  tumour  had  formed  ;  the  severe  attendant  pain  and 
history  of  fever ;  a  certain  singular  thickness  and  doughiness  of 
part  of  the  walls  ;  and  the  more  marked  lateral  site  of  the  tumour 
than  is  usually  found  in  ovarian  cysts.  I  punctured  the  cyst ; 
and  in  doing  so  it  required  some  confidence  in  one's  diagnosis, 
for  the  trocar  had  to  be  made  to  penetrate  considerably  deeper 
than  is  usually  necessary  in  the  case  of  ovarian  cysts  which  lie 
close  behind  the  abdominal  wall.  A  quart  or  more  of  horribly 
stinking  putrid  serum  escaped,  so  that  we  suspected  there  had 
been  a  perforation  of  the  intestine  into  the  peritoneum  as  the 
cause  of  the  inflammation.  The  entire  disappearance  of  the 
tumour  and  recovery  of  the  patient  lent  confirmation  to  the 
diagnosis  ariived  at.  In  encysted  dropsy  the  serum  drawn  off 
will  coagulate  by  heat,  or  sometimes  without. 

Encysted  dropsy  may  also  exist  as  a  reliquium  of  retro-uterine 
hematocele. 

Encysted  peritoneal  abscess  may  simulate  ovarian  dropsy.  Thus 
a  case  was  recently  admitted  under  my  care  at  St.  Thomas's, 
in  which  a  tense,  obscurely-fluctuating  tumour  was  traced  from 
the  right  side  of  the  pelvis,  rising  as  high  as  the  umbilicus, 
and  passing  the  median  line  to  the  left.  The  uterus  was  three 
and  a  half  inches  long  ;  its  fundus  deflected  to  the  left  by  the 
swelling  in  the  right  of  the  pelvis  ;  the  cervix  was  pushed  forward 
near  the  pubes.  In  the  fundus  of  the  vagina,  on  the  right  of 
the  cervix  uteri,  was  a  tense,  stretched,  elastic,  smooth  depression. 
The  tumour  had,  the  patient  said,  all  formed  within  a  month. 
Its  onset  was  not  marked  by  any  acute  symptoms.  But  when 
admitted  there  were  signs  of  irritative  fever ;  the  pulse  was 
about  100,  the  temperature  ranged  from  100°  Fahr.  to  104° 
Fahr.  The  physical  signs  could  hardly  be  distinguished  from 
those  of  ovarian  tumour  ;  but  the  rapidity  of  formation,  and  the 
signs  of  irritative  fever,  pointed  to  the  diagnosis  of  a  perimetric 
abscess.  I  accordingly  punctured  by  the  vagina  with  the 
aspirator-trocar.  Fifty-eight  ounces  of  offensive  pus  were 
drawn  off;  the  tumour  subsided,  and  the  uterus  returned  to  its 
normal  position.  More  pus  formed,  which  was  again  drawn  off. 
The  woman  died  of  peritonitis  and  septicaemia.  The  diagnosis 
was  verified,  in  so  far  that  an  encysted  abscess  was  found.  But 
a  small  ovarian  cyst,  which  appeared  to  have  ruptured,  was 
imbedded  in  the  abscess. 
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In  connection  with  ovarian  cysts  it  is  desirable  to  refer 
to  certain  cysts  occasionally  found  on  the  external  surface 
of  the  uterus,  and  described  by  Huguier.  Two  cases  he 
described  were  the  result  of  metro-peritonitis.  Dr,  Matthews 
Duncan,  in  his  work  on  "Perimetritis  and  Parametritis," 
describes  "  an  example  in  the  autopsy  of  a  case  of  ordina-ry 
cancer  of  the  neck  of  the  uterus,  where  two  little  serous  bags  of 
the  size  of  hazel-nuts  were,  without  adhesions,  lying  in  Douglas's 
pouch  attached  to  the  lower  part  of  the  posterior  wall  of  the 
uterus  by  a  base  narrower  than  the  breadth  of  the  cysts  at  their 
middle  parts."  I  have  seen  several  similar  examples,  mostly  in 
connection  with  malignant  disease,  and  where  obvious  indications 
of  recent  or  old  peritonitis  existed.  I  have,  however,  seen  other 
examples  of  cysts  containing  serum  seated  on  the  peritoneal  sur- 
face of  the  uterus,  on  the  broad  ligaments  and  ovaries  in  which 
association  with  inflammation  or  cancer  could  not  be  proved. 
Dr.  McClintock  also  has  referred  to  cysts  behind  the  uterus. 

Another  form  of  ascites  is  that  which  attends  upon  malignant 
disease  inducing  peritonitis.  Here  the  evidence  of  malignant 
disease  will  commonly  be  marked ;  and  we  shall  miss  the  charac- 
teristic signs  of  encysted  dropsy. 

It  is  the  complication  of  ascites  with  ovarian  cystic  disease 
which  is  so  often  puzzling.  If  the  ovarian  tumour  be  small,  and 
the  ascitic  collection  large,  the  tumour  is  easily  overlooked.  On 
the  other  hand,  if  the  tumour  be  large  and  the  ascitic  collection 
small,  the  tumour  alone  may  attract  attention.  In  the  latter 
case  the  practical  consequences  of  mistake  may  not  be  serious, 
because  the  ovarian  tumour  is  the  disease  that  rules  the  choice 
of  treatment,  the  ascites  being  secondary.  In  the  first  case,  if 
there  be  urgent  distress  from  accumulation  of  fluid,  tapping  by 
the  aspirator-trocar  would  be  indicated  ;  and  then,  the  fluid 
removed,  the  tumour  would  come  under  manipulation. 

i.  Are  there  adhesions  ?  This  is  often  an  exceedingly  diffi- 
cult point  to  determine.  I  have  seen  extensive  adhesions  where 
it  was  confidently  foretold  that  there  were  none.  Accurate 
diagnosis  is  not  so  important  as  it  was  at  one  time  thought  to  be. 
Abundant  experience  has  now  proved  that  moderate  adhesions 
offer  no  serious  difficulty  in  carrying  out  extirpation,  and  do  not 
jeopardise  the  recovery.  Mr.  Wells  says  his  results,  in  cases 
where  there  are  adhesions,  are  as  good  as  in  those  where  there 
are  none  ;  and  that,  therefore,  practically  in  determining  whether 
ovariotomy  should  be  performed  or  not,  adhesions  to  the  ab- 
dominal wall  may  be  altogether  disregarded.  Extensive  and 
intimate  adhesions,  especially  to  the  lower  surface  of  the  liver,  to 
the  intestines,  and  to  the  pelvic  cavity,  will  sometimes  altogether 
frustrate  the  operation,  or  the  injury  inflicted  in  overcoming 
them  may  be  so  great  as  to  prove  fatal.  But  adhesions  at  these 
points  cannot  be  diagnosed,  so  that  in  practice  we  are  often  com- 
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pelled  to  disregard  the  possibility  of  their  presence.  "We  can  but 
abandon  the  pursuit  of  extirpation,  when  the  operation  having 
been  begun,-  it  is  found  that  the  adhesions  are  insurmountable 
without  undue  violence. 

The  tumour  may  be  presumed  to  be  free  from  adhesions  if — 

1 .  There  be  no  history  of  antecedent  severe  pain  pointing  to 
attacks  of  peritonitis.    But  this  cannot  be*  trusted. 

2.  If  we  can  pinch  up  folds  of  the  abdominal  wall,  or  make 
the  abdominal  wall  slide  over  the  tumour. 

3.  By  inspection  in  the  semi-prone  position,  watching  the 
effect  of  respiration  :  if,  on  inspiration,  the  tumour  is  seen  to 
glide  downwards  beneath  the  abdominal  wall,  and  to  glide  up 
again  on  expiration. 

4.  If  on  moving  the  patient,  first  to  one  side  then  to  the 
other,  the  tumour  be  seen  or  felt  to  fall  to  the  dependent  side. 

5.  If  the  uterus  move  freely  under  examination  by  finger 
and  sound,  the  presumption  is  against  pelvic  adhesions. 

6.  If  we  can  make  out  a  thin  layer  of  ascitic  fluid,  giving  a 
wave  superficial  to  the  tumour,  we  have,  perhaps,  the  best 
evidence  of  absence  of  adhesions. 

7.  Adhesions  are  less  likely  to  be  present  if  the  tumour  is 
benign  ;  more  likely  if  the  tumour  is  malignant. 

Owing  to  the  free  peristaltic  and  other  movements  of  the 
small  intestines,  adhesion  of  them  to  the  ovary  is  comparatively 
rare. 

All  the  signs  of  free  movement  of  the  tumour  may  be 
found,  and  yet  there  may  exist  extensive  adhesions.  These 
may  have  become  gradually  drawn  out  by  the  advancing 
growth  of  the  tumour,  have  become  elongated,  partly  atro- 
phied, so  as  to  admit  of  free  movement,  but  yet  to  give 
some  trouble  to  separate  when  an  attempt  at  extirpation  is 
made. 

j.  Is  the  tumour  benign  or  malignant  ?  In  seeking  to  determine 
this  question,  we  shall  derive  assistance  from  the  history,  aspect, 
and  constitutional  condition.  If  the  aspect  be  clear,  and  the  gene- 
ral health  not  impaired  beyond  what  can  be  attributed  to  the 
mere  bulk  and  pressure  of  the  tumour  ;  if  there  be  free  fluctua- 
tion ;  if  the  uterus  be  capable  of  being  isolated  from  the  tumour  ; 
if  we  find  the  tumour  free  from  adhesions,  it  may  be  presumed 
that  the  tumour  is  benign. 

It  is  not  easy,  however  free  and  universal  the  fluctuation  may 
be,  to  predicate  that  the  tumour  is  monocystic.  Indeed,  mono- 
cystic  tumours  are  so  rare  that  it  is  scarcely  worth  while  to 
contemplate  the  probability  of  any  given  tumour  being  of  this 
kind.  It  is  almost  always  a  safe  prophecy  to  say  that  it  is 
polycystic.  A  single  cyst  will,  ex  necessitate  rei,  be  perfectly 
uniform  on  its  surface,  and  of  spherical  or  ellipsoid  form. 
Deviations  from  these  characters,  or  variations  in  degree  of 
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fluctuation,  or  in  the  rate  of  growth  in  different  parts,  are  con- 
clusive against  a  single  cyst. 

The  tumour  is  probably  malignant,  if  it  have  grown  rapidly  ; 
if  the  aspect  be  earthy,  sallow,  and  of  characteristic  malignant 
cachexia ;  if  emaciation  be  very  great ;  if  very  irregular, 
knobby  in  form  ;  if  the  uterus  be  found  fixed  to  it ;  if  irregular 
protrusions  be  found  behind  the  uterus  ;  if  on  rectal  examina- 
tion— which  should  never  be  omitted  where  malignancy  is  sus- 
pected— these  projections  into  the  rectum  be  more  plainly  felt  ; 
if  the  vaginal  or  other  glands  within  observation  be  enlarged 
and  hardened ;  if  there  be  any  considerable  amount  of  ascitic 
fluid,  and  especially  if  there  be  oedema  of  the  legs,  with  or  with- 
out phlegmasia  dolens. 

The  recognition  of  ovarian  tumour  in  the  earliest  stage  is 
especially  difficult.  Very  little  distress  may  attend  the  early 
growth.  Practically,  it  rarely  happens  that  the  case  comes 
before  us  until  a  tumour  of  considerable  size  has  formed. 
The  first  inconvenience  that  attracts  attention  is  the  increased 
size  of  the  abdomen ;  and  this  is  often  more  annoying  for 
moral  than  for  physical  reasons.  An  unmarried  woman  is 
visibly  increasing  in  size,  and  censorious  people  whisper  away 
her  character ;  and  if  dependent  upon  her  own  exertions,  she  is 
unable  to  find  employment.  But  sooner  or  later  physical  dis- 
tress from  pressure  is  pretty  sure  to  follow. 

When  a  small  cyst  containing  fluid  has  formed,  we  may  feel 
a  smooth,  rounded,  tense  body  stretching  the  roof  of  the  vagina 
on  One  side  of  the  cervix,  or  a  little  behind.  Small  cysts  get 
into  Douglas's  pouch,  causing  some  amount  of  prolapse  of  the 
vagina.  By  bi-manual  palpation  we  may  possibly  define  the 
tumour,  and  even  make  out  fluctuation.  In  this  stage,  a  cystic 
ovary  may  be  mistaken  for  a  Fallopian  gestation,  or  a  dropsy 
of  the  tube.  In  either  event  the  uterus  may  be  so  pushed 
forwards  by  the  tumour  as  to  obstruct  the  bladder  and  cause 
retention  of  urine,  as  in  the  following  case  : — A  young  woman 
applied  as  an  out-patient,  complaining  of  retention  of  urine. 
In  accordance  with  our  practice  in  such  cases,  she  was  at  once 
sent  to  bed.  I  found  the  os  uteri  pressed  close  behind  the 
symphysis  pubis ;  after  drawing  off  the  urine  I  passed  the 
sound  into  the  uterus ;  it  went  in  the  normal  direction  forwards, 
and  the  fundus  was  felt  just  above  the  symphysis.  This  made 
it  clear  that  the  uterus  of  normal  size  was  pushed  bodily  for- 
wards by  something  behind  it.  Exploring  with  the  finger  to 
the  sides  of,  and  behind,  the  uterus,  the  vaginal  roof  was  felt 
stretched  out,  and  a  tense,  elastic,  defined  swelling  with  fluctua- 
tion was  made  out  by  vagino-abdominal  touch.  The  swelling 
did  not  rise  above  the  pelvic  brim,  and  except  by  the  two- 
handed  mode  of  examination  it  could  hardly  have  been  distin- 
guished.   I  concluded  that  it  was  an  incipient  ovarian  cystic 
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tumour ;  and,  since  it  was  causing  serious,  even  dangerous, 
pressure  upon  the  bladder,  I  punctured  it  through  the  roof  of 
the  vagina  by  the  aspirator-trocar,  and  drew  off  about  six 
ounces  of  limpid  lemon-coloured  serum*  The  uterus  then  re- 
treated to  near  the  centre  of  the  pelvis,  leaving  the  bladder. 
No  bad  symptom  followed  ;  but  after  some  days  there  was 
again  retention  ;  the  uterus  was  again  pushed  forwards  against 
the  pubes.  I  repeated  the  operation,  this  time  drawing  off 
about  two  ounces  of  fluid,  and  injected  an  ounce  of  tincture  of 
iodine,  hoping  that  a  cyst  so  small  might  contract  and  be 
cured.  For  a  time  the  patient  seemed  to  be  doing  well ;  but 
irritative  fever  set  in,  and  ended  fatally.  Unfortunately  a 
post-mortem  examination  could  not  be  made.  We  have  since 
had  another  case  in  the  hospital  of  retention  of  urine  caused  by 
a  small  ovarian  tumour. 

Difficulty  of  diagnosis  between  early  cystic  tumour  of  ovary, 
tubal  gestation  and  dropsy  of  the  Fallopian  tube,  is  the  less  to 
be  regretted,  because  puncture  by  the  aspirator- trocar  is  pro- 
bably the  best  treatment  in  all  these  cases. 

A  rare  instance  of  difficult  diagnosis  arose  in  a  case  related 
by  Disse  (Monatsschrift  fur  Geburtskunde,  1857),  in  which  an 
ovarian  cyst  formed  part  of  a  femoral  hernia. 

Puncture  by  the  aspirator  or  needle-trocar  should  be  pre- 
ferred in  all  cases  where  the  prevailing  character  of  the  tumour 
is  solidity,  and  where  the  fluctuation  is  obscure  and  limited. 

The  fluid  drawn  off  should  be  carefully  examined.  It  some- 
times gives  diagnostic  evidence.  Spencer  Wells  says,  in  the  case 
of  uterine  tumour,  it  is  not  the  viscid  mucoid  fluid  of  multi- 
locular  ovarian  disease,  but  a  thin  serum  containing  5,  10,  or 
15  per  cent,  of  blood  intimately  mixed  with  it. 

If  we  get  fluid  of  this  character  or  none,  the  idea  of  gastro- 
tomy  should  be  abandoned,  unless,  indeed,  we  are  prepared  to 
undertake  the  extirpation  of  the  uterus. 

It  will  be  convenient  to  discuss  the  therapeutical  value  of 
tapping  and  of  iodine  injections,  whilst  we  are  discussing  the 
diagnostic  value  of  tapping. 

Tapping  and  Exploratory  Incisions, — After  exhausting  all  ordi- 
nary diagnostic  methods,  the  indication  to  relieve  from  distress- 
ing symptoms  and  danger  to  life  may  still  be  so  urgent  that  we 
are  justified  in  resorting  to  certain  operations  in  order  to  attain 
the  precise  knowledge  necessary  to  direct  ulterior  proceedings. 
These  operations  are  tapping  and  exploratory  incisions. 

Tapping  is  indeed  an  operation  of  old  standing;  for  long 
it  was  the  only  proceeding  employed  to  relieve  the  distention 
and  other  urgent  symptoms.  The  operation  was  looked  upon 
simply  as  a  palliative,  and  occasionally  it  turned  out  to  be 
curative.  Now  there  is  added  to  its  palliative  value  a  diag- 
nostic element.    When  a  tumour,  apparently  monocystic,  is 
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emptied  of  the  greater  proportion  of  its  fluid,  the  cyst  which 
contained  this  fluid  collapses,  and  the  operator  can  press  his 
hand  down  upon  the  base  of  the  tumour  and  feel  what  remains. 
Sometimes,  but  rarely,  we  may  feel  nothing ;  the  tumour  has  to 
all  evidence  gone.  In  these  cases  the  doubt  is  reasonable  that 
the  cyst  was  not  ovarian,  but  a  simple  cyst  of  the  broad  liga- 
ment. In  such  a  case  the  tapping  may  prove  curative  as  well 
as  diagnostic.  The  cyst- walls  may  shrivel  up,  cease  to  secrete, 
and  finally  become  atrophied.  It  is  in  such  cases  that  the  injec- 
tion of  iodine  is  likely  to  be  followed  by  cure ;  and  it  must 
often  remain  doubtful  whether  the  iodic  injection  was  not 
superfluous.  Or  we  come  to  the  conclusion  that  there  is  no  cyst 
at  all ;  that  the  case  is  one  of  ascites.  The  peritoneum  emptied, 
we  can  now  examine  the  state  of  the  liver  and  other  abdominal 
viscera  more  easily  ;  we  may  find  tubercular  or  other  disease  of 
the  lumbar  and  pelvic  glands. 

It  is  not  always  easy  to  determine  that  there  is  no  cyst.  Its 
walls  may  be  so  thin,  and  be  adherent  to  the  abdominal  wall, 
that  incision  may  go  through  the  cyst-wall  without  this  being 
identified. 

In  other  cases,  and  these  by  far  the  most  numerous,  when 
fluid  ceases  to  run  by  the  canula,  we  come  down  to  a  residual 
tumour  more  or  less  solid,  more  or  less  bulky.  If  there  remain 
a  considerable  mass  bulging  up  behind  the  abdominal  wall  on 
one  side,  or  near  the  pelvis,  and  presenting  fluctuation,  we  may 
diagnose  another  cyst,  and  the  trocar  may  be  used  to  puncture 
this,  and  even  another  in  succession,  or  we  may  explore  through 
the  canula  by  a  sound  to  ascertain  the  condition  of  the  tumour. 
Here  the  polycystic  character  is  beyond  doubt.  And  the 
therapeutical  conclusion  may  confidently  be  drawn  that  neither 
by  iodine  injection  nor  by  any  means,  short  of  extirpation,  will  a 
cure  be  obtained.  In  these  cases  the  fluid  is  often  gummy  or 
colloid,  sometimes  puriform.  Once  opened,  these  tumours  are 
liable  to  run  a  rapid  downward  course.  Suppuration  in  the 
cysts  is  very  likely  to  occur.  Injection  of  iodic  or  other  irri- 
tants will  only  accelerate  mischief.  The  practicability  of  extir- 
pating the  mass  should  be  earnestly  considered. 

In  another  class  of  cases,  also  numerous,  when  the  fluid 
ceases  to  run,  the  great  bulk  of  the  swelling  has  disappeared. 
But  by  deep  pressure  through  the  now  flaccid  abdomen, 
we  come  upon  a  solid  residuum  in  the  pelvis,  which  may 
sometimes  be  grasped  in  the  hand,  and  which  may  always  be 
defined  between  the  hand  outside  and  a  finger  in  the  vagina. 
In  these  cases  also  it  is  of  no  use  to  inject  iodine.  The  solid 
residuum  almost  certainly  contains  smaller  cysts,  whose  develop- 
ment, repressed  by  the  preponderant  activity  of  the  one  which 
has  been  emptied,  will  quickly  take  its  place,  if  indeed  the  first 
cyst  do  not  fill  again.     When  the  tumour  has  thus  grown 
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again,  it  is  generally  advisable  not  to  repeat  the  tapping,  but  to 
proceed  to  extirpation,  which  holds  out  the  only  trustworthy  hope. 

Exploratory  Incision. — Before  proceeding  to  this  measure,  the 
call  for  relief  should  be  so  serious  as  to  justify  extirpation, 
should  this  ultimatum  be  found  practicable.  Exploratory  in- 
cisions are  not,  it  is  true,  so  dangerous  as  the  major  operation ; 
but  a  fatal  issue  has  with  considerable  frequency  occurred.  It 
properly  claims  consideration  when  other  means  of  diagnosis, 
including  puncture  or  tapping,  yield  no  results,  or  are  contra- 
indicated.  It  is  generally  advisable  on  beginning  the  opera- 
tion to  have  all  things  prepared  for  proceeding  to  extirpation. 
The  patient  should  be  in  anaesthesia.  A  small  incision,  an 
inch  or  two  long,  is  made  with  a  bistoury,  midway  between 
the  umbilicus  and  pubes.  This  is  very  cautiously  made,  so 
as  to  avoid  all  risk  of  incising  the  tumour,  which  may  not  be 
ovarian.  The  incision  should  be  just  large  enough  to  admit 
the  finger  to  feel  the  tumour,  and  to  sweep  round  in  a  short 
radius,  so  as  to  ascertain  if  there  are  adhesions.  This  will 
generally  be  large  enough  also  to  enable  one  to  inspect  the 
surface  of  the  tumour.  The  uterus,  or  uterine  fibroid,  presents 
a  dark-reddish  fleshy  appearance,  which,  if  not  absolutely 
differential  from  the  usual  pearly-blue  aspect  of  an  ovarian 
cyst,  should  serve  as  a  warning  not  to  proceed  to  ulterior  mea- 
sures without  further  investigation. 

For  clinical  purposes,  Kiwisch,  Scanzoni,  and  Hutchinson 
divide  tumours  of  the  ovary  into  two  classes,  namely,  those 
which  contain  cavities,  and  those  which  form  solid  and  compact 
masses.  To  the  first  belong  the  simple  or  multiple  cysts,  the 
cysto-sarcoma,  the  colloid  tumour,  and  the  cysto-carcinoma  ; 
whilst  the  second"  comprises  the  fibroid  bodies,  the  enchon- 
dromata,  and  the  cancerous  tumours  without  cavities.  This 
division  is  certainly  useful.  But  there  is  another  division 
which,  not  displacing  this  one,  I  think  is  even  more  useful  in 
practice.  Ovarian  tumours  may  be  divided  into  benign  and 
malignant.  It  is  not  indeed  easy  in  all  cases  to  tell,  in  the  living 
subject,  to  which  class  a  particular  tumour  belongs.  But  in  many 
cases  we  can  form  a  reasonably  good  opinion.  For  example,  wo 
may  often  negative  malignancy.  When  we  can  do  this  the 
course  of  treatment  to  adopt  is  more  easily  decided,  and  the  prog- 
nosis is  more  hopeful.  On  the  other  hand,  we  can  often  affirm 
malignancy ;  and  in  this  case  we  know  the  treatment  must 
be  more  circumspect,  and  the  prognosis  be  more  grave.  ^ 

Jc.  Two  other  conditions,  which  may  possibly  give  rise  to 
error,  are  distention  of  the  bladder  with  urine,  and  faecal 
accumulation. 

The  error  of  overlooking  a  distended  bladder  will  be  avoided, 
if  the  rule  of  passing  the  catheter  before  proceeding  to  abdo- 
minal examination  be  observed. 

B  B 


CHAPTER  XXXIII. 


TREATMENT    OF    OVARIAN    CYSTIC    DISEASE  :    MEDICINAL ; 
TAPPING  BY  VAGINA,  AND  BY  ABDOMEN. 

The  experience  of  a  century  has  but  confirmed  the  conclusion 
arrived  at  by  William  Hunter,  that  ovarian  dropsy  was  an  in- 
curable affection,  and  that  tapping  was  the  only  palliative. 

The  methods  by  which  nature  or  accident  effects  spontaneous 
cure  of  ovarian  dropsy  are  so  uncertain  in  their  result,  and  so 
unforeseen,  that  the  expectation  of  seeing  relief  occur  in  this 
way  cannot  influence  the  conduct  of  the  surgeon.  Rupture, 
perforation,  or  twisting  of  the  tumour  may,  indeed,  effect  a 
cure ;  but  they  are  far  more  likely  to  cause  death. 

It  may  with  confidence  be  said  that  if  a  woman  is  to  be 
rescued  from  the  dangers  of  an  ovarian  tumour,  the  only  reason- 
able prospect  lies  in  extirpation. 

The  following  are  the  proceedings  for  the  treatment  of  ovarian 
cystic  tumour  which  especially  call  for  discussion  : — 

1.  Medicinal. — The  pharmacopoeia  has  been  ransacked  in  vain. 
There  is  no  trustworthy  evidence  that  any  internal  remedy  has 
the  slightest  effect  in  arresting  the  growth  of  an  ovarian  cyst. 
If,  in  a  few  instances,  a  cyst  have  seemed  to  diminish  or  to  dis- 
appear under  bromides,  iodides,  chlorates,  or  other  medicines, 
further  trials  in  other  cases  have  signally  failed.  Dr.  Peaslee 
"  has,  however,  in  several  instances  of  late  apparently  arrested 
the  growth  of  ovarian  cysts  in  the  early  stages  by  the  applica- 
tion, per  vaginam,  of  ointment  of  iodide  of  lead.  But,"  he  adds, 
"  further  trials  must  demonstrate  how  permanent  is  to  be  the 
benefit  thus  obtained," 

Although  the  surgical  proceedings  which  have  successively 
been  tried  for  the  relief  or  cure  of  ovarian  cystic  tumours  have 
yielded  for  the  most  part  only  unsatisfactory  results,  a  brief  re- 
view even  of  those  which  have  most  unequivocally  failed  is  useful. 
In  the  first  place,  this  review  may  save  us  from  repeating  opera- 
tions which  experience  has  condemned.  In  the  second  place, 
these  proceedings  may  be  regarded  as  experiments  calculated  to 
give  us  useful  knowledge  as  to  the  constitution  and  behaviour 
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of  cystic  tumours.  Thirdly,  some  of  these  proceedings,  although 
they  have  lost  claim  to  be  regarded  as  generally  applicable, 
may  still  prove  valuable  in  exceptional  cases. 

2.  Surgical. — Tapping  and  iodic  injections  have  to  some  extent 
been  discussed  under  "  Diagnosis."  Many  simple  cysts  may  be 
cured  by  simple  tapping,  or  by  tapping  and  injection  of  iodine. 
The  difficulty  is  to  determine  whether  a  cyst  be  simple  or  com- 
pound. Sometimes  tapping  itself  proves  fatal.  It  is  of  course 
less  hazardous  than  ovariotomy,  but  it  is  not  free  from  danger. 
In  the  great  majority  of  cases  the  cyst  will  quickly  fill  again  ; 
and  the  operation  must  be  repeated.  Sometimes  tapping  is 
followed  by  inflammation  and  suppuration  of  the  tumour.  And 
although  tapping  will  commonly  give  immediate  comparative 
relief,  it  has  been  thought  that  the  disease  is  often  accelerated 
by  it. 

Tapping  by  the  vagina. — The  argument  for  this  proceeding 
rests  upon  the  anatomical  fact,  that  the  ovary  always  occupies 
the  lowest  position  in  the  pelvis.  It  is  in  direct  relation  with 
the  roof  of  the  vagina,  and  below  the  intestines.  A  fair  amount 
of  success  has  attended  the  operation  ;  but  there  is  not  sufficient 
reason  to  conclude  that  it  is  more  favourable  than  tapping  by 
the  abdomen. 

There  are  two  forms  of  tapping  :  the  one  is  simple  tapping  ;  in 
the  other  the  tapping  is  supplemented  by  other  proceedings,  as 
keeping  the  cyst  open,  and  throwing  irritant  or  other  fluids  into 
the  cyst. 

Simple  tapping  consists  in  puncturingthe  cyst,  letting  the  fluid 
contents  drain  off,  and  then  letting  the  opening  close.  This  pro- 
ceeding may  be  adopted  as  a  palliative,  with  a  view  to  cure  ;  or 
as  tentative  with  a  view  to  obtaining  information  to  guide  fur- 
ther treatment.  It  is  useful  only  in  a  limited  order  of  cases. 
Our  first  care  then  is  selection.  The  favourable  conditions  are  : 
a  small  cyst  which  descends  fairly  behind  the  uterus,  bulging 
out  the  posterior  wall  and  roof  of  the  vagina ;  distinct  fluctua- 
tion ;  absence  of  solid  masses  at  the  most  prominent  point  where 
puncture  must  be  made. 

The  cases  in  which  vaginal  tapping  is  most  likely  to  be  useful 
are  the  monocystic.  But  this  condition  can  hardly  be  deter- 
mined before  tapping  ;  and  thus  tapping  comes  to  be  experimental 
as  regards  treatment,  and  exploratory  as  aiding  diagnosis.  I 
would  therefore  strongly  advise  that  the  first  or  diagnostic 
tapping  be  made  by  the  aspirator-trocar.  Comparatively  little 
risk  attends  this  method. 

The  Operation. — No  matter  what  the  instrument  employed 
for  tapping,  the  chief  difficulty,  of  corpse,  consists  in  selecting 
the  point  for  puncture.  This  should  be  determined  with  preci- 
sion. The  cyst,  it  is  assumed,  occupies  by  its  most  dependent 
part  the  peritoneal  sac  between  the  uterus  and  rectum.  Occu- 
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pying  this  space,  it  causes  the  uterus  and  rectum  to  diverge,  the 
uterus  is  pushed  forwards  and  a  little  to  one  side,  the  rectum  is 
compressed  or  flattened  backwards.  The  perforating  instrument 
must  therefore  strike  between  these  two  organs.  First,  pass  a 
catheter  into  the  bladder,  to  empty  this  organ,  to  ensure  its 
safety,  to  remove  it  from  all  interference,  by  collapsing. 
Secondly,  feel  for  the  position  of  the  uterus  by  touch  and  by 
the  sound.  In  front  of  the  os  uteri  through  the  anterior  vaginal 
wall,  we  may  feel  the  body  of  the  uterus ;  bypassing  the  sound, 
the  position  and  relations  of  the  uterus  are  made  still  more  clear. 
This  is  one  great  landmark.  We  must  keep  behind  this. 
Thirdly,  pass  the  forefinger  into  the  rectum,  the  sound  being 
still  in  the  uterus.  You  will  then  ascertain  the  position  and 
relations  of  the  rectum  at  the  level  of  the  tumour  and  os  uteri. 
There  will  probably  be  a  space  of  one  or  two  inches  or  mere 
between  the  os  uteri  and  the  anterior  wall  of  the  rectum.  It  is 
within  this  space  that  the  puncture  must  be  made.  The  anterior 
wall  of  the  rectum  is  the  other  great  landmark.  Fourthly,  your 
finger  quits  the  rectum  and  returns  to  the  roof  of  the  vagina 
behind  the  cervix  uteri ;  then,  feeling  the  cyst  here,  press  firmly 
down  towards  it  the  cyst  from  above  by  your  other  hand  in  the 
abdominal  wall  above  the  pubes.  You  thus  get  evidence  of  a 
fluctuating  point.  Tapping  being  resolved  upon,  you  place  the 
patient  in  position.  It  is  scarcely  desirable  to  give  chloroform. 
The  lithotomy-position  is  very  convenient ;  but  it  is  often  quite 
as  easy  to  operate,  the  patient  lying  in  bed  on  her  left  side,  the 
nates  drawn  well  to  the  edge.  An  assistant  presses  the  tumour 
firmly  down  into  the  pelvis  ;  the  forefinger  resting  on  the  tumour 
an  inch  or  so  behind  the  cervix  uteri  guides  the  trocar,  which  is 
thrust  in  perpendicularly,  to  the  surface,  and  carried  in  the 
direction  of  the  axis  of  the  pelvis  for  about  an  inch,  or  until  the 
sense  of  resistance  is  suddenly  lost.  Then,  the  fluid  ought  to 
flow  either  spontaneously,  or  under  the  vacuum  produced  by  the 
pump.  The  exhausting  pressure  should  be  kept  up  as  long  as 
fluid  flows.  Then  explore  to  ascertain  what  remains  of  the 
tumour.  Withdraw  the  trocar.  Enough  has  been  done  for  the 
occasion.  Time  must  be  allowed  to  observe  the  subsequent 
course  of  events,  before  the  diagnosis  can  be  absolute,  and  before 
determining  on  further  operations. 

As  yet  we  cannot  be  certain  that  the  cyst  is  not  formed  by  a 
tubal  gestation,  or  by  dropsy  of  the  Fallopian  tube.  In  either 
of  these  cases  it  would  not  be  desirable  to  enlarge  the  opening 
or  to  inject  fluid  into  the  cyst.  Simple  exhaustion  of  the  fluid 
contents  may  be  sufficient  for  cure  of  either  of  these  affections, 
and  also  of  a  simple  cyst  of  the  ovary  or  of  the  broad  ligament. 
It  is  obviously,  then,  sound  practice  to  take  the  benefit  of  this 
possibility  of  cure. 

If  the  cyst  be  ovarian  it  will  probably  fill  again.  By  repeated 
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tapping  by  vacuum,  a  small  ovarian  cyst  may  gradually  become 
smaller,  shrivel  up,  and  be  obliterated.  This  process  may  be 
accelerated  by  iodine  injection.  A  few  drachms  may  be  turned 
on  when  the  cyst  has  been  emptied. 

Firm  pressure  by  compress  and  binder  should  be  applied 
immediately  after  operation,  and  sustained  for  some  days.  The 
double  use  of  this  is  to  obviate  the  vacuum  that  might  other- 
wise form,  favouring  suction  of  air  into  the  cyst ;  and  to  promote 
the  reduction  of  the  cyst  by  maintaining  its  walls  in  contact. 

Rest  in  bed  for  a  week,  salines  and  sedatives  are  to  be 
recommended  as  after-treatment. 

If,  aided  by  this  preliminary  tapping,  the  tumour  be  found  to 
be  ovarian,  and  be  of  the  size  of  a  foetal  head,  or  somewhat 
larger,  we  may  then  consider  the  expediency  of  tapping  by  the 
vagina,  and  keeping  the  cyst  open,  so  as  to  allow  continuous 
drainage  to  go  on.  The  preparatory  steps  are  the  same  as 
those  already  described.  It  is  best  to  use  a  long  curved  trocar, 
after  the  manner  of  Kiwisch.  The  canula  is  connected  with  an 
elastic  drainage  tube,  to  carry  off  the  fluid.  The  next  step  is 
to  widen  the  orifice.  To  do  this  a  long  director,  corresponding 
exactly  to  the  curve  of  the  canula,  is  passed  through  the  canula 
as  deeply  into  the  cyst  as  it  will  go.  The  canula  is  then  with- 
drawn, and  a  long  probe-pointed  bistoury  is  guided  along  the 
director  into  the  cavity.  By  this  the  wound  is  enlarged,  to 
allow  the  forefinger  to  pass  into  the  collapsing  sac,  to  ascertain 
the  condition  of  the  internal  surface.  On  withdrawing  the 
finger,  a  long  curved  uterine  tube  is  inserted  into  the  opening, 
so  as  to  project  well  into  the  cavity,  and  its  outer  end  is  fastened 
with  a  T  bandage  in  front  of  the  pubes.  The  uterine  tube 
should  be  furnished  with  a  flexible  tube,  to  drain  off  into  a 
convenient  vessel.  This  vessel  should  always  contain  water 
enough  to  cover  the  open  mouth  of  the  tube.  This  will  prevent 
the  sucking-in  of  air  into  the  cyst.  On  the  second  or  third  day, 
symptoms  of  inflammation  of  the  cyst,  with  severe  reaction, 
commonly  set  in.  A  discharge  of  ichorous  fluid  takes  place, 
and  there  is  great  pain  in  the  pelvic  region.  In  favourable 
cases,  says  Kiwisch,  these  symptoms  gradually  gave  way  to  a 
purulent  discharge,  which  ceased  in  from  five  to  seven  weeks,  and 
then  shrivelling  and  perfect  obliteration  of  the  cyst  took  place. 
As  long  as  any  secretion  goes  on  it  is  desirable  to  inject  luke- 
warm water  through  the  tube  twice  a  day. 

Scanzoni  *  is  an  advocate  for  the  vaginal  tapping,  in  pre- 
ference to  abdominal  tapping,  generally,  when  the  cyst  can  be 
reached  by  the  vagina,  amongst  other  reasons,  because  it  secures 
more  perfect  draining  of  the  cyst.  If  this  could  be  always 
performed,  he  says,  abdominal  tapping  would  disappear  from 

*  "  Maladies  des  Organes  Sexuels  de  la  Femme."    French  ed.,  1S«53. 
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the  rank  of  recognised  operations.  Our  experience  of  this 
method  is,  perhaps,  insufficient.  But  it  is  certain  that  the 
advantages  of  it  are  not  without  a  drawback  of  danger  and  of 
failure.  There  is  always  an  element  of  uncertainty,  owing  to 
the  varying  character  of  these  tumours,  complications,  and  the 
idiosyncrasy  of  the  patient.  The  operation  is,  therefore,  of  an 
experimental  kind.  The  inflammation,  the  suppuration,  may 
extend  beyond  the  wished-for  limits.  Then  there  is  an  objec- 
tion which  especially  applies  to  tapping  through  the  vagina. 
The  wound  is  necessarily  made  at  the  base  of  the  tumour, 
where  solid  elements  are  most  commonly  found,  and  where  the 
blood-vessels  which  feed  the  tumour  are  largest  and  most 
abundant.  Kiwisch  himself,  the  chief  advocate  for  the  measure, 
says  it  is  only  of  use  in  moderately-large  simple  cysts,  because 
in  very  large  cysts  the  extensive  decomposition  must  be  very 
exhausting  to  the  system,  and  compound  cysts  do  not  allow  of 
a  full  shrivelling-up  of  the  sac.  Now  here  is  the  difficulty ;  we 
can  rarely  be  certain  that  the  cyst  is  not  compound. 

Some  cases  are  related  by  Mr.  Wells.  His  conclusion  is,  that 
"  simple  tapping  is  more  hazardous  than  tapping  followed  by 
drainage,  and  that  drainage  should  be  so  complete,  that  no  re- 
accumulation  of  fluid  can  take  place,  the  cavity  being  kept  open 
until  the  walls  collapse  and  unite,  so  that  it  is  completely 
obliterated." 

I  am  disposed  to  qualify  this  view.  Assuming  that  only 
those  cases  are  suitable  for  vaginal  tapping,  in  which  there  is 
strong  presumption  that  the  cyst  is  single,  I  would  first  practise 
a  simple  tapping ;  and  if  the  cyst  refilled  I  would  combine  the 
second  tapping  with  drainage. 

Tavignot  proposed  tapping  by  the  rectum.  Where  the  tumour 
protrudes  more  within  reach  by  this  canal,  it  may  be  preferable 
to  tapping  by  the  vagina.  But  whilst  open  to  all  the  objections 
urged  against  tapping  by  the  vagina,  there  is  a  special  danger 
attending  it,  from  the  greater  likelihood  of  foul  air  getting  into 
the  cyst  from  the  rectum.  The  sphincter  ani  converts  the 
rectum  into  a  pouch,  often  filled  with  air,  and  may  even  by  its 
contraction  help  to  force  air  into  the  cyst.  And  dysenteric 
tenesmus  has  been  caused  by  the  irritation  produced. 

Tapping  by  the  abdomen  is  an  operation  often  of  necessity  to 
relieve  urgent  distress  of  breathing.  It  scarcely  merits  the 
rank  of  an  operation  of  election ;  since,  except  in  rare  and 
unforeseen  cases,  it  is  at  best  a  palliative  only.  But  as  a 
palliative  it  is  exceedingly  valuable.  It  is  applicable  to  a  large 
class  of  cases,  and  especially  to  those  large  tumours  which 
are  admittedly  unfit  for  vaginal  tapping.  It  is  a  legitimate 
resource  in  most  cases  where,  for  any  reason,  extirpation  of  the 
tumour  is  excluded.  It  possesses  the  great  advantages  over  the 
vaginal  operation,  that  it  is  easier  of  performance,  that  it  is 
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done  at  a  distance  from  the  base  of  the  tumour,  so  that  we  are 
more  likely  to  avoid  wounding  solid  and  vascular  parts  ;  that 
there  is,  further,  a  considerable  area  of  space  within  which  we 
can  select  the  point  for  puncture. 

The  following  dangers  attend  tapping  by  the  abdomen  : — 

1.  It  is  possible  to  wound  a  vessel  in  the  abdominal  wall  large 
enough  to  cause  serious  bleeding.  This  is  no  real  bar,  because 
all  serious  bleeding  may  be  avoided  by  selecting  the  linea  alba 
for  puncture,  and  by  dividing  the  skin  by  a  scalpel,  by  which 
precaution  we  can  secure  any  injured  vessel  before  plunging  in 
the  trocar. 

2.  The  risk  of  wounding  some  large  vessel  in  the  wall  of  the 
sac  is  more  serious,  and  can  hardly  be  secured  against.  This 
risk  is,  however,  small  in  cysts  presumed  to  be  single,  and 
in  which  free  fluctuation  indicates  that  the  walls  are  thin.  In 
the  case  of  tumours  partly  solid,  and  whose  walls,  even  at  the 
fluctuating  parts,  are  thick,  the  risk  is  very  great,  so  great  in 
fact,  that  if  things  generally  are  not  adverse,  the  major  opera- 
tion of  extirpation  should  be  at  once  preferred.  The  hsemorrhage 
is  dangerous  in  two  ways  :  blood  may  be  slowly  poured  out  into 
the  peritoneum,  setting  up  peritonitis  ;  or  it  may  pour  into  the 
cyst  to  such  an  extent  as  to  cause  anaemia,  as  well  as  inflamma- 
tion of  the  cyst.  If,  after  tapping  a  thick- walled  cyst,  symp- 
toms of  internal  hemorrhage  arise,  the  operation  for  extirpation 
should  be  immediately  undertaken.  By  this  means,  and  only 
by  this  means,  can  the  bleeding  be  arrested  by  tying  the  pedicle, 
and  the  effused  blood  be  removed. 

3.  The  rapid  emptying  of  the  cyst  may  be  followed  by  col- 
lapse, just  as  prostration  sometimes  follows  too  rapid  delivery. 
This  is  our  reason  for  compressing  the  abdomen  by  bandages  as 
the  fluid  escapes. 

4.  Some  of  the  contents  of  the  cyst  may  run  into  the  peri- 
toneal cavity  and  set  up  inflammation,  which  may  prove  fatal. 
This  accident  may  be  avoided  by  using  a  sharp  well-made  trocar, 
by  dividing  the  skin  of  the  abdomen  first  by  a  scalpel,  oiling  the 
trocar,  and  piercing  the  remains  of  the  abdominal  wall  and  the 
cyst- wall  with  a  decided  stab,  so  as  carry  the  canula  a  good 
inch  or  more  through  into  the  cavity  of  the  cyst,  before  with- 
drawing the  trocar.  To  accomplish  this  the  trocar  should  be 
much  longer  than  the  old-fashioned  instruments^ 

5.  Air  may  be  sucked  into  the  sac.  When  this  accident  hap- 
pens, decomposition  and  suppuration  are  very  likely  to  ensue. 
Irritative  fever  will  set  in,  and  the  result  may  be  fatal.  This 
risk  should  be  guarded  against  by  using  a  trocar  so  construct  ed 
as  only  to  permit  flow  from  the  cyst  outwards,  by  keeping  the 
delivery  end  of  the  drainage  tube  under  water,  and  by  steadily 
following  down  the  emptying  sac  by  pressure. 

6.  In  the  case  of  compound  cysts,  especially  if  malignant, 
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mere  tapping,  where  precaution  against  letting-in  air  has  been 
successful,  may  be  still  followed  by  suppuration  and  fatal  septi- 
cemia. Indeed,  in  most  cases,  it  is  observed  that  after  several 
tappings  the  nature  of  the  fluid  changes,  becoming  turbid,  more 
viscid,  or  puriform.  Where  evidence  of  suppuration  in  the  cyst 
is  obtained,  the  feasibility  of  extirpating  the  tumour  should  be 
considered. 

7.  By  repeated  tapping  the  system  is  exhausted  by  the  drain 
caused  by  the  diversion  of  material  to  the  cyst.  This  is  probably 
often  increased  by  tapping,  which  takes  off  the  pressure  that 
restrained  exhalation. 

Even  where  no  untoward  accidents  follow  tapping,  the  relief 
obtained  is  often  very  transient.  Fluid  rapidly  collects  again, 
and  the  operation  must  be  very  soon  repeated.  It  has  been 
supposed  that  tapping  accelerates  the  progress  of  the  disease, — 
that  it  is,  in  fact,  the  beginning  of  the  end  ;  that,  once  per- 
formed, the  necessity  for  having  recourse  to  it  again  and  again 
recurs  at  a  constantly  accelerated  ratio.  There  appears  to  me 
to  be  a  fallacy  lurking  under  this  belief.  Tapping  is  rarely  per- 
formed until  the  symptoms  are  so  urgent  that  relief  is  impera- 
tive. This  implies  that  the  disease  is  in  high  activity,  and  that 
things  have  reached  a  climax.  From  this  time  it  is  not  surpris- 
ing that  the  course  should  be  down-hill,  whether  tapping  be 
performed  or  not.  And  it  can  scarcely  be  doubted  that  in  most 
cases,  tapping  does  afford  a  respite  more  or  less  prolonged.  It 
certainly,  in  some  cases,  averts  apparently  imminent  death.  In 
some  cases,  unforeseen,  it  must  be  admitted,  it  is  followed  by 
complete  cure. 

I  think  the  matter  may  be  summed  up  as  follows : — 

Tapping  has  its  own  immediate  dangers,  but  these  are  limited 
to  a  small  proportion  of  cases ;  tapping  postpones  death  from 
the  secondary  effects,  such  as  pressure  of  the  tumour  upon  the 
viscera  and  blood-vessels,  and  allows  the  sufferer  to  sink  under 
the  proper  effects  of  the  progressing  disease. 

Even  simple  tapping,  then,  cannot  be  urged  upon  a  patient 
as  an  operation  free  from  danger.  A  considerable  proportion 
of  patients  die  very  quickly  after  its  performance. 

It  is  often  objected  that  tapping  lessens  the  chance  of  success 
of  ovariotomy,  should  this  operation  subsequently  be  performed. 
This  objection  is  not  borne  out  by  experience.  It  may  even  in 
many  cases  be  regarded  as  a  useful  auxiliary  to  extirpation, 
giving  means  for  more  accurate  diagnosis,  and  giving  time  for 
the  patient  to  recruit  her  general  health  by  relief  from  the 
pressure  before  the  extirpation  is  undertaken.  Dr.  Fock  pub- 
lished a  memoir  in  1856,  in  which  it  is  stated  that  out  of  132 
cases  of  ovarian  disease  tapped  for  the  first  time,  twenty-five 
died  within  some  hours  or  a  few  days.  Kiwisch  lost  nine 
patients  out  of  sixty-four  within  twenty-four  hours  after  the 
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first  tapping.  Mr.  Southam,  of  Manchester,  collected  twenty 
cases  of  tapping  from  various  sources ;  of  these  four  died  within 
a  few  hours. 

I  think,  however,  these  figures  give  an  exaggerated  idea  of 
the  danger  of  tapping,  if  the  operation  be  performed  with  proper 
circumspection.  Still  it  must  be  admitted  that  tapping  is 
attended  by  considerable  risk. 

The  Operation  of  Tapping  by  the  Abdomen. 

A  trocar  made  on  Mr.  Wells's  plan,  modified  from  that  of  Mr. 
Charles  Thompson,  of  Westerham,  designed  for  paracentesis 
thoracis,  secures  against  most  of  the  accidents  liable  to  attend 
the  use  of  ordinary  trocars.  The  edges  of  the  canula  should 
not  be  thin,  but  perfectly  smooth  and  well  rounded  off.  This 
best  obviates  the  risk  of  injury  to  large  veins  on  the  inner  sur- 
face of  the  cyst ;  and  the  maker  should  be  careful,  when  sharp- 
ening the  cutting  part  of  the  hollow  trocar,  to  leave  one  half  of 
the  lips  quite  blunt.  If  sharpened  all  round  it  would  act  as  a 
punch,  and  cut  out  a  circular  hole  in  the  skin.  If  the  instru- 
ment is  properly  finished,  only  a  semilunar  cut  is  made  in  the 
skin  and  cyst,  which  closes  much  more  readily  than  the  trian- 
gular puncture  made  by  the  old  trocar.  To  the  trocar,  a  long 
elastic  tube  is  attached,  which  can  be  made  to  act  as  a  syphon, 
exerting  suction-power  from  the  cyst.  In  piercing  the  cyst, 
care  is  taken  that  the  point  of  the  instrument  is  maintained 
at  a  lower  level  than  the  commencement  of  the  tube,  so  in  fact, 
that  the  canula  makes  the  short  leg  of  the  syphon,  whilst  the 
conducting  tube  makes  the  long  leg.  Thus  the  moment  the 
canula  enters  the  cyst,  the  rush  of  fluid  into  it  drives  the  air  in 
the  canula  and  tube  before  it,  and  running  along  the  tube  or 
long  leg  of  the  syphon,  a  strong  outward  suction-power  is  at 
once  at  work.  The  far  end  of  the  tube  may  be  kept  under 
water.  This  is  especially  desirable  towards  the  end,  when  the 
cyst  is  nearly  empty.  In  withdrawing  the  instrument  it  is 
always  well  to  press  the  abdominal  wall  well  down  upon  the 
cyst,  and  with  the  finger  and  thumb  of  the  other  hand  so  to 
press  the  abdominal  wall  together  behind  the  escaping  canula,  as 
to  prevent  the  entrance  of  air. 

Should  any  bleeding  follow,  and  not  be  stopped  by  a  little 
pressure,  a  harelip  pin  should  be  passed  completely  across  the 
opening,  deeply  enough  beneath  the  skin  to  compress  any  injured 
vessel.  Two  or  three  turns  of  silk  twisted  round  the  pin  make 
sufficient  pressure  to  stop  any  bleeding. 

In  ordinary  cases  a  small  pad  of  lint  and  a  slip  of  adhesive 
plaster  suffice  to  close  the  opening.  It  is  often  useful  to  apply 
pads  or  compresses  of  lint  or  napkins  in  the  flanks  to  fill  up  the 
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spaces  left  flaccid  and  hollow  by  the  withdrawal  of  the  fluid. 
The  abdomen  may  then  be  supported  by  a  binder  over  all. 

The  best  position  is  the  semi-recumbent  in  bed.  Empty  the 
bladder  by  catheter.  It  is  important  to  puncture  low  down. 
A  firm  thick  linen  binder,  having  a  long  slit  in  the  middle,  is 
applied  round  the  abdomen  so  that  the  slit  corresponds  with  the 
linea  alba  below  the  umbilicus ;  the  two  ends  are  then  crossed 
behind  the  back  and  brought  out  in  front,  one  on  each  side. 
The  incision  and  puncture  are  made  as  already  described  in  a 
selected  part  through  the  slit,  and  compression  is  kept  up  as  the 
fluid  escapes  by  assistants  pulling  upon  the  ends  of  the  binder. 
If  the  canula  gets  choked,  it  may  be  cleared  by  hooking  out  the 
obstructing  matter  with  a  wire.  If  the  flow  stops  while  the 
tumour  is  only  partly  collapsed,  this  may  be  due  to  the  exist- 
ence of  other  cysts  which  do.  not  communicate  with  the  one 
tapped.  It  may  then  be  desirable  to  pass  a  sound  through  the 
canula  to  feel  for  these  other  cysts,  which  may  be  punctured  and 
drained  like  the  first.  Or  there  may  be  a  solid  residuum  which 
precludes  all  further  benefit  from  tapping.  Sense  of  fainting 
or  actual  syncope  often  attends  the  evacuation,  so  that  stimulants 
should  be  at  hand. 

One  effect  following  upon  tapping  is  a  temporary  revival  of 
the  secreting  power  of  the  kidneys.  The  quantity  of  urine 
thrown  off  is  often  considerably  increased  for  a  time. 

Tapping  combined  with  injection  into  the  Cyst  of  iodic  or  other 
irritating  fluids. 

The  success  attending  the  injection  of  wine  or  iodic  solutions 
into  the  sac  of  hydrocele  of  the  testicle  naturally  led  to  the 
imitation  of  this  practice  in  the  treatment  of  ovarian  cysts. 
But  the  analogy  between  the  cases  is  only  apparent.  A  simple 
serous  sac  which  can  be  perfectly  surveyed  and  commanded  is  in 
reality  widely  different  from  the  imperfectly  accessible  and  pro- 
bably proliferous  ovarian  cyst.  The  difference  in  size  alone  alters 
the  conditions  materially.  Still  the  method  of  injecting  has  been 
taken  up  with  enthusiasm,  especially  by  Boinet,  who  in  a  valu- 
able work*  details  several  cases  in  which  it  was  successfully  em- 
ployed. He  urged  that,  when  the  cyst  was  unilocular,  filled 
with  a  limpid,  lemon  liquid  flowing  easily,  and  the  patient 
otherwise  of  good  constitution,  it  should  be  tapped  and  an  iodic 
injection  made  immediately  afterwards.  "When  the  contents 
were  drawn  off  he  passed  an  elastic  catheter,  of  size  just  fitting 
the  canula,  through  the  canula,  which  was  then  withdrawn, 
leaving  the  catheter  in  its  place.    Through  this  the  injection 

*  "  Iodotherapie."    Paris,  185o. 
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was  made.  He  used  equal  parts  of  tincture  of  iodine  and  water, 
adding  a  little  iodide  of  potassium.  Of  this  solution  he  threw 
in  about  three  ounces.  The  cyst  was  then  kneaded,  and  the 
position  of  the  patient  changed  so  as  to  ensure  free  contact 
everywhere  of  the  solution ;  it  was  then,  after  five  or  six 
minutes,  withdrawn,  if  necessary,  by  aid  of  the  syringe.  The 
catheter  was  then  removed,  and  the  abdomen  well  compressed 
and  supported  by  a  bandage.  If  fluid  collected  again  in  the  cyst 
he  would  repeat  the  injection  several  times,  anticipating  refilling 
and  distention. 

In  multilocular  cysts  containing  a  thick  liquid,  flowing  with 
difficulty,  further  care  is  necessary.  A  large  trocar  was  employed, 
and  after  letting  all  the  fluid  that  could,  run,  a  catheter  was 
passed,  and  a  syringe  applied  to  draw  out  all  the  thick  viscid 
matter  remaining.  The  rest  of  the  proceeding  was  the  same  as 
in  the  simple  cysts.  But  in  complicated  cysts  it  was  sometimes 
necessary  to  keep  the  catheter  in.  This  was  to  be  done  when 
the  cyst  showed  no  tendency  to  obliteration.  In  these  cases  the 
catheter  was  plugged,  fixed  by  a  bandage,  and  unstopped  two 
or  three  times  a  day  to  let  off  the  gathering  fluid.  Washing 
out  the  cyst  with  tepid  water  or  weak  solution  of  iodine  was 
practised  occasionally  to  prevent  decomposition,  and  to  clean  out 
the  cyst.  When  the  fistulous  opening  formed  by  the  catheter 
was  well  established,  so  that  all  escape  into  the  peritoneal  cavity 
was  prevented  by  adhesions,  the  catheter  was  replaced  by  an 
ivory  canula  furnished  with  a  stopcock.  Then  iodic  injections 
and  washings  were  performed  from  time  to  time,  The  result 
was  slow,  the  cysts  taking  months  to  contract  and  shrivel  up. 

Since  the  publication  of  Boinet's  work  I  have  practised  iodic 
injections  a  good  many  times.  In  three,  perhaps  four,  cases,  the 
cure  was  complete  and  permanent.  These  were  apparently 
monocystic  tumours.  Possibly  they  might  have  been  simple 
cysts  of  the  broad  ligament ;  and  possibly,  also,  simple  puncture 
without  iodic  injection  might  have  cured  them.  In  other  cases, 
undoubtedly  polycystic,  I  could  not  satisfy  myself  that  good  was 
effected.  Suppurative  inflammation  of  the  cysts  set  in,  and  a 
fatal  result,  not  visibly  accelerated  by  the  treatment,  followed. 
In  other  cases  the  sac  refilled,  the  patients  left  the  hospital,  or 
were  submitted  to  ovariotomy.  Acute  pain  and  a  degree  of  col- 
lapse not  seldom  set  in  during  or  soon  after  the  injection. 

In  all  the  cases  it  was  easy  to  detect  iodine  in  the  mine ;  in  one 
case  a  strong  iodic  odour  was  given  off  from  the  patient.  I  de- 
tected iodine  in  the  perspiration  and  in  the  breath.  In  another 
case,  as  well  as  in  the  foregoing,  the  signs  of  iodism  were 
marked.  But  I  have  not  seen  a  case  in  which  it  could  be  said 
that  the  patient  was  fatally  poisoned  by  the  iodine. 

Scanzoni  and  others  think  iodic  injections  ought  to  be  rejected 
altogether. 
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Since  simple  tapping  may  prove  fatal,  it  can  hardly  be  ex- 
pected that  tapping,  plus  iodic  injection,  should  be  free  from 
danger.  Dr.  R.  Lowenhardt*  relates  a  case  in  which  5iv  of  a 
mixture  of  equal  parts  of  tincture  of  iodine  and  water,  with 
gr.  x.  of  iodide  of  potassium,  was  injected.  Death  followed  in 
fourteen  hours.  The  cyst  was  found  collapsed ;  there  was 
no  trace  of  inflammation ;  in  the  cyst  was  a  small  quantity 
of  clear- brown  weakly  iodised  fluid.  Death  was  ascribed  to 
shock. 

Legrandf  relates  the  case  of  a  woman  aged  fifty-six,  in  whom 
a  puncture,  followed  by  iodine  injection,  was  made.  Little 
reaction  ensued  ;  in  eight  days  the  patient  was  up ;  the  dropsy 
quickly  returned.  The  operation  was  repeated,  and  twelve  to 
fourteen  pints  of  fluid  were  let  out.  At  the  instant  of  injection 
the  patient  sank  into  syncope  ;  a  strong  shivering,  vomiting, 
peritonitis  set  in,  and  death  followed  in  sixteen  hours.  In 
this  case,  probably,  some  of  the  injection  escaped  into  the 
peritoneum. 

It  is  better,  I  think,  to  use  the  concentrated  tincture  of  iodine. 
There  must  always  remain  fluid  enough  in  the  cyst  to  dilute  it, 
and  if  used  already  much  diluted,  its  caustic  action  on  the  cyst- 
wall  is  lost,  whilst  absorption  into  the  system  is  promoted. 

In  performing  the  operation,  the  patient  should  be  on  her 
side  in  bed.  Tapping  must  be  performed  in  the  usual  way ; 
and  when  the  cyst  is  nearly  emptied,  a  flexible  catheter,  closely 
fitting  the  canula,  should  be  passed  quite  through  it,  so  that 
the  end  shall  project  two  or  three  inches  beyond  the  canula  into 
the  cyst.  Then  the  remaining  fluid  should  be  allowed  to  drain 
from  the  cyst.  When  no  more  can  be  obtained,  four  ounces  of 
tincture  of  iodine  should  be  injected  through  the  canula,  and 
allowed  to  remain  about  ten  minutes.  It  may  then  be  drained 
off  as  far  as  possible.  I  would  then  advise  that  an  ounce  or 
two  of  water  be  injected  through  the  catheter  to  clear  it  of 
iodine  before  removal.  The  catheter  and  canula  may  then  be 
withdrawn  together,  taking  care  to  keep  the  thumb  over  the 
end  of  the  catheter,  to  prevent  the  escape  of  iodic  fluid  into  the 
peritoneum  during  the  passage  of  the  instrument  through  the 
wound.  I  have  described  Boinet's  method  with  care,  because, 
although  it  is  very  far  from  having  realized  the  expectations  at 
one  time  formed  of  it,  I  still  think  it  would  be  unwise  to  reject 
it  altogether.  It  may  fairly  claim  to  be  adopted  in  certain 
cases  where  circumstances  exclude  ovariotomy,  such  as  refusal 
of  patients  to  submit  to  this  operation,  or  the  complication  of 
severe  disease,  as  phthisis. 

Tapping  and  keeping  open  the  cyst. — By  this  plan  it  was  hoped 
that  the  fluid,  being  allowed  to  escape  as  quickly  as  it  formed, 

*  "Monatsschr.  f.  G-eburtsk,"  1860.       f  "  Gazette  des  Hcpitaux,"  1861. 
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the  cyst  would  go  on  contracting  gradually  to  complete  oblitera- 
tion. It  was  also  expected  that  the  irritation  set  up  in  the 
cyst-walls  would  promote  the  attainment  of  this  result.  A 
favourable  case  is  reported  by  Ollenroth  (1843).  Mr.  Alexander 
Anderson,  my  colleague  when  obstetric  physician  to  the  Western 
General  Dispensary,  treated  two  cases  in  this  way,  leaving  a 
canula  in  the  cyst.  One  woman  recovered  completely  after  long 
suffering,  suppuration  having  gone  on  through  the  canula, 
attended  with  hectic  and  great  emaciation.  I  saw  this  case 
several  times,  and  could  not  help  forming  the  opinion  that  her 
power  of  resistance  against  exhausting  influences  was  excep- 
tional. The  other  woman  died  a  few  weeks  after  the  tapping, 
from  constant  vomiting.  Mr.  Anderson  abandoned  the  practice. 
It  is  not,  I  apprehend,  likely  to  be  revived,  unless  in  very 
exceptional  cases. 

Cases  have,  however,  occurred  in  which,  after  simple  tapping, 
the  punctured  wound  has  kept  open  spontaneously,  giving  vent 
from  time  to  time  to  cystic  fluid.  In  this  way  a  slow  cure  has 
been  effected. 

Incision  of  the  cyst. — Ledran  advised  and  practised  the 
following  operation.*  When  the  liquid  is  thick,  and  contained 
in  several  cysts,  he  made  an  incision  in  the  most  dependent 
part  of  the  tumour,  and,  according  to  its  position,  either  in  the 
median  line,  or  outside  the  recti  muscles  ;  he  then  divided  the 
cyst  in  the  same  direction,  and  broke  down  the  internal  septa, 
which  could  be  reached.  He  placed  in  the  wound  a  strip  of 
soft  rag,  for  which,  at  a  later  period,  he  substituted  a  tent,  and 
at  last  a  canula,  to  preserve  free  vent  for  discharges  and  for 
detersive  injections.  By  this  proceeding  the  cysts  empty 
themselves,  their  walls  suppurate,  cleanse,  and  contract.  Some- 
times a  fistula,  difficult  to  close,  remained.  It  was  found  that 
owing  to  the  retraction  of  the  cyst,  the  opening  in  it  getting 
below  the  level  of  that  in  the  abdominal  wall,  fluid  would 
escape  into  the  peritoneum.  To  obviate  this  accident, 
Recamier  and  others  sought  to  effect  adhesion  between  cyst 
and  abdominal  wall  before  incision  by  caustics ;  Trousseau  by 
repeated  insertion  of  several  long  needles ;  Begin  by  cutting 
through  the  abdominal  wall,  so  as  to  bare  the  cyst,  and  waiting 
until  adhesion  had  formed  all  round  the  wound  before  tapping 
and  incision  of  the  cyst. 

The  results  of  the  operation  have  not  established  for  it  a 
I  claim  to  a  recognised  place  in  the  rank  of  elective  proceedings. 
I  It  is  now  chiefly  known  as  a  pis  alter,  as  the  best  thing  to  do 
1  in  certain  cases  where  the  attempt  to  perform  ovariotomy  breaks 
I  down,  either  from  insurmountable  adhesion  or  other  complica- 
I  tions.     In  this  way  some  most  unexpected  recoveries  have 

*  See  Malgaigne,  "  Medecine  Operatoire,"  4eme  ed.,  1843. 


382 


OVARIAN  TUMOURS. 


taken  place.  It  scarcely  differs  in  principle  from  the  preceding 
operation,  of  keeping  open  a  fistulous  canal  after  tapping.  The 
dangers  attending  it  are  greater,  and  therefore  it  falls,  a  fortiori, 
under  the  like  condemnation. 

A  modification  of  this  proceeding  was  proposed  by  Deneux 
and  Sacchi.  It  consists  in  cutting  away  portions  of  the  wall  of 
the  cyst.  Malgaigne  advises  it  as  a  resource  when  extirpation 
cannot  be  carried  out. 

In  a  case  recently  operated  upon  by  Dr.  Chambers,  at  the 
Chelsea  Hospital  for  Women,  Dr.  Aveling  and  myself  assisting, 
adhesions  rendered  it  unwise  to  proceed  with  the  intended 
extirpation.  The  cyst  was  compound;  all  the  contents  that  could 
be  easily  removed  were  taken  away ;  and  the  cyst-wall  being 
included  in  the  sutures  through  the  abdominal  wall,  the  wound 
was  closed,  all  but  a  small  part  at  the  lower  end.  Several 
weeks  later  the  wound  only  gave  vent  to  a  slight  oozing  of 
pus ;  and  the  patient  was  in  a  fair  way  to  recovery. 

The  excision  of  a  part  of  the  exposed  cyst,  and  then  closing  the 
abdominal  wound,  was  proposed  by  Mr.  Baker  Brown.  It  is  a 
deliberate  imitation  of  those  cases  of  accidental  rupture  of  the 
cyst  in  which  the  fluid  effused  into  the  peritoneum  has  been 
absorbed  and  excreted.  The  abdominal  cavity  was  opened  by 
a  small  incision,  a  part  of  the  cyst  was  laid  bare,  then  punctured 
by  a  trocar,  and  the  nature  of  the  contents  ascertained.  If 
limpid  serum  was  found,  a  part  of  the  cyst-wall  was  drawn 
through  by  a  sharp  hook,  and  excised.  The  abdominal  wound 
was  then  closed.  The  cyst  would  thus  continue  to  discharge 
into  the  peritoneal  cavity,  whence  it  would  be  removed  by 
absorption  and  excreted.  The  operation  has  not,  I  think,  been 
often  practised.  Repeated  simple  tapping  would  appear 
preferable.  It  is  better  to  get  rid  of  the  fluid  directly,  than  to 
let  it  flow  into  the  peritoneum. 

Encouraged  by  the  fact  that  many  cures  have  followed  the 
accidental  bursting  of  an  ovarian  cyst,  and  discharge  of  its 
contents  into  the  peritoneal  cavity,  whence  they  have  been 
removed  by  absorption,  Dr.  Blundell  and  others  have  been  led 
to  hope  that  ovarian  dropsy  might  be  successfully  treated  by 
deliberate  imitation  of  this  accidental  process.  Gruerin,  Bain- 
bridge,  and  others  attempted  to  carry  out  this  idea  by  making 
a  subcutaneous  incision  in  the  wall  of  the  sac  by  means  of  a 
small  tenotomy-knife.  But  this  mode  of  proceeding  is  open  to 
the  grave  objection  that  it  is  working  in  the  dark.  Many 
tumours  have  large  vessels  ramifying  on  the  surface,  which,  if 
divided,  might  give  rise  to  fatal  haemorrhage.  Mr.  Bainbridge 
operated  by  cutting  down  on  the  tumour,  and  excising  a  piece 
of  the  cyst-wall.  But  this  plan,  like  Gruerin's,  is  open  to  the 
objection  that  the  fluid  which  is  to  be  thrown  into  the  peritoneal 
cavity  may  be  of  a  viscid  and  irritating  character.  It  is  true  that 
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by  his  plan  Bainbridge  avoids  the  risk  of  wounding  vessels ;  and  as 
it  gives  the  opportunity  of  seeing  the  nature  of  the  tumour  and 
its  contents,  the  operation  need  not  be  proceeded  with.  It  might 
be  treated  thus  far  as  an  exploratory  operation,  the  information 
gained  from  which  would  govern  ulterior  measures. 

The  late  Professor  Simpson  thought  the  proceeding  might  be 
usefully  modified  by  making  a  preliminary  tapping,  with  the 
view  of  ascertaining  the  nature  of  the  fluid ;  and  if  this  were 
found  to  be  benign,  to  allow  it  to  escape  into  the  peritoneum. 
In  this  way,  he  says,  having  made  sure  that  the  fluid  was 
innocuous,  he  stopped  the  tapping  by  shutting  up  the  cutaneous 
orifice,  and  allowed  the  last  part  of  the  fluid  to  run  into  the 
cavity  of  the  abdomen.  To  provide  for  the  escape  of  subsequent 
secretion  into  the  abdomen,  it  is  necessary  to  keep  the  lips  of 
the  puncture  in  the  cyst  from  closing  by  first  intention.  This  is 
the  great  difficulty.  To  gain  this  object,  he  sometimes  made 
use  of  a  large  quadrangular  trocar.  He  then  forcibly  com- 
pressed the  tumour  daily,  so  as  to  break  down  the  adhesions 
which  tended  to  close  the  cyst.  In  this  way,  at  least,  one  cure 
was  effected. 


Ovariotomy,  or  Extirpation  of  the  Diseased  Ovary. 

This  operation  has  slowly  made  its  way  against  prejudice, 
and  the  many  failures  necessarily  attending  the  tentative 
operations  performed  whilst  the  conditions  of  success  were 
unknown.  It  may  at  last  be  said  to  be  admitted  to  a  recognised 
place  amongst  the  legitimate  resources  of  surgery.  Acting  on 
this  assumption,  I  may  conveniently  omit  much  historical  and 
argumentative  matter.  Ample  details  will  be  found  in  the 
works  of  Wells  and  Peaslee.  The  operation  was  suggested  by 
William  Hunter ;  its  practicability,  and  the  mode  of  performing 
it,  were  taught  by  John  Bell ;  it  was  first  practised,  and  that 
successfully,  by  an  American,  Dr.  McDowell,  a  pupil  of  John 
Bell.  But  it  is  mainly  to  the  enterprise  and  skill  of  British 
surgeons  that  it  has  attained  its  present  position.  Up  to  this 
day,  the  operations  in  Great  Britain  alone  form  a  very  large 
proportion,  if  not  an  actual  majority,  of  the  total. 

Ovariotomy  has  been  contrasted  with  tapping.  The  fallacy 
that  deprives  this  comparison  of  all  practical  application  is  of 
the  same  kind  as  that  which  invalidates  all  absolute  doctrines 
in  medicine.  There  are  cases  for  which  ovariotomy  is  best ; 
there  are  cases  for  which  tapping  is  best.  The  great  distinction 
between  the  two  operations  is,  that  the  first  kills  or  cures  ;  whilst 
the  second  hardly  ever  cures,  and  can,  at  best,  prolong  life. 
Looking  to  cure,  we  should  prefer  ovariotomy,  if  the  case 
admitted  of  this  operation ;  looking  to  mere  palliation,  we  must 
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in  many  cases  resort  to  tapping.  The  first  is  more  an  operation 
of  choice,  the  second  rather  one  of  necessity. 

It  has  been  urged  against  tapping  that  it  lessens  the  chance 
of  ovariotomy  being  successful  by  promoting  the  formation  of 
adhesions.  This  objection  has  been  disposed  of  by  experience. 
The  moderate  parietal  adhesions  following  tapping  rarely 
present  any  serious  obstacle  to  the  execution  of  ovariotomy. 
On  the  other  hand,  tapping  is  often  useful  in  clearing  up  the 
diagnosis  ;  as  a  means  of  gaining  time  for  the  patient's  general 
health  to  recover ;  or  of  lessening  the  shock  by  removing  the 
fluid  a  few  hours  or  days  before  removing  the  solid  portion 
of  an  ovarian  cyst.  Thus,  it  may  be  affirmed,  that  tapping 
promotes  the  success  of  ovariotomy,  instead  of  being  antagonistic 
to  it. 


Precautions  before  Operating. 

1 .  It  is  needless  to  say  that  a  good  diagnosis  is  the  first 
point. 

2.  If  there  is  much  anasarca  or  oedema  of  the  legs,  it  is  well 
to  tap  some  days  previously.  The  effused  fluid  becomes  ab- 
sorbed and  excreted,  thus  removing  what  might  be  an  injurious 
complication.  If  this  be  not  done,  the  absorption-process  must 
go  on  simultaneously  with  the  wished-for  process  of  healing 
from  the  operation.  In  this  case  the  quality. of  the  blood  is 
impaired  by  having  thrown  into  it,  just  at  the  wrong  time,  a 
large  quantity  of  watery  and  effete  material. 

3.  Examine  the  mine  for  albumen.  The  presence  of 
albumen  is  not  indeed  an  absolute  contra-indication,  for  it  may 
depend  upon  temporary  congestion  of  the  kidneys,  the  imme- 
diate consequence  of  pressure  by  the  tumour.  The  tumour 
removed,  the  kidneys  may  recover.  But  if  the  albumen  be 
accompanied  by  casts,  by  persistent  oedema  of  the  legs,  hands, 
and  face,  and  be  thus  traced  to  permanent  Bright's  disease,  the 
operation  will  be  likely  to  fail.  Brodie  used  to  insist  upon 
this  condition  as  being  highly  adverse  to  the  success  of  capital 
operations. 

Mr.  Wells  insists  further  that  a  small  quantity  of  highly 
concentrated  urine,  depositing  mixed  urates  in  abundance, 
indicates  a  state  of  hepatic  and  renal  disorder  which  should  be 
corrected  before  operating.  For  this  purpose  saline  purgatives, 
as  sulphate  of  soda,  carbonate  of  magnesia,  and  lithia- water 
may  be  given  with  advantage. 

4.  The  state  of  the  heart  and  fangs  should  also  be  examined  as 
to  their  soundness  and  fitness  for  work.  If  there  is  advanced 
phthisis  it  may  be  of  doubtful  advantage  to  operate. 

5.  The  season. — "Where  there  is  a  choice  it  is  wise  to  follow 
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Brodie's  advice  as  to  avoiding  operating  during  an  east  wind. 
The  wind  is  of  more  importance  than  the  mere  season  of  the 
year,  the  only  point  usually  noted  in  statistical  tables.  An 
east  wind  in  June  may  bring  more  hazard  to  a  severe  operation 
than  a  west  wind  in  March. 

6.  If  there  be  evidence  of  malignant  disease  in  the  abdomen 
or  elsewhere  it  will  rarely  be  advisable  to  operate. 

7.  Ovariotomy  should  not  be  practised  whilst  the  tumour  is 
small,  nor  until  the  constitution  has  undergone  some  degree  of 
impairment  from  pressure,  and  the  other  effects  of  the  disease. 
It  was  at  one  time  very  naturally  thought  that  a  patient  would 
have  a  better  chance  if  the  operation  were  performed  whilst 
she  was  in  robust  health,  and  the  tumour  was  small.  But 
experience  has  not  borne  out  this  d  priori  reasoning.  Wells 
prefers  waiting.  Keith  says,  "I  prefer  operating  when  the 
tumour  is  large,  and  when  the  patient  has  suffered  a  good 
deal." 

The  place  chosen  for  the  operation  is  a  matter  of  vast  im- 
portance. It  should  be  fairly  spacious,  light,  well- ventilated, 
and  the  furniture  should  be  limited  to  what  is  necessary. 
Carpets  covering  the  entire  floor  are  objectionable.  A  strip  on 
either  side  of  the  bed,  and  a  piece  or  two  in  places  much  used, 
to  prevent  noise,  and  which  can  be  taken  out  of  the  house  to 1 
clean,  is  an  infinitely  preferable  arrangement. 

The  nurse  should  be  specially  qualified  by  training  ;  be  able 
to  pass  the  catheter;  keep  utensils  perfectly  clean  by  disin- 
fectants ;  and  able  to  exercise  efficient  yet  gentle  control  over 
the  room.  She  should  have  nothing  else  to  do.  This  is  a  matter 
of  course  in  a  private  house ;  but  it  is  still  more  imperative  in 
an  hospital.  A  nurse  attending  an  ovariotomy  patient  should 
not  come  into  contact  with  any  other  patient ;  above  all,  she 
should  not  be  exposed  to  the  risk  of  contact  with  infectious  or 
surgical  patients.  This  touches  closely  upon  the  great  ques- 
tion whether  this  operation  should  be  performed  by  surgeons 
in  ordinary  hospitals.  As  a  general  fact  it  may  be  urged  that 
all  serious  surgical  operations  are  exposed  to  an  increased 
element  of  danger  in  large  hospitals ;  but  that  this  is  not  held 
to  be  an  adequate  reason  for  not  performing  them  there.  The 
circumstances  of  the  patient  may  leave  her  little  choice  ;  whilst 
the  practised  skill  of  the  hospital  surgeons,  and  the  excellence  of 
the  general  arrangements  of  the  hospital,  may  be  thought  to 
outweigh  the  attendant  disadvantages.  This  much  being  ad- 
mitted, it  will  be  asked,  Is  there  any  special  condition  attached 
to  ovariotomy,  which  makes  this  operation  an  exception  to  the 
general  rule,  which  turns  the  scale  the  other  way  ?  I  think 
there  is.  Ovariotomy  in  some  respects  has  analogies  with  par- 
turition. The  sudden  removal  of  an  enormous  growth  feeding 
upon  the   system  leads  to  a  constitutional  revulsion,  and 
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suddenly  altered  dynamic  and  constituent  conditions  of  the 
circulation,  which,  as  in  a  woman  after  labour,  render  her 
peculiarly  susceptible  to  external  impressions,  and,  especially, 
to  the  deleterious  action  of  morbific  poisons.  To  this  risk  is 
added  the  exposure  of  the  peritoneum,  a  structure  remarkably 
obnoxious  to  toxical  influences,  and  easily  absorbing  any  con- 
taminating matter  which  the  operating  surgeon  or  his  assist- 
ants, who  are  constantly  working,  as  Sidney  Smith  would  say, 
in  the  midst  of  "  pus  and  miasm/'  are  so  likely  to  contract. 
This  danger,  I  believe,  might  be  materially  lessened  by  careful 
adaptation  of  the  antiseptic  methods  which  have  been  so  suc- 
cessfully applied  in  other  departments  of  surgery.  It  is  a 
little  singular  that  an  operation  requiring  such  care  beyond  all 
others  should  hitherto  be  the  most  neglected  in  this  respect. 

With  all  possible  precautions,  however,  I  do  not  believe 
that  ovariotomy  in  large  general  hospitals  will  ever  give 
results  that  shall  compare  favourably  with  ovariotomy  done  in 
private  houses  or  small  special  hospitals.  In  this  country,  at 
least,  where  the  rights  of  the  humbler  classes  are  respected  to  a 
degree  unknown  elsewhere,  it  is  practically  admitted  that  to 
deliver  women  in  lying-in  hospitals  or  in  general  hospitals,  is 
a  proceeding  justifiable  only  under  peculiarly  exceptional  con- 
ditions. Recognising  this  unreservedly,  I  have  felt  it  my  duty 
steadily  to  resist  the  extension  of  lying-in  hospitals,  notwith- 
standing the  great  temptations  these  institutions  offer  for 
scientific  observation  and  teaching.  The  passion  for  study 
must  be  kept  in  subordination  to  the  claims  of  humanity. 

Instruments  required.  —  The  necessary  instruments  for  a 
simple  case  are  few.  A  scalpel,  to  divide  the  abdominal  wall ; 
a  director,  to  protect  the  cyst  as  this  division  is  completed ;  a 
trocar,  to  empty  the  cyst;  a  clamp,  to  secure  the  pedicle; 
needles  and  silk,  to  close  the  wound  ;  with  forceps  and  ligatures, 
to  secure  any  bleeding  vessels,  complete  the  list.  But  there  is 
no  surgical  operation  where  the  surgeon  may  be  so  met  by 
difficulties  where  he  least  expected  them,  so  that  it  is  a  safe 
rule  to  take  to  every  case  a  full  supply  of  instruments  to  meet 
every  possible  emergency.  Clamps  of  different  sizes,  cautery 
clamps,  and  cauteries  for  cases  where  the  clamp  is  not  appli- 
cable ;  ligatures  and  needles  of  different  shapes  and  sizes,  for 
cases  where  neither  clamp  nor  cautery  effectually  deals  with  the 
pedicle ;  large  hare-lip  pins,  or  acupressure  needles,  for  cases 
where  simple  ligature  cannot  be  trusted ;  clamps  with  screw 
fastenings,  for  temporarily  securing  separated  omentum  or  torn 
vascular  adhesions;  artery  forceps  of  different  lengths,  torsion 
forceps,  bull-dogs,  vulsella  specially  adapted  for  holding  large 
cysts ;  a  chain  and  wire  ecraseur ;  drainage  tubes  of  glass, 
vulcanite,  or  india-rubber  ;  and  perchloride  of  iron  should  always 
accompany  the  operator. 
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The  Operation. 

I  shall  describe  the  operation  very  nearly  as  it  is  performed 
by  Mr.  Spencer  Wells,  whose  experience  and  success  may  fairly 
be  said  to  be  unequalled. 

Preparation. — A  strong  narrow  table  is  placed  conveniently  for 
light  and  access.  It  is  covered  with  a  firm  squab,  over  which  is 
laid  a  blanket,  and  then  over  all  a  waterproof  sheet.  Two  or  three 
pails  are  ready  to  receive  the  fluid  and  the  tumour.  A  small 
table  is  placed  within  reach  of  the  operator's  right  hand,  so 
that  he  can  help  himself  to  the  instruments  laid  out  on  it. 
Iron  or  copper  cauterizing  implements  are  kept  in  the  fire. 
On  the  fire  also  is  a  kettle  of  water  boiling.  A  nurse  has 
charge  of  basins,  cold  water,  several  sponges,  and  pieces  of 
thin  flannel  steeping  in  hot  water,  ready  to  wring  out  when 
wanted. 

The  room  is  kept  well  ventilated  by  a  fire  ;  but  it  is  not 
found  necessary  to  keep  up  a  heat  of  90°  Fahrenheit,  as  it  was  at 
one  time  thought  to  be. 

The  patient  is  clothed  in  flannel  drawers,  stockings,  and 
night-gown,  it  being  important  to  prevent  long  exposure  of  a 
large  surface  of  the  body  to  cold.  She  is  rendered  insensible  by 
chloroform,  bichloride  of  methylene,  or  ether  in  her  bed,  and  then 
removed  to  the  operating-table.  Mr.  Keith  prefers  sulphuric 
ether,  as  less  liable  to  cause  vomiting.  The  legs  are  strapped 
to  the  table  by  a  belt  like  a  horse-girth.  The  hands  should 
also  be  secured  by  straps.  This  avoids  the  necessity  of  super- 
numerary assistants.  It  may  be  laid  down  as  an  axiom,  that 
every  additional  assistant  brought  into  contact  with  the  patient 
is  an  additional  element  of  danger.  A  waterproof,  having  a  slit 
in  the  middle  large  enough  to  permit  of  the  operation  being 
done  within  it,  is  laid  over  the  patient.  The  adjustment  of  this 
obviates  all  overflow  and  mess  on  the  patient  and  the  floor. 
An  assistant  stands  at  the  operator's  left  hand;  another  op- 
posite on  the  other  side  of  the  patient.  The  assistant  in  charge 
of  the  anaesthetic  apparatus  stands,  of  course,  at  the  patient's 
head. 

In  making  the  incision,  the  following  structures  are  succes- 
sively divided: — 1.  The  skin;  2,  the  subcutaneous  areolar 
tissue,  with  fat  of  varying  thickness  ;  3,  the  interlaced  fibres  of 
the  aponeuroses  of  the  abdominal  muscles  constituting  the  linea 
alba  ;  4,  layers  of  the  fascia  transversalis,  with  more  or  less  fat 
(the  uppermost  layer  adheres  closely  to  the  linea  alba :  the 
deepest  layer  is  only  very  loosely  connected  with  the  •peri- 
toneum) ;  5,  the  peritoneum. 

The  peritoneum  may  be  raised  with  a  hook  or  forceps.  The 
double  sharp  hook  of  Mr.  Adams  answers  well.    The  mem- 
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brane  is  then  divided  by  horizontal  touches  with  the  knife, 
and  an  opening  made  large  enough  to  admit  the  insertion  of 
a  broad  director.  Upon  this  the  peritoneum  should  be 
slit  up. 

It  is  desirable  to  keep  the  incision  as  short  as  possible.  If 
the  tumour  will  not  come  through  the  short  incision  first  made, 
it  can  afterwards  be  lengthened. 

The  incision  is  made  with  a  scalpel  in  the  linea  alba  from 
below  the  umbilicus  towards  the  pubes,  three  or  four  inches 
long  at  first,  proceeding  very  carefully  as  the  peritoneum  is 
approached,  lest  the  cyst  be  penetrated,  and  its  contents  escape 
into  the  peritoneum  before  the  wound  is  completed.  The  peri- 
toneum may  be  protruded  through  the  wound  by  some  ascitic 
fluid  behind  it,  and  impose  upon  the  operator  for  the  cyst. 
The  touch  will  commonly  correct  this  by  feeling  the  more  solid 
cyst  behind  it.  The  peritoneum  is  then  opened.  The  cyst 
comes  into  view.  If  ovarian,  especially  if  simple,  it  is  recog- 
nised by  a  glistening,  pearly,  smooth  aspect.  If  it  be  a  com- 
pound cyst  its  surface  may  be  uneven,  it  may  be  redder,  vascu- 
lar, and  even  hard.  If  it  be  a  fibroid  or  fibro-cystic  tumour  of 
the  uterus  the  appearance  is  dark-red,  fleshy,  and  firm.  The 
incision  is  made  just  large  enough  at  first  to  admit  the 
hand,  which  should  be  passed  in  clean,  and  carried  round 
between  the  abdominal  wall  and  the  cyst  to  feel  for  adhesions, 
and  if  there  be  any  to  separate  them.  This  is  best  done  all 
over  the  front  of  the  tumour,  whilst  the  cyst  is  full  and  tense. 
The  cyst  is  then  punctured  by  a  smart  stab  with  Wells's 
hooked  trocar,  to  which  a  large  flexible  tube  is  attached  to 
carry  the  fluid  into  a  receptacle  on  the  floor.  As  the  cyst  is 
collapsing  its  walls  are  seized  in  one  or  two  places  by  forceps, 
so  made  as  to  hold  a  good  fold  of  the  cyst-wall  without  tearing 
it.  Nelaton's  forceps  is  the  best  for  this  purpose.  It  is  con- 
structed on  the  principle  of  my  craniotomy-forceps.  The  hold- 
ing part  of  each  blade  is  deeply  furrowed  (not  toothed),  so  that 
the  two  blades  brought  into  apposition  grasp  the  cyst  evenly, 
and  hold  by  their  perfect  parallelism  rather  than  by  direct 
force.  Such  a  forceps  will  retain  firm  hold  of  even  delicate  cyst- 
walls,  whereas  ordinary  hooked  and  toothed  vulsella  tear  the 
cyst.  Mr.  Sydney  Jones  has  also  contrived  a  good  forceps  for 
this  purpose.  Whilst  an  assistant  supports  the  sides  of  the 
wound  with  flannels  wrung  out  of  warm  water,  with  the  double 
object  of  preventing  the  protrusion  of  intestines  and  the  escape 
of  fluid  into  the  peritoneal  cavity,  the  cyst  is  drained  as  far  as  it 
will  flow  freely.  At  the  same  time  gentle  traction  is  made  on 
the  cyst,  to  see  if  it  will  turn  out  of  the  abdomen.  If  this  does 
not  occur  readily  the  evacuation  goes  on,  and  the  hand  is 
passed  in  to  explore  all  round  the  tumour,  breaking  down 
adhesions,  if  necessary,  and  ascertaining  the  existence  and 
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extent  of  solid  portions,  which  may  by  their  bulk  oppose  the 
removal  of  the  tumour.  If,  during  this  proceeding,  the  cyst- 
wall  be  kept  well  drawn  out,  and  over  one  side  of  the  patient, 
the  opening  made  by  the  trocar  will  be  clear  of  the  abdominal 
wound,  and  no  fluid  will  escape  into  it.  If  there  are  no  adhe- 
sions, or  only  such  as  are  easily  broken  down,  and  if  there  is  little 
or  no  solid  element  in  the  tumour,  it  will  easily  turn  out.  As 
this  is  done,  the  assistants,  with  warm  moist  flannels,  carefully 
press  up  the  abdominal  wall  behind  the  tumour,  so  as  to  keep  the 
cavity  closed.  Care  is  taken,  especially  at  the  last  stage,  to 
prevent  the  tumour  falling  suddenly,  lest  it  drag  injuriously 
upon  the  pedicle.  When  it  is  fairly  out,  and  well  supported, 
the  operator  examines  the  pedicle. 

The  pedicle. — If  the  pedicle  is  of  sufficient  length  to  permit  of 
the  stump  being  secured  outside  the  abdominal  wound,  this 
method  should  be  preferred.  This,  the  so-called  extra-peri- 
toneal method  of  dealing  with  the  pedicle,  stands  in  contrast 
with  the  method  of  tying  the  pedicle,  and  leaving  it  in  the 
abdominal  cavity,  closing  the  wound  over  all.  That  many 
successful  results  have  been  obtained  by  the  intra-peritoneal 
method  of  dealing  with  the  pedicle  is  true,  but  the  proportion 
of  recoveries  after  the  extra-peritoneal  method  is,  I  believe, 
larger.  Mr.  Hutchinson's  introduction  of  the  clamp  to  facilitate 
the  extra-peritoneal  plan  has  been  very  generally  admitted  to 
be  one  of  the  most  substantial  improvements  acquired  for 
ovariotomy.  It  is  now  very  extensively  used.  Securing  the 
stump  outside  the  wound  possesses  the  following  signal  advan- 
tage :— The  surface,  which  may  bleed  or  yield  noxious  dis- 
charges, is  always  kept  in  sight,  and  all  discharge  escapes 
externally.  It  has  been  urged  that  the  seclusion  of  the  stump 
within  the  abdominal  cavity  places  it  in  a  like  position  to  a 
subcutaneous  wound,  and  that  it  is  consequently  less  likely  to 
undergo  decomposition  than  if  exposed  to  the  air.  The  stump, 
it  is  affirmed,  will  be  surrounded  with  benignant  plastic 
effusions,  and  thus  occasion  no  trouble.  These  propositions  are 
to  a  great  extent  true.  But  experience  proves  that  the  method 
does  not  guard  against  danger  so  surely  as  that  of  keeping  the 
stump  outside.  The  ligature  which  is  necessary  to  secure  the 
pedicle  must  be  very  strong ;  it  must  be  drawn  very  tightly  to 
close  the  vessels  in  it ;  sometimes  two  or  three  stout  ligatures 
are  necessary.  These  themselves  will  often  be  a  source  of  irri- 
tation. Then,  after  a  while,  the  tissues  embraced  in  the  liga- 
tures shrink  a  little,  the  ligatures  become  looser,  and  under 
returning  reaction  bleeding  takes  place  into  the  abdomen. 
Mr.  Spencer  Wells  has  also  observed  that  on  the  return  of 
menstruation,  blood  is  poured  out  from  the  surface  of  the 
stump.  It  is,  of  course,  as  likely  that  the  stump  should  men- 
struate in  the  cavity  of  the  abdomen  as  outside.    For  these 
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reasons  it  appears  to  me  clear  that  the  stump  should  be  kept 
outside,  where  it  can  be  observed,  if  this  course  be  possible. 
This  depends  upon  the  pedicle  being  long  enough  to  afford  a 
good  hold  for  the  clamp,  and  for  this  to  rest  upon  the  abdominal 
wall  without  serious  strain  or  dragging  upon  the  broad  ligament 
and  uterus.  This  dragging  is  the  source  of  great  pain,  and 
may  lead  to  inflammation.  If  it  is  found  to  occur  after  the 
clamp  has  been  applied,  it  may  be  wise  to  tie  the  stump  below 
the  clamp  and  let  it  drop  into  the  cavity,  either  cutting 
the  ligature  close,  or  keeping  the  ends  hanging  out  of  the 
wound. 

If  the  stump  be  found  so  short  in  the  first  instance  that  the 
clamp  can  only  be  got  round  it  with  difficulty,  tying  or  the 
cautery  must  be  resorted  to.  Extreme  care  will  be  necessary  to 
secure  all  arrest  of  bleeding. 

If  the  pedicle  is  too  short  for  a  clamp,  Mr.  "Wells  seizes  it  by 
a  long  screw  forceps  fenestrated ;  and  through  the  fenestrse  a 
strong  whip-cord  is  carried  on  a  needle  through  the  pedicle, 
and  then  tied.  One  end  of  the  ligatures  should  be  brought  out 
of  the  wound. 

Where  the  pedicle  is  too  short  even  for  the  ligature  to  give  a 
secure  hold,  it  should  be  grasped  by  a  clamp,  and  the  tumour 
severed  from  it  by  the  actual  cautery. 

A  danger  attending  the  clamp  is  that  the  pedicle  strangu- 
lated in  it,  may  slough  and  fall  back  into  the  abdomen.  This 
happened  in  a  case  at  the  London  Hospital.  The  patient  was 
doing  well  until  the  clamp  was  removed. 

As  soon  as  the  pedicle  is  secured,  search  for  the  other  ovary, 
to  ascertain  if  it  be  not  also  affected  in  a  manner  to  require 
removal.  If  a  fibroid  tumour  be  found  projecting  from  the 
uterus,  it  is  better  to  leave  it  alone. 

Clean  out  the  abdominal  cavity. — Eemove  by  sponges  all 
ovarian  fluid  or  blood  which  may  have  found  its  way  in.  This 
is  an  object  of  paramount  importance,  and  especially  so  if  the 
contents  of  the  cyst  be  viscid  or  puriform.  But  too  great  pains 
cannot  be  taken  to  prevent  fluid  getting  into  the  peritoneum. 
It  it  be  found,  from  the  cyst  being  rotten  or  other  cause,  that 
the  fluid  will  run  over,  turn  the  patient  on  her  side,  so  as  to 
give  a  dependent  drainage  away  from  the  abdominal  cavity. 

Closing  the  abdominal  wound, — Every  variety  of  suture  has 
been  employed,  and  possibly  the  choice  has  not  much  effect  upon 
the  result  of  the  operation.   Most  operators  use  the  silver- wire. 

The  following  is  Mr.  "Wells's  plan :  "  Silk  about  eighteen  inches 
in  length  is  threaded  at  each  end  on  a  strong  straight  needle. 
Each  needle  is  introduced  from  within  outwards,  through  the 
peritoneum  and  the  whole  thickness  of  the  abdominal  wall. 
The  sutures  are  placed  at  intervals  of  about  an  inch.  The  ends 
of  the  sutures  are  held  up  by  an  assistant,  who  draws  up  the  lips 
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of  the  wound  until  all  the  deep  sutures  have  been  applied. 
Then  the  lips  of  the  wound  are  held  apart  again,  in  order  that 
the  operator  may  convince  himself  that  no  farther  bleeding  has 
taken  place  into  the  abdominal  cavity,  which,  if  required,  has  to 
be  sponged  again.  This  done,  the  sutures  are  tied,  and  the  ends 
of  the  threads  cut  off.  If  the  abdominal  wall  is  very  thick, 
superficial  sutures  may  be  required  between  the  deep  ones.  If 
the  pedicle  has  been  secured  by  the  clamp,  a  suture  should  be 
passed  close  to  the  latter,  in  order  to  bring  the  lips  of  the  wound 
so  precisely  around  the  pedicle  that  the  peritoneal  cavity  is 
accurately  closed.  The  including  of  the  peritoneum  within  the 
stitches  is  of  the  utmost  importance.  The  two  peritoneal  layers 
adhere  very  rapidly.  At  the  post-mortem  examination  of 
patients,  who  died  after  twenty-four  hours,  the  edges  of  the 
peritoneal  incision  have  been  found  firmly  united  by  the  first 
intention.  Thus,  pus  and  other  secretions  are  prevented  from 
entering  the  peritoneal  cavity,  adhesion  of  the  omentum  or  in- 
testine to  any  part  of  the  inner  aspect  of  the  wound  not  covered 
by  peritoneum  is  prevented,  and  such  firm  union  is  secured  that 
a  ventral  hernia  scarcely  ever  occurs  after  recovery." 

The  clamp  is  then  warded  off  from  the  skin  and  wound  by  a 
pledget  of  lint  dry  or  soaked  in  carbolized  oil  laid  beneath  it. 
Mr.  Wells  uses  pledgets  soaked  in  carbolic  acid  absorbed  in  cal- 
cined oyster-shell.  The  surface  of  the  stump  is  sprinkled  with 
dry  perchloride  of  iron. 

The  dressing. — Pledgets  of  lint  are  laid  on  the  wound.  Pads 
of  cotton- wool  are  disposed  on  each  side  ;  broad  strips  of  plaster 
are  passed  over  ;  and  lastly,  a  flannel  belt  secures  all. 

The  cautery- clamp  is  used  for  the  temporary  compression  of 
the  pedicle.  It  was  devised  by  Mr.  Clay,  of  Birmingham,  in 
order  to  stop  bleeding  from  vessels  in  the  omentum  which  had 
been  adherent  to  the  cyst.  It  is  to  him  we  owe  the  principle  of 
combining  compression  and  cauterization  in  the  suppression  of 
haemorrhage.  Mr.  Baker  Brown  next  applied  this  principle  to 
the  pedicle.  Dr.  Skoldberg,  of  Stockholm,  and  Mr.  Wells  im- 
proved the  instruments  for  this  purpose.  But  the  most  efficient 
one  I  have  seen  is  that  of  Dr.  Thomas  Chambers.  The  blades 
are  perfectly  parallel,  so  that  equal  pressure  is  applied  along  the 
whole  length  of  the  blades,  compressing  even  a  large  pedicle 
with  great  nicety.  Dr.  Lloyd  Roberts  bears  his  testimony  to 
the  efficiency  of  this  instrument  in  practice. 

After-treatment. 

Rest  is  the  great  principle  to  be  observed.  To  help  this  an 
opiate  suppository,  or  an  opium  pill,  should  be  given  two  or 
three  times  a  day,  to  tranquillize  nervous  excitement  and  restrain 
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action  of  the  bowels.  If  vomiting  occur,  or  indeed  to  anticipate 
it,  give  the  patient  ice  to  suck;  bismuth  or  oxalate  of  cerium  may 
be  combined  with  the  opium.  The  diet  should  be  highly  nutri- 
tious, not  stimulating :  beef-tea,  milk,  eggs,  constitute  nearly 
all  that  can  be  given  with  safety.  Wine  or  spirits  must  be  given 
very  sparingly,  and  rather  as  means  of  restoring  the  system  if 
it  show  signs  of  nagging,  than  as  a  recognised  part  of  the  diet. 
The  bladder  should  be  emptied  by  catheter  every  eight  hours. 

Unless  local  distress  arise,  the  wound  need  not  be  disturbed 
for  three  days.  On  the  fourth  day  the  stump  may  be  examined. 
It  will  commonly  be  found  shrivelling  up,  sometimes  even  dry. 
The  clamp  may  now  be  removed.  If  there  be  any  discharge, 
wash  lightly  with  weak  carbolic  acid,  and  dress  with  lint  steeped 
in  carbolic  oil. 

The  abdominal  wound  is  often  firmly  united  in  four  or  five 
days ;  but  the  sutures  may  usefully  remain  until  the  seventh  or 
eighth  before  being  cut  and  removed.  It  is  desirable  to  keep  a 
flannel  belt  or  binder  on  for  some  days  after  this. 

Certain  complications  may  render  it  expedient  to  modify  the 
above  proceedings : — 

1.  The  cyst  may  be  so  friable  or  rotten  that  it  breaks  down 
under  the  most  careful  handling.  Great  pains  must  be  taken 
to  bring  away  the  cyst  without  leaving  pieces  of  it,  or  the  con- 
tents in  the  abdomen. 

2.  If  the  cyst  is  multilocular,  so  that  after  tapping  the  main 
cyst  the  tumour  is  still  too  large  to  come  through  without  en- 
larging the  abdominal  incision,  the  septa  should  be  broken 
down  by  the  hand,  and  any  semi-solid  contents  brought  away. 
It  is  only  when  accommodation  cannot  be  got  in  this  way  that 
the  incision  should  be  extended. 

3.  Extensive  firm  adhesions  may  be  found  in  front.  These 
can  generally  be  broken  down  by  the  flat  hand  working  under 
the  abdominal  wall.  But  it  may  be  necessary  to  enlarge  the 
wound  and  evert  its  lips,  so  as  to  be  able  to  divide  the  adhesions 
by  the  handle  of  the  scalpel,  by  its  edge,  or  by  the  adze-edged 
cauterizing  iron.  The  latter  is  perhaps  the  best  plan,  as  it  stops 
bleeding.  The  bands  of  adhesion  are  first  embraced  by  a  clam, 
such  as  the  one  proposed  by  Mr.  John  Clay  ;  the  hot  iron  is  then 
applied  to  the  cyst-side  of  the  clam,  which  protects  the  visceral 
side  from  injury.  If  divided  by  knife  it  may  be  necessary  to 
tie  with  silk  or  wire  or  fine  catgut  small  bleeding  vessels. 
When  this  is  done  the  ends  of  the  sutures  should  be  cut  off 
short,  as  they  have  to  be  kept  in  the  abdomen.  If  obstinate 
adhesions  to  the  intestines  are  found  the  same  means  must  be 
employed  to  divide  them.  It  has  been  found  occasionally  neces- 
sary to  leave  portions  of  the  cyst  adhering.  If  there  be  ad- 
hesions to  the  omentum  these  must  be  carefully  detached  as  far 
as  possible.    The  omentum  itself  must  then  be  carefully  spread 
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out  on  a  clean  napkin,  and  examined  for  bleeding  points. 
Wherever  these  are  found  a  silk  ligature  is  put  round  them,  the 
piece  of  omentum  is  cut  off,  and  the  ligature  cut  short. 

If  adhesions  be  found  insurmountable,  the  attempt  to  com- 
plete extirpation  must  be  abandoned.  We  may  then  fall  back 
upon  the  plan  of  keeping  the  cyst  open  as  in  Ledran's  opera- 
tion, trusting  to  the  obliteration  of  the  cyst  under  drainage  and 
inflammation.  The  after-treatment  will  consist  in  occasionally 
washing  out  the  cyst  with  water  or  some  detergent  fluid,  as 
Condy's  or  weak  carbolic  acid. 

Mr.  Hutchinson  calls  attention  to  a  special  difficulty  caused  by 
adhesions  in  front.  Great  difficulty  may  occur  in  distinguishing 
the  cyst.  The  operator  may  mistake  the  cellular  interspace 
between  the  transversalis  fascia  and  the  parietal  peritoneum 
for  that  between  the  cyst  and  the  latter.  If  not  quickly 
discovered  this  error  may  be  the  cause  of  great  damage.  In 
endeavouring  to  avoid  it  the  surgeon  may  commit  another; 
he  may  incise  the  visceral  peritoneum  of  the  cyst,  and  proceed 
to  separate  it.  In  many  cases  the  exterior  of  the  cyst  deprived 
of  its  peritoneum  is  smooth,  white,  and  glistening,  the  adhe- 
sions are  cellular  and  easily  broken  through,  so  that  there  is 
nothing  to  apprise  the  operator  of  his  mistake.  One  plan  there 
is  in  case  of  perplexity  to  avoid  all  risk  of  these  two  errors  :  it 
is  to  enlarge  the  wound  upwards  until  the  peritoneal  cavity  is 
opened  at  a  part  where  no  adhesions  exist.  When  once  the 
operator's  finger  has  touched  the  intestine  he  knows  where  he 
is,  and  may  proceed  to  detach  adhesions  without  any  fear  of 
mistake. 

In  cases  where  the  detachment  of  the  cyst  would  be  dan- 
gerous or  impossible,  Dr.  Atlee  has  solved  the  problem  by  a  very 
ingenious  plan.  He  leaves  the  peritoneum  with  its  adhesions, 
by  separating  it  from  the  fibrous  wall  of  the  cyst,  so  that  the 
adherent  portion  peeled  off  is  left  in  contact  with  the  viscus  to 
which  it  was  attached.  "  Dr.  W.  L.  Atlee  has  practised  this," 
says  Peaslee,  "for  many  years  past.  In  his  215th  case  adhe- 
sions seven  or  eight  inches  long  were  thus  left  attached  to  the 
transverse  colon. " 

When  bad  symptoms  follow  ovariotomy,  as  pain,  vomiting, 
fever  with  abdominal  distention,  there  is  evidence  that  some 
fluid,  blood,  serum,  or  pus  is  collecting  in  the  peritoneal  cavity. 
It  may  collect  in  such  quantity  as  to  give  rise  to  sensible 
fluctuation  from  one  side  of  the  abdomen  to  the  other,  or  it 
may  gravitate  to  the  bottom  of  Douglas's  space,  and  form  a 
tense  swelling  behind  the  uterus.  If  the  pedicle  has  been 
treated  by  ligature  the  ends  of  the  ligature  passing  outwards 
then  serve  as  drainage  conductors,  and  a  very  free  discharge  of 
fluid  may  go  on  for  several  days. 

Whenever  fluid  can  be  detected  by  vaginal  examination  in 
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the  neighbourhood  of  the  uterus,  it  is  usually  in  such  quantity 
that  it  must  be  removed.  This  may  be  done  by  a  long  rather 
fine  trocar.  The  seat  of  puncture  should  be  where  there  is 
free  fluctuation  behind  the  uterus,  so  as  to  strike  a  dependent 
part  of  Douglas's  pouch.    A  drainage  tube  may  be  inserted. 

If,  when  the  pedicle  has  been  returned  into  the  abdomen, 
signs  of  internal  haemorrhage  arise,  it  is  proper  to  open  the 
wound  to  get  at  the  stump,  tie  it  afresh,  and  cleanse  out  the 
abdomen.  It  seems  reasonable  to  think,  what  experience  indeed 
proves,  that  it  is  less  dangerous  to  do  this  than  to  leave  the 
patient  to  the  hazards  of  haemorrhage  and  peritonitis. 

Untoward  symptoms  must  be  encountered  according  to  their 
indications.  A  survey  of  the  causes  of  death  under  ovariotomy 
will  supply  the  best  guidance.  The  first  and  most  immediate 
cause  is  commonly  shock  and  collapse.  A  considerable  pro- 
portion of  all  the  deaths,  I  am  convinced,  occur  from  shock. 
Recovery  from  this  is  greatly  a  question  of  individual  power  of 
endurance.  We  can  hardly  foretell  what  this  power  is  in  any 
particular  case.  Women  recover  from  the  severest  operations 
attended  by  all  the  complications  considered  the  most  for- 
midable ;  others  sink  after  the  easiest  and  simplest  operations. 
Women  comparatively  robust  succumb,  whilst  the  apparently 
fragile  recover.  In  many  cases  the  unexpected  result  is  not 
due,  at  least  appreciably,  to  difference  in  skill.  It  can  only  be 
referred  to  difference  in  innate  power  of  resistance.  This  is  an 
unknown  quantity,  and  is  the  chief  cause  of  the  uncertainty 
which  surrounds  the  operation.  No  doubt  the  shock  can  be 
lessened  by  care  and  skill  during  operation,  and  the  patient  can 
be  to  some  extent  supported  through  it.  Shock  bears  some 
relation  to  the  length  of  the  operation.  Koeberle  found  the 
mortality  increased  with  the  time  spent  in  the  operation.  The 
patient  should  be  carefully  watched  and  supported  during  the 
stage  of  depression  which  follows  the  operation.  A  free  supply 
of  wholesome,  fresh,  warm  air,  without  draughts,  should  be 
secured.  If  the  surface  is  cold,  warm-water  bottles  must  be 
applied  to  the  feet  and  legs ;  light  stimulants,  as  a  little  brandy 
and  water,  or  ether,  or  sal  volatile,  may  be  administered. 

Haemorrhage. — Internal  haemorrhage  may  proceed  from  two 
sources — the  vessels  torn  across  in  separating  adhesions,  and 
the  stump.  The  modes  of  avoiding  or  diminishing  this  risk 
have  been  described.  If  haemorrhage  to  an  extent  to  produce 
serious  symptoms  occur,  it  is  better,  desperate  as  the  expedient 
may  seem,  to  open  the  wound,  search  for  the  source,  and  stop  it 
by  styptics,  cautery,  or  ligatures. 

Peritonitis  is  a  frequent  cause  of  death.  It  may  be  purely 
traumatic,  the  result  of  the  violence  necessarily  done  during 
the  operation.  It  may  be  due  to  the  injury  inflicted  in 
separating  adhesions.    But  it  has  often  been  remarked  that 
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those  subjects  in  whom  a  large  extent  of  peritoneum  has  been 
altered  in  character  by  previous  attacks  of  inflammation, 
leaving  adhesions  to  the  cyst,  are  not  so  prone  to  peritonitis  as 
are  many  subjects  in  whom  there  were  no  adhesions,  the 
peritoneum  retaining  all  its  natural  liability  to  injurious  im- 
pressions. A  more  serious  form  of  peritonitis  is  one  that  seems 
analogous  to  the  puerperal  form.  Here  there  is  commonly 
septicaemia,  or  inflammation  is  propagated  from  the  seat  of  the 
pedicle,  in  which  some  unhealthy  action  is  going  on.  It  will, 
of  course,  be  especially  likely  to  occur  in  the  incomplete 
operations,  where  a  portion  of  cyst  has  been  left  behind.  It  is 
also  seriously  promoted  by  the  escape  of  the  fluid  of  the 
cyst  into  the  abdomen,  and  its  imperfect  removal.  The  fluid 
has  been  shown  in  certain  cases  to  possess  a  peculiarly  noxious, 
even  poisonous,  property. 

The  earliest  signs  of  peritonitis  are  pricking  and  shooting 
pain  in  the  abdomen ;  or  according  to  Mr.  Hutchinson,  a  peculiar 
pallor  of  the  cheeks  and  an  anxious  expression  of  countenance, 
with  frontal  headache.  The  pulse  becomes  quicker  and  smaller, 
the  skin  hot,  the  tongue  a  little  dry,  and  there  is  almost  always 
more  or  less  sickness.  At  a  later  stage  the  face  may  become 
flushed,  the  skin  painfully  hot,  whilst  at  the  same  time  the 
pulse  is  rapid  and  very  small.  Distention  of  the  abdomen 
with  flatus  is  a  common  and  distressing  symptom ;  and  at  a 
later  stage  the  intestines  become  involved,  and  the  abdomen  is 
full  and  tympanitic.  The  peritonitis  may  be  local  or  general. 
If  limited  to  the  parts  adjacent  to  the  pedicle  and  to  the  pelvis, 
it  is  protective  rather  than  otherwise,  since  it  tends  to  exclude 
irritating  matters  from  the  general  cavity.  In  cases,  however, 
in  which  the  peritonitis  is  encysted,  very  profuse  discharge  may 
take  place,  and  the  patient  may  sink  ultimately  from  exhaustion. 
If  from  the  first  the  whole  peritoneum  be  invaded,  recovery  is 
rare.  The  treatment.  Locally,  leeches  in  the  earliest  stage  are 
useful.  The  abdomen  should  be  covered  with  a  hot  linseed- 
meal  poultice.  The  relief  thus  given  is  not  less  marked  than  it 
often  is  in  puerperal  peritonitis.  But  ice  has  been  used  with 
apparent  advantage.  My  own  opinion  agrees  with  Mr.  Hut- 
chinson's as  to  the  value  of  mercury  and  opium,  at  least  in 
the  initiative  stages.  But  salines  are  also  serviceable,  the  best 
being  the  acetate  of  ainmonia.  Where  the  peritonitis  is  of  a 
low  or  erysipelatoid  type,  twenty  drop  doses  of  solution  of 
perchloride  of  iron  should  be  tried. 

Septicemia  may  occur,  although  not  commonly,  without 
much  peritonitis.  The  symptoms  then  are  very  similar  to 
those  of  septicemic  puerperal  fever,  and  should  be  treated  in  a 
similar  manner. 

Embolism  and  thrombosis. — Some  deaths  have  occurred  from 
these  conditions. 
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Obstinate  vomiting  or  hiccough  may  attend  peritonitis.  But 
sometimes  they  can  only  be  referred  to  irritation  of  the 
ganglionic  system,  the  irritating  cause  being  pain  starting  from 
the  structures  included  in  the  clamp  or  ligature,  or  other 
injury.  The  vomiting  started  by  the  inhalation  of  chloroform 
may  persist.  This  danger  is  regarded  by  Mr.  Keith  as  so 
serious,  that  he  has  abandoned  chloroform  for  ether. 

Wells  says,  after  ovariotomy,  the  most  frequent  cause  of 
death  is  peritonitis,  or  some  form  of  fever  or  blood-poisoning  so 
often  associated  with  peritonitis ;  then  collapse  or  exhaustion. 
He  has  never  lost  a  patient  from  hemorrhage.  In  two  cases 
tetanus  proved  fatal.  In  some,  obstructed  intestine,  and  in 
others  superfibrination  of  blood  and  deposits  of  fibrous  coagula 
in  the  heart,  were  the  immediate  causes  of  death. 

Two  or  three  further  questions  in  connection  with  ovariotomy 
call  for  discussion  : — 

1.  Hoiv  to  deal  with  a  case  in  ichich  the  cyst  has  ruptured, 
or  has  given  rise  to  effusion  of  blood,  to  peritonitis,  or  to  septi- 
caemia. 

This  literally  vital  question  has  already  been  partly  answered 
by  anticipation.  The  argument  may  be  stated  as  follows : — 
The  case  is,  that  the  patient  is  in  the  most  imminent  danger 
from  the  shock,  irritation,  and  loss  of  blood  attending  the 
injury.  The  shock  may  be  regarded  as  a  blow  struck  at  the 
vital  powers.  We  cannot  lessen  the  shock  given  by  this  blow  ; 
but  we  may,  in  some  cases  where  there  is  some  rally,  do  good 
by  removing  that  which  is  the  cause  of  protracted  shock.  This 
cause  consists  in  the  irritation  arising  from  the  contents  of  the 
cyst,  or  the  blood  effused  in  the  peritoneum,  which  irritation  is 
quickly  followed  by  inflammation.  Of  course  the  patient  may 
sink  rapidly  under  the  primary  shock,  and  thus  defeat  all  idea 
of  giving  relief  by  operation. 

But,  in  not  a  few  cases,  the  primary  shock  does  not  kill.  The 
patient,  however,  will  hardly  pull  through  the  secondary  dangers 
of  haemorrhage  and  peritonitis,  unless  these  be  arrested  in  their 
course.  There  is  the  opportunity  of  trying  to  give  relief  to 
obviate  these  dangers.  Here  then  is  a  case  for  the  decisive 
application  of  the  great  law  in  medicine  :  Remove  the  offending 
cause.  If  extirpation  of  a  diseased  ovary,  which  is  slowly 
sapping  the  vital  powers,  be  recognised  as  a  justifiable  operation, 
d  fortiori  must  the  operation  be  conceded  as  necessary  when  the 
diseased  ovary  is  the  soiu"ce  of  instant  danger  to  life.  It  would 
be  difficult  to  answer  d  priori  reasoning  like  this,  except  by 
urging  that  howsoever  plausible  in  theory,  it  would  be  useless 
in  practice.  But  even  this  answer,  which  until  recently  was 
still  urged,  is  now  deprived  of  force  by  the  results  of  experience. 
When  the  irritating  cause  has  been  removed,  the  patient  has 
recovered. 
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Mr.  Wells  says,*  "  In  several  of  my  cases  the  operation  has 
been  performed  after  the  cyst  has  burst,  and  its  contents  had 
escaped  into  the  peritoneum.  The  peritoneum  has  been  found 
intensely  red,  thick,  soft,  or  villous,  and  occasionally  covered  by 
loosely  adherent  flakes  of  lymph.  Yet  the  result  has  been 
surprisingly  satisfactory.  Twenty-four  times  has  this  complica- 
tion presented  itself  out  of  the  last  300  of  my  operations.  Five 
of  the  patients  have  died,  so  that  the  ordinary  rate  of  mortality 
does  not  seem  to  have  been  much  augmented.  At  any  rate  the 
bursting  of  the  cyst,  or  the  filling  of  the  peritoneum  by  oozing 
from  the  puncture  made  by  tapping  the  cyst  is  no  bar  to  the 
operation,  but  rather  a  reason  for  doing  it  without  delay." 

In  addition  to  the  cases  in  which  ovariotomy  is  resorted  to 
deliberately  as  the  best  means  of  rescuing  the  patient  from  a 
more  or  less  lingering  death,  it  is  justified  under  certain 
accidental  circumstances  of  extreme  urgency.  Some  of  these 
are  rupture  or  strangulation  of  a  cyst,  attended  with  internal 
haemorrhage  and  shock.  Thus  Drs.  Wiltshire  and  Watson  have 
published  a  case,  where  a  woman  dying  from  bleeding  into  an 
ovarian  cyst,  was  saved  by  immediate  operation. 

2.  Mow  to  deal  with  ovarian  cystic  tumours  complicated  with 
pregnancy. 

Ovariotomy  during  pregnancy  has  been  performed  several  times, 
the  operator  not  suspecting  the  pregnancy  before  the  operation. 
What  should  be  done  when  a  pregnant  uterus  is  discovered 
during  some  stage  of  ovariotomy  ?  Wells  says,  "  Let  it  alone," 
that  is,  the  uterus.  Dr.  Atlee  performed  ovariotomy  in  the 
second  month  of  pregnancy.  It  was  followed  by  such  great 
irritability  of  stomach,  in  consequence  of  the  state  of  pregnancy, 
that  the  woman  could  not  be  nourished,  and  she  died,  thirty  days 
after,  of  starvation.  In  a  case  related  by  Mr.  Burd,  of  Shrewsbury, 
in  1847,  of  ovariotomy  performed  by  him  in  the  third  and  fourth 
months  of  pregnancy,  abortion  took  place  two  days  after  opera- 
tion, and  was  followed  by  alarming  symptoms,  lasting  several 
days.  Dr.  Marion  Sims  performed  ovariotomy  in  the  third 
month,  not  detecting  the  pregnancy  until  the  ovarian  tumour 
had  been  removed.  The  patient  recovered  well,  and  was 
delivered  of  a  fine  child  at  term. 

Mr.  Wells  says,  "  If  inadvertently  the  uterus  be  penetrated, 
if  any  conclusion  can  be  drawn  from  the  case  in  which  I 
made  this  mistake  and  emptied  the  uterus,  and  two  other  cases 
in  which  the  same  mistake  was  made  by  other  surgeons,  who 
did  not  empty  the  uterus,  but  closed  the  puncture  in  its  wall  by 
wire  sutures,  both  patients  having  died  after  aborting,  while  mine 
recovered,  it  would  appear  to  be  the  safer  practice  to  empty 
the  uterus," 


*  "  Diseases  of  the  Ovaries,"  1872. 
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Wells  relates  four  cases,  in  one  of  which  ovariotomy  was 
performed  at  the  fourth  month  of  pregnancy,  after  rupture  of 
the  cyst  and  peritonitis ;  in  the  second,  third,  and  fourth  the 
operation  was  a  matter  of  election  to  avoid  other  dangers.  The 
result  was  successful,  in  all  three  giving  birth  to  living  children 
at  term. 

When  pregnancy  supervenes  on  ovarian  dropsy,  there  are 
three,  perhaps  four,  courses  out  of  which  to  select. 

1.  We  may  leave  things  alone,  simply  watching,  prepared  to 
act,  if  urgency  from  rupture  of  the  cyst,  axial  twisting,  or 
haemorrhage  or  excessive  pressure  arise.  In  a  considerable  pro- 
portion of  cases  pregnancy  goes  on  to  term,  and  the  labour  is 
completed  happily.  Is  it  wise  then  to  stand  by  and  trust  to  the 
chance  of  this  issue  ?  If  we  determine  to  anticipate  danger,  we 
may 

2.  Tap  the  cyst.  This  will,  of  course,  at  once  lessen  the 
inconvenience  of  pressure,  and  the  danger  of  bursting. 

3.  Or  we  may  act  upon  the  uterus.  We  may  lessen  the 
distention  and  risk  of  rupture  by  drawing  off  the  liquor  amnii ; 
that  is,  by  inducing  labour,  postponing  the  question  of  dealing 
with  the  tumour,  until  the  case  is  reduced  to  its  simplest 
expression,  by  eliminating  the  pregnancy.  I  have  discussed 
this  question  in  my  work  on  "  Obstetric  Operations,"  and  have 
there  given  the  reasons  which  appear  to  me  to  weigh  in  favour 
of  this  course.  The  opposite  view,  that  of  acting  on  the 
ovarian  tumour  by  tapping  or  extirpation,  is  well  argued  by 
Mr.  Groddard  (Obstr.  Trans.,  1871).  No  doubt  in  certain 
cases,  either  proceeding  may  be  preferable  to  the  other.  But, 
as  a  general  rule,  I  believe  experience  will  show  that  it  is  better 
to  act  first  upon  the  pregnant  uterus. 

Mr.  Wells  refers  to  five  patients  whom  he  has  tapped  during 
pregnancy,  one  of  them  three  times,  one  twice,  and  three  once. 
In  all  these  women  great  relief  was  afforded  by  the  tapping, 
no  ill  effect  of  any  kind  was  observed  to  follow  it,  and  in  all 
the  children  were  born  alive,  after  labours  of  moderate  dura- 
tion. 

There  is  a  peculiar  state  of  nervous  and  vascular  tension 
produced  by  pregnancy  which  should  be  taken  into  account. 
Pregnancy  induces  great  irritability  of  the  nervous  centres, 
spinal  and  cerebral.  This  irritability  accounts  for  the  greater 
risk  of  abortion,  of  vomiting,  if  interference  be  resorted  to. 
It  also  is  a  source  of  danger  if  accident  or  complication  arise, 
as  rupture  of  cyst,  inflammation,  &c.  And  as  this  complica- 
tion may  be  more  serious  than  the  operation,  the  operation  may 
become  justifiable  as  the  lesser  danger. 

Believing,  as  I  do,  that  a  woman  in  whom  pregnancy  is 
complicated  with  an  ovarian  cyst,  is  in  a  position  of  imminent 
peril;  that  her  life  is  threatened  at  any  moment  by  some 
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catastrophe  which  may  strike  so  suddenly  and  so  violently  as  to 
leave  'no  time  for  action,  my  opinion  is  decidedly  in  favour  of 
eliminating  the  pregnancy.  I  have  acted  on  this  principle  on 
several  occasions  with  a  successful  result,  not  counterbalanced 
by  a  single  unsuccessful  one. 

4.  If  the  cyst  actually  burst,  or  give  rise  to  haemorrhage  or 
peritonitis,  there  should,  I  think,  be  no  hesitation  in  attempt- 
ing removal  of  the  tumour,  which  is  the  cause  of  immediate 
danger. 


CHAPTEE  XXXIV. 


THE  FALLOPIAN  TUBES :  ABSENCE  OF;  SEPARATION;  CYSTS; 
CARCINOMA  ;  TUBERCLE  ;  FIBROID  TUMOURS  ;  HYPER- 
TROPHY ;  ELONGATION  ;  DILATATION  ;  INFLAMMATION 
(SALPINGITIS)  ;  CATARRH  ;  HEMATOMA  ;  OCCLUSION  ; 
CYSTIC  ENLARGEMENTS;  DROPSY. 

The  pathology  of  the  Fallopian  tubes  deserves  more  atten- 
tion than  it  has  commonly  received.  The  diagnosis  of  the 
diseases  to  which  the  tubes  are  liable  is  not  so  difficult  as  it 
may  at  first  sight  appear  to  he.  The  natural  issue  of  some  of 
these  diseases  is  in  sudden  death  ;  and  this  catastrophe  may,  in 
many  cases,  be  averted  by  timely  treatment. 

The  tube  of  one  side  may  be  wanting  if  the  corresponding 
side  of  the  uterus  is  wanting.  In  many  cases  the  tube  is  repre- 
sented by  an  impervious  string.  In  some  cases  there  is  only 
seen  a  small  rounded  stump  attached  to  the  horn  of  the  uterus. 
This  last  condition,  says  Rokitansky,  is  mostly  the  result  of  a 
twisting  and  separation  of  the  tube.  As  conditions  of  excessive 
development,  we  sometimes  see  supernumerary  fimbriae,  and 
accessory  openings  into  the  abdominal  cavity.  Appended  to 
the  fimbriated  extremity  is  often  found  a  small  clear  pyriform 
vesicle  hanging  by  a  peritoneal  stalk,  which  Rokitansky  says  is 
the  remains  of  a  pinched-off  portion  of  a  Wolffian  duct. 

The  tubes  are  not  very  subject  to  new  formations ;  small 
tumours,  fibrous  or  fatty,  sometimes  occur,  but  possess  little 
clinical  importance. 

Cysts,  however,  often  occur  in  great  numbers  in  the  broad 
ligament,  and  have  their  seat  especially  on  and  near  the  tubes, 
and  on  the  ovaries.  They  are  generally  small,  and  contain  a 
colloid  moisture.  The  smallest  appear  as  delicate  vesicles 
formed  out  of  a  fibrous  capsule.  They  occur  only  in  mature 
and  advanced  life.  They  bear  no  relation  to  the  parovarium. 
In  some  cases  the  cysts  are  much  larger.  There  is  a  specimen 
in  St.  George's  Museum  (No.  xiv,  130)  of  a  cyst  as  large  as  a 
walnut. 

Carcinoma  occurs  as  an  extension  of  the  same  disease  from 
the  uterus  or  ovaries.  Kiwisch  once  saw  a  case  in  which  the 
tube  burst  from  distention  of  the  walls  with  cancerous  tissue. 
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Tubercle  most  frequently  occurs  in  association  with  tubercu- 
lous deposit  in  the  uterine  cavity  ;  but  it  may  occur  in  the 
tubes  alone.  Such  a  case  is  preserved  in  St.  Thomas's  Hospital 
Museum.  The  tube  is  there  filled  with  a  cheesy,  soft  mass  ;  the 
tube  is  swollen,  distended,  resembling  in  outward  form  the  disten- 
tion from  fluids.  Generally  both  tubes  are  symmetrically  affected. 

Rokitansky  says  tubal  tuberculosis  generally  occurs  as  a 
primitive  affection,  and  is  afterwards  complicated  with  tubercle 
of  the  abdominal  glands.  It  is  also  associated  with  tubercle  of 
the  lungs  and  mucous  membrane  of  the  intestinal  canal. 

It  appears  sometimes  in  childhood,  sometimes  in  the  age  of 
decrepitude,  but  usually  in  the  period  of  puberty.  Often  it 
becomes  developed  in  consequence  of  childbed.  Rarely,  the 
tuberculous  mass  goes  into  calcification. 

In  St.  George's  Museum  are  two  specimens  of  "  scrofulous 
disease  "  affecting  the  mucous  lining  of  the  uterus  and  tubes. 
In  one,  both  ovaries  were  also  affected,  "containing  the  rem- 
nants of  a  semi-fluid  tubercular  matter ;"  in  the  other,  one 
ovary  was  converted  into  an  abscess  containing  scrofulous  pus. 
Both  had  tuberculosis  of  other  organs  as  well. 

Two  specimens  in  Guy's  Museum  (Nos.  2251  and  225  V°) 
show  tuberculous  matter  in  the  tubes  of  children.  One  of  the 
children  died  of  strumous  inflammation  of  the  brain.  There 
were  also  tubercles  in  the  lungs.  But  it  may  happen  that, 
although  tubercle  in  the  Fallopian  tubes  is  generally  of  secon- 
dary importance  as  a  cause  of  death,  the  function  of  the 
tube  being  of  little  comparative  moment,  the  disease  in  this 
part  may  be  the  immediate  cause  of  death.  Perforation  of  the 
tube  may  outstrip  the  fatal  march  of  tubercle  in  the  lung. 
Specimen  No.  225140  in  Guy's  Museum  exhibits  "the  tubes 
and  ovaries  invested  in  adventitious  tissue,  forming  part  of  a 
general  tubercular  peritonitis.  The  tubes  were  greatly  dis- 
tended with  thick  white  grumous  matter.  The  subject,  aged 
twenty-two,  died  of  phthisis  and  peritonitis." 

Fibroid  tumours,  or  myomas,  similar  in  character  to  the 
tumours  so  named,  of  the  uterus  may  occur  in  the  Fallopian 
tubes.  Baillie  describes  "  a  hard  tumour  growing  from  a 
Fallopian  tube,  which  exhibited  precisely  the  same  appearances 
as  the  hard  tubercle  (fibroid)  of  the  uterus."  They  are 
developed  out  of  the  muscular  coat.  They  may  attain  a 
considerable  size.  Professor  Simpson  describes  one  as  large 
as  a  child's  head;  but  probably  this  was  of  exceptional  size. 
They  are  rare,  or,  at  least,  have  been  rarely  identified  as 
distinct  from  uterine  fibroids  or  solid  ovarian  tumours. 
Arising  on  one  side  of  the  uterus,  that  is,  in  a  situation 
very  close  to  that  of  ovarian  tumours,  and  being  at  first 
moveable,  the.  difficulty  of  discrimination  must  be  almost 
insurmountable  during  life.     And  even  after  death  there  is 
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room  for  doubt,  for  a  fibroid  tumour,  taking  its  origin  in  the 
external  strata  of  the  uterine  wall,  may  be  gradually  cast  off 
so  completely  that  the  pedicle  even  becomes  atrophied  and 
no  longer  traceable ;  the  detached  tumour  then  may  lie  between 
the  folds  of  the  broad  ligament  in  such  close  proximity  with 
the  tube,  that  appearances  may  support  the  idea  that  this 
was  its  true  origin.  They  would  differ  from  ovarian  tumours 
in  their  progression.  Comparatively  inert,  they  annoy  chiefly 
by  mechanical  pressure ;  they  may  get  jammed  in  the  pelvis, 
and  displace  the  uterus,  and  press  upon  bladder  or  rectum. 
If  of  large  size,  and  situated  above  the  pelvic  brim,  their  bulk 
and  weight  would  cause  inconvenience,  perhaps  peritonitis. 
In  the  event  of  symptoms  severe  enough  to  indicate  the 
expediency  of  removing  the  tumours,  the  operation  as  for 
ovariotomy  might  be  performed,  with  a  fair  prospect  of  success. 
It  is  also  possible  that  small  ones  dipping  low  in  the  pelvis 
by  the  side  of  the  uterus  might  be  removed  by  the  vagina. 

Anomalies  of  size,  that  is,  of  calibre  and  length. 

The  tube  may  undergo  elongation  to  a  greater  or  less  extent 
through  dragging  of  the  uterus,  as  in  prolapsus  ;  or  upwards,  as 
when  enlarged  by  fibroid  tumours.  But  the  most  marked  elonga- 
tion is  produced  by  the  dragging  of  an  ovarian  tumour.  In  this 
case  the  whole  tube  becomes  hypertrophied,  its  canal  is  widened, 
especially  towards  its  fimbriated  extremity,  which  sometimes 
stretches  out,  grasping  a  large  surface  of  the  tumour.  Some- 
times the  stretching  of  the  tube  produces  a  marked  thinning 
at  one  part,  which  undergoes  atrophy. 

The  dilatation  of  the  tube  is  produced  by  accumulations  of 
mucus  and  of  pus,  which,  when  the  two  ends  are  closed,  con- 
stitute in  its  extreme  states  hydrops  tubm.  This  affects  more 
especially  the  outer  end  of  the  tube.  It  may  also  be  dilated 
by  collections  of  blood,  and  notably  by  the  development  of  an 
ovum  in  it.  Deposits  of  tubercular  matter  also  produce 
dilatation.  In  all  these  cases,  excepting  that  of  gestation,  the 
form  assumed  by  the  tube  is  very  similar.  The  accumulation 
and  distention  take  place  along  the  greater  part  of  the  length 
of  the  tube,  so  that  there  is  formed  a  vermiform  or  contorted 
cylindrical  or  conical  swelling,  the  greater  calibre  of  the  swell- 
ing, or  its  base,  being  usually  towards  the  fimbriated  end. 
Both  tubes  are  commonly  affected  alike.  In  this  enlarged 
state  they  find  no  room  in  their  natural  place  in  the  sides 
of  the  pelvis ;  they  therefore  rise  out  of  the  brim  of  the  pelvis, 
and  get  directed  somewhat  forward  towards  the  groins,  occupy- 
ing the  hypogastric  space.  They  may  then  be  felt  behind  and 
above  Poupart's  ligament.  Sometimes,  however,  they  get  im- 
prisoned in  the  upper  part  of  the  pelvis  by  adhesions. 
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The  dilatation  or  enlargement  of  the  calibre  of  the  tubes  is  a 
subject  of  great  importance  in  its  relation  to  the  practice  of 
injecting  fluids  into  the  uterus.  It  so  happens  that  some  of  the 
morbid  processes  which  give  indications  for  injecting  styptic 
or  astringent  fluids  into  the  uterus,  also  entail  undue  patency 
of  the  uterine  mouths  of  the  tubes  and  of  the  tubes  themselves. 
The  mechanism  by  which  this  patency  is  produced,  as  well  as 
the  morbid  processes  which  bring  this  mechanism  into  action, 
are  therefore  of  special  interest.  We  may  take  as  a  type  a 
case  of  dysmenorrhoea  from  obstruction  at  some  point  of  the 
uterine  canal,  as  at  the  os  internum  by  flexion.  In  such  a 
case  there  is,  as  I  have  explained  under  "  Atresia,"  a  degree  of 
retention  of  menstrual  fluid,  aggravated  by  formation  of  clots. 
The  retained  matters  irritate  the  uterus,  excite  reflex  action, 
and  thus  cause  uterine  colics  or  expulsive  pains  ;  that  is,  the 
body  of  the  uterus  contracts,  trying  to  expel  its  contents. 
There  is  obstruction  at  the  natural  outlet ;  hence,  following 
the  general  dilatation  of  the  uterine  cavity,  there  is  retrograde 
dilatation  of  the  uterine  mouths  of  the  tubes.  All  this  is  seen 
in  a  marked  degree  in  cases  of  complete  retention  ;  but  I  believe 
it  is  rarely  absent  in  a  minor  degree  in  cases  of  partial  reten- 
tion. The  pathological  and  therapeutical  consequences  of  this 
state  are :  secretions  of  blood,  mucus,  or  pus  formed  in  the 
uterus  may  be  driven  backwards  by  the  contraction  of  the 
uterus  along  the  tubes,  distending  the  tubes,  exciting  inflam- 
mation in  them,  and  perhaps  leading  to  discharge  into  the 
peritoneal  cavity.  In  a  similar  manner  fluids  injected  into  the 
uterus  excite  contraction,  and  this  contraction  drives  the  fluid 
along  the  tubes,  if  its  exit  be  impeded  at  the  neck,  either  by  flexion, 
or  by  the  canal  being  filled  too  closely  by  the  injecting- tube. 

This  accident  may  be  avoided  by  the  use  of  remedies  in  a 
solid  form  or  as  ointments,  or  of  fluids  carried  on  a  swab. 

Dr.  Matthews  Duncan  *  refers  to  this  condition.  He  passed 
a  probe  with  the  least  possible  pressure,  feeling  certain  that  it 
went  beyond  the  uterus  ;  it  always  took  a  decidedly  lateral 
direction.  He  concluded  that  it  must  have  passed  through  a 
dilated  tube  into  the  abdominal  cavity. 

The  tube  is  liable  to  inflammation — salpingitis — and  suppu- 
ration, independently  of  childbed.  This  may  extend  from  the 
uterine  cavity ;  and  this,  according  to  Scanzoni,  is  its  common 
origin.  But  it  may  arise  in,  and  be  confined  to,  the  tube.  Aran 
relates  a  case  of  suppuration  of  both  ovaries  and  tubes,  super- 
vening on  menstrual  disturbance,  without  metritis.  When 
suppuration  occurs,  the  collection  of  pus  produces  similar  effects 
upon  the  form  of  the  tube  as  other  fluids.    It  does  not  escape 

*  "  On  a  hitherto  undescribed  disease  of  the  uterus,  namely,  unnatural 
patency  of  the  Fallopian  tube." — Edin.  Med.  Journ.,  1856. 
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readily  by  either  end,  but,  being  retained  and  accumulating, 
forms  a  cylindrical,  somewhat  tortuous,  dilatation  of  the  middle 
part  of  the  tube.  Then  comes  the  special  danger  attending 
distention.  The  tube  may  burst,  or  be  perforated,  and  offend- 
ing matter,  in  sufficient  quantity  to  irritate  the  peritoneum, 
suddenly  escapes  into  the  abdominal  cavity.  Peritonitis  may 
result  from  salpingitis  in  three  ways  :  1,  by  extension  of  inflam- 
mation through  the  fimbriated  end ;  2,  through  perforation  of 
the  tube  ;  3,  through  pouring  of  pus  through  the  open  end. 

The  physical  signs  will  be  the  same  as  those  of  dropsy  of  the 
tube.  There  will  be  similar  fluctuating,  bent,  cylindrical  rolls 
felt  behind  Poupart's  ligament,  and  in  the  vaginal  roof.  The 
diagnosis  is  very  important,  because  this  condition  must  fall 
under  the  same  rule  of  treatment  by  puncture  as  other  affections 
of  the  tube,  namely,  tubal  gestation  and  dropsy. 

Fig.  80,  after  Hooper,  is  a  good  illustration  of  inflammation 
of  both  tubes.  It  shows  the  immediate  effects  of  acute  inflam- 
mation of  the  mucous  membrane.  The  peritoneal  investment 
is  very  vascular.    The  substance  of  the  tube  is  much  thickened 


Fig,  80.— (Half-size.) 

INFLAMMATION  OF  THE  FALLOPIAN  TUBES. —  (AFTER  HOOPER.) 

a.  Uterus.  b  b.  Tubes.  c  c.  Saccular  dilatations  laid  open. 


and  softened,  and  dilated  into  a  sac.  The  mucous  surface  is 
covered  with  a  flocculent  albuminous  layer.  A  quantity  of  fluid 
albumen  escaped  when  the  sac  was  opened.  The  fimbrise  are 
destroyed ;  and  the  openings  into  the  cavity  of  the  abdomen 
are  obliterated. 

Tubal  catarrh  is  probably  most  commonly  the  result  of  exten- 
sion of  inflammatory  action  from  the  uterine  cavity.  This  may 
be  acute  or  chronic.    The  acute  form  may  be  due  to  blennor- 
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rhoea.  The  chronic  form  may  result  from  the  acute,  or  it  may, 
ab  origine,  have  been  of  a  subacute  kind.  Catarrhal  inflamma- 
tion of  the  uterus  and  tubes  entails,  for  one  of  its  effects,  a 
degree  of  laxity  of  tissue  and  dilatation  of  cavity,  as  the 
mucus  formed  in  the  tube  will  naturally  tend  to  discharge  itself 
into  the  uterine  cavity,  and  commonly  this  action  is  favoured 
by  the  dilatation  of  the  ostium  uterinum.  If  escape  by  the 
ostium  abdominale  were  common,  catarrh  would  be  a  very 
dangerous  affection.  As  it  is,  accumulations  in  the  tube  rarely 
take  this  route.  It  is  only  when  the  fluids  secreted  are  large 
in  quantity,  formed  rapidly,  as  in  blennorrhoea,  that  the  risk  of 
retrograde  overflow  is  serious.  But  when  the  oj)enings  of  the 
tubes  are  obstructed,  the  fluids  accumulate  and  distend  them, 
and,  by-and-bye,  perforation  or  bursting  takes  place.  This 
closure  is  easily  produced.  At  the  outer  end,  catarrhal  inflam- 
mation often  leads  to  adhesions  of  the  fimbriae ;  and,  at  the 
inner  end,  the  swelling  of  the  tubes  contorting  it,  forms  angular 
spurs  or  valve-like  bendings,  which  shut  off  the  communication 
with  the  uterus. 

There  is  no  reason  to  doubt  that  the  lining  membrane  of  the 
tubes  are  liable  to  inflammation  which  may  lead  to  suppuration. 
The  gonorrhoeal  inflammation  is  an  example  of  this.  But  it 
must  be  remembered,  that  in  the  tubes,  as  well  as  in  the  uterus 
and  vagina,  fluids  may  accumulate  which  the  naked  eye  could 
not  distinguish  from  pus,  and  which,  on  microscopical  analysis, 
is  resolved  into  epithelium  scales  floating  in  plasma.  This  was 
the  case  in  a  young  woman  who  died  of  chorea  in  St.  George's 
Hospital.  The  vesicles  of  the  ovaries  contained  coagula.  The 
Fallopian  tubes  were  full  of  milky  fluid,  like  pus,  which  proved 
to  consist  of  columnar  epithelium.*  This  fact  must  be  borne 
in  mind  in  estimating  the  significance  of  puriform  matter  in 
the  tubes. 

The  tubes  may  be  distended  by  accumulations  of  blood.  One 
cause  of  this  is  Menorrhagia.  Usually,  the  uterine  opening 
gives  it  passage ;  but  sometimes,  if  this  opening  be  obstructed, 
as  by  a  clot,  the  blood  continuing  to  be  poured  out  by  the  tubal 
mucous  membrane  may  overflow  by  the  abdominal  end,  and 
give  rise  to  retro-uterine  hsematocele.  The  like  event  may 
occur  in  the  haemorrhage  of  abortion.  Another  form  of  blood- 
accumulation,  and  one  especially  dangerous,  is  that  which 
results  from  atresia,  or  closure  of  the  uterus,  vagina,  or  vulva, 
leading  to  retention  of  the  menstrual  fluid.  The  Fallopian 
tubes  in  these  cases  commonly  undergo  extreme  dilatation,  and 
are  liable  to  bursting  or  perforation.  This  subject  is  discussed 
more  fully  under  "  Atresia." 

In  other  cases  the  obstruction  takes  place  at  the  ostium 

*  See  Catalogue,  St.  George's  Museum,  XIV.,  No.  5. 
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uterinum.  When  this  occurs,  it  does  not  follow  that  the  tubes 
will  give  up  their  part  in  the  function  of  menstruation  ;  blood 
will  be  poured  out  into  the  tubes,  and,  if  it  do  not  escape  by 
the  ostium  abdominale,  must  accumulate  as  tubal  retention, 
"When  we  look  at  the  contorted  shape  of  the  tube,  it  is  not 
difficult  to  conceive  how  easily  under  distention  of  one  part  of 
the  tube  further  contortion,  producing  angular  flexion,  may 
occur,  so  as  to  shut  in  the  contents.  The  closure  at  the  extre- 
mities of  the  tubes,  especially  of  the  abdominal  extremity,  is 
further  very  likely  to  be  effected  by  inflammation  of  the  tube 
and  peritoneal  investment.  This  inflammation  may  be  caused 
by  a  minute  perforation  under  an  ulcerative  process,  permitting 
a  little  of  the  retained  fluid  to  escape  into  the  peritoneum  ;  or 
it  is,  I  believe — although  there  is  no  distinct  clinical  proof  of 
this — more  likely  to  happen  through  transudation,  or  oozing 
through  the  walls  of  the  tube  under  the  combined  pressure  of 
accumulation  and  the  excited  contractile  efforts  of  the  walls  of 
the  tube.  The  contact  of  the  unhealthy  moisture  thus  bedew- 
ing the  peritoneum  would  be  pretty  sure  to  set  up  inflammation 
in  this  susceptible  membrane. 

But  retention  of  blood  or  mucus  in  dilatations  of  the  tubes 
may  terminate  in  another  way.  Peritonitis  may  or  may  not 
supervene  ;  after  a  time  there  is  no  further  increment  of  blood 
or  mucus  ;  the  watery  part  of  that  already  in  the  tube  may  be 
absorbed,  and  the  tube,  not  recovering  its  pristine  form,  may 
assume  the  condition  of  cysts. 

There  is  a  good  illustration  of  cystiform  dilatation  of  both 
tubes  from  tubal  menstrual  retention  in  the  "  Obstetrical  Trans- 
actions," vol.  viii.,  described  by  Dr.  Meadows.  The  history  of 
the  subject  is  interesting.  She  had  had  fifteen  pregnancies, 
but  only  one  had  gone  on  to  term ;  menstruation  had  generally 
been  profuse,  and  latterly  became  clotty  and  painful.  She  died 
of  extensive  peritoneal  inflammation,  involving  the  uterus  and 
tubes.  The  tubes  presented  cystiform  dilatations  ;  no  commu- 
nication was  found  between  these  dilatations  and  the  fimbriated 
extremities,  and  on  the  left  side  the  ostium  uterinum  was  quite 
closed.  The  dilatations  were  "all  filled  with  a  dark,  thick, 
grumous  fluid  of  a  prune-juice  colour.' '  This  resembles  the 
retained  menstrual  blood  in  the  uterus,  and  was  no  doubt  of 
like  origin. 

Wagner  *  describes  a  case  of  hsematoma  of  the  Fallopian  tube. 
There  was  also  an  old  blood-mass  in  the  pelvis,  found  after 
death.  The  tube  was  dilated  only  at  the  seat  of  the  hsematoma. 
There  was  nothing  abnormal  in  the  ovary  or  uterus. 

It  seems  probable  that  the  closure  of  the  tube  at  the  uterine 
end  or  at  the  fimbriae  is  one  of  the  dangers  of  gonorrhoea,  or 

*  Monatsschrift  fiir  Geburtskunde,  1869. 
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of  those  attacks  of  metritis  or  peritonitis  to  which  prostitutes 
are  so  subject.  These  attacks,  which  give  rise  to  the  symptoms 
known  as  colica  scortorum,  commonly  involve  the  tubes  as  well 
as  the  ovaries.  Closure  of  the  tubes  almost  necessarily  is  the 
first  condition  of  retention,  and  thence  of  hemorrhagic  and 
dropsical  accumulations. 

Dropsy  of  the  tube  is  probably  a  secondary  phenomenon  of 
various  affections,  as  of  inflammation  or  effusion  of  blood. 
Effusions  cause  distention ;  these  being  preceded  or  followed  by 
closure  of  the  extremities  of  the  tubes,  saccular  dilatations 
readily  form,  and  the  outlets  being  closed,  sacs  of  considerable 
size  may  form.  Baillie  describes  "  dropsy  "  of  the  tube,  and 
quotes  Portal  as  having  referred  to  it.  Baillie  says  the  tube 
terminated  in  a  cul-de-sac.  Hooper  gives  an  excellent  engrav- 
ing of  a  case  which  exhibits  very  clearly  the  characteristic 
contortions  and  dilatations  of  the  tubes,  the  maximum  of 
dilatation  being  on  both  sides  at  the  abdominal  end.  Both 
tubes  are  generally  symmetrically  affected,  although  unequally. 
The  cyst  is  not  necessarily  single,  but  may  be  subdivided  by 
tight  fibrinous  bands,  the  product  of  peritonitis,  encircling  and 
constricting  the  tube  at  various  points.  The  muscular  wall  is 
thickened.  The  mucous  membrane  is  changed  from  its  natural 
appearance,  it  becomes  smooth  or  roughened  by  papillary 
vegetations  from  the  submucous  connective  tissue. 

In  many  of  these  cases  the  disease  is  only  recognised  by 
dissection,  death  being,  in  some  instances,  brought  about  by 
other  causes. 

The  contents  of  the  tube  may  be  mucous,  purulent,  watery, 
sanguineous,  like  serum,  or  thick.  Boinet  says  he  found  in  a 
Fallopian  tube  thirteen  pounds  of  water  mixed  with  pus. 
Simpson,  recalling  the  intimacy  and  extent  of  the  adhesions 
often  formed  with  the  ovary,  and  the  ease  with  which  the 
diseases  of  the  tube  may  thus  be  confounded  with  those  of  the 
ovary,  doubts  the  accuracy  of  Boinet' s  conclusion. 

The  quantity  of  fluid  which  constitutes  the  hydrops  tubes  is 
not  usually  very  great,  but  Dr.  Peaslee  *  relates  a  case  in  which 
the  patient  had  been  tapped  twice  for  ovarian  dropsy,  in  whom 
there  was  found  on  the  right  a  true  ovarian  cyst,  and  on  the 
left  a  tumour  of  the  Fallopian  tube  of  very  large  size.  The 
tube  had  become  occluded  at  the  very  commencement  of  the 
uterus ;  accumulation  took  place  beyond,  until  the  tube  was 
distended  into  a  sac  with  the  capacity  of  eighteen  pounds. 
The  whole  was  adherent  to  everything  in  its  neighbourhood. 

Sometimes  dropsy  of  the  tubes  is  associated  with,  probably 
dependent  upon,  general  dropsy,  as  in  a  case,  No.  225430  in 
Guy's  Museum.    This  specimen  shows  the  uterus  and  appen- 


*  New  York  Medical  Journal,  1870. 
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dages.  The  right  Fallopian  tube  is  greatly  dilated.  It  came 
from  a  woman,  aged  forty-five,  admitted  for  renal  dropsy. 

In  a  considerable  number  of  cases,  obstruction  at  the  uterine 
orifice  of  the  tube,  as  by  a  fibroid  tumour,  seems  to  have  been 
the  cause  of  accumulation  of  fluid  in  the  tubes.  This  is  seen 
in  specimens  Nos.  866,  University  College,  and  2643,  Eoyal 
College  of  Surgeons.  No.  226  L30,  in  Guy's  Museum,  shows  "  a 
fibrous  tumour  of  the  uterus.  Dr.  Oldham  dilated  the  os  to 
get  at  the  tumour.  Whilst  under  treatment,  the  patient  was 
seized  with  acute  peritonitis,  and  died.  An  abscess  in  the  left 
tube,  in  which  the  ovary  was  involved,  had  burst." 

The  symptoms  produced  by  dropsy  of  the  tube  resemble 
those  arising  from  other  enlargements  of  the  tube  or  ovary  up 
to  a  certain  point.  There  is,  says  Simpson,  an  uneasy  sense  of 
weight  in  the  side  affected,  and  a  feeling  of  pressure  in  the 
limb  ;  usually  the  limb  is  rendered  more  or  less  numb  from  the 
pressure  of  the  tumour  on  the  nerves  passing  through  the 
pelvis,  and  this  may  even  extend  to  lameness,  as  in  pelvic 
cellulitis.  In  some  cases  the  swelling  acts  chiefly  on  the  bowels, 
keeping  them  loaded.  More  rarely  there  is  a  certain  degree  of 
dysuria.  Intercurrent  at  some  period  of  the  history,  signs  of 
local  peritonitis  will  probably  appear. 

Diagnosis. — Dilatation  of  the  Fallopian  tube  may  be  dia- 
gnosed from  small  cystic  enlargement  of  the  ovary  by  the 
shape  of  the  tumour,  its  position,  and  by  its  relation  to  the 
uterus. 

It  is  of  essential  importance  to  clear  the  way  by  emptying 
the  bladder,  and  by  determining  the  exact  position  of  the 
uterus  by  the  sound. 

A  small  cyst  of  the  ovary  gets  behind,  and  a  little  to  one 
side  of  the  uterus,  pushing  the  uterus  forwards  against  the 
symphysis,  producing  probably  irritation  of  the  bladder  or 
retention  of  urine  ;  there  is  only  slight  obliquity  imparted  to 
the  uterus.  The  shape  of  the  tumour  is  more  or  less  spherical. 
It  is  felt  better  by  the  rectum  than  in  the  roof  of  the  vagina. 

Fluid  distention  of  the  tube  produces  an  elongated,  contorted, 
cylindrical  swelling.  Its  position  is  more  forward  than  that  of 
the  ovary ;  it  does  not,  therefore,  push  the  uterus  forward,  but 
pushes  the  fundus  towards  the  opposite  side  ;  there  is  greater 
obliquity  of  the  uterus.  The  swelling  also  may  commonly  be 
felt  behind  Poupart's  ligament,  and  can  be  defined  between 
the  hand  outside  and  the  finger  in  the  vagina.  Vaginal  touch 
will  enable  the  observer  to  detect  the  swelling  on  one  side  of 
the  cervix  uteri. 

Except  in  the  case  of  tubal  gestation,  affections  of  the  tube 
are  commonly  symmetrical,  that  is,  both  tubes  are  alike  dis- 
tended. This  condition  itself  would  be  greatly  diagnostic  from 
ovarian  disease,  which  is  not  nearly  so  often  double,  and  very 
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rarely,  indeed,  symmetrical,  one  ovary,  where  both  are  affected, 
being  more  advanced  in  disease  than  the  other.  When  both 
tubes  are  involved,  they  will  keep  the  uterus  straight  between 
them,  and  a  cylindrical  contorted  roll  will  be  felt  on  either 
side. 

Fig.  81  gives  an  ordinary  form  of  the  dropsical  tube.  It  comes 


Fig.  81.— (St.  Thomas's  Museum,  nat.  size.) 

DROPSY  OF  FALLOPIAN  TUBE. 


from  a  girl,  aged  nineteen.  Both  tubes  are  tortuous,  and  each 
forms  an  elongated  and  somewhat  conical  cyst.  The  dilatation 
begins  about  an  inch  and  a  half  from  the  uterus,  and  gradually 
increases  until  it  attains  a  diameter  of  an  inch.  The  parietes  are 
thinned  in  proportion  to  the  dilatation.  The  fimbriated  extre- 
mities have  become  adherent  to  the  ovaries  and  other  parts,  and 
thus  have  become  closed.  In  the  living  subject  these  distended 
tubes  would  occupy  the  iliac  fossoe,  lying  in  a  right  line  with 
the  fundus  uteri. 
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Another  specimen  in  the  same  museum,  No.  F  F.  55,  shows 
each  tube  dilated  into  a  globular  cyst.  The  cyst  on  the  right 
side  was  filled  with  bloody  fluid,  and  some  laminated  coagula 
still  remain  adherent  to  its  upper  part.  The  other  cyst  is 
distended  with  white,  fatty  matter,  contained  in  numerous  cells. 
The  tubes  at  a  short  distance  from  the  uterus  are  completely 
closed.  The  uterus  is  healthy.  The  specimen  was  taken  from 
a  woman,  aged  twenty-one,  of  dissipated  habits,  who  died  of 
phthisis. 

The  treatment  of  dropsical  distention  of  the  Fallopian  tubes 
consists  simply  in  puncturing  the  cysts  through  the  vaginal 
roof.  If  a  tense  fluctuating  swelling  be  found  in  this  region 
attended  by  local  distress,  there  ought  I  think  to  be  no  hesita- 
tion in  tapping  it  by  the  aspirator-trocar.  This  instrument 
combines  in  a  high  degree  the  merits  of  the  sound  and  specu- 
lum, namely,  in  being  diagnostic  and  curative.  The  range  of 
liability  to  error  in  diagnosis  lies  between  dropsy  of  the  tube, 
cysts  of  the  broad  ligament,  cysts  of  the  ovary,  cyst  containing 
an  extra-uterine  gestation.  Now,  in  all  these  cases,  the  same 
indication  exists  to  puncture  the  cyst,  so  that  absolute  precision 
of  differential  diagnosis  is  not  imperative.  The  diagnosis  may 
become  clearer  after  the  tapping.  Thus  if  the  cyst  be  tubal,  or 
in  the  broad  ligament,  it  is  not  likely  to  fill ;  there  is  reasonable 
prospect  of  complete  cure.  But  if  the  cyst  be  ovarian,  it  is  not 
unlikely  to  fill  again.  The  mode  of  operating  is  described 
under  the  "  Treatment  of  Early  Ovarian  Dropsy." 

An  incidental  consequence  of  most  morbid  conditions  of  the 
Fallopian  tubes  is  sterility.  There  may  be  mechanical  obstruc- 
tion to  the  passage  of  the  ovum  and  spermatozoa ;  or,  if  the 
canal  be  pervious,  the  condition  of  the  lining  membrane  or  of 
the  secretions  in  it  may  be  destructive  to  the  vitality  of  the 
male  and  female  elements.  Another  incidental  consequence,  we 
shall  see,  is  the  proneness  to  extra-uterine  gestation. 

The  Treatment  of  Morbid  Conditions  of  the  Fallopian  Tubes. 

Salpingitis  being  generally  a  part  of  an  inflammatory  process, 
of  which  the  chief  seat  is  the  cavity  of  the  uterus,  the  treatment 
merges  in  that  which  is  indicated  for  the  principal  affection.  If 
it  lead  to  the  escape  of  irritating  matters  or  blood  into  the  peri- 
toneum by  rupture,  perforation,  or  overflow,  the  case  must  be 
treated  on  the  principles  laid  down  when  discussing  the  subjects 
of  Menstrual  Retention  and  Tubal  Grestation.  The  secret  of  pre- 
venting many  of  the  tubal  diseases,  and  of  curing  some,  lies  in 
securing  patency  of  the  uterine  ends. 

But  there  are  points  of  special  interest  in  the  dealing  with 
tubal  distention.  We  know  the  danger  of  rupture,  perforation, 
or  overflow.    We  know  that  this  danger  is  averted  or  greatly 
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lessened,  if  the  contents  of  the  tube  can  be  evacuated  by  the 
natural  route  into  the  uterus.  Can  nothing  be  done  to  turn  the 
discharges  into  this,  their  natural  drain  ?  To  accomplish  this 
object,  Dr.  Tyler  Smith  proposed  "Fallopian  catheterization." 
He  devised,  and  demonstrated  the  practicability  of  passing,  a 
fine  whalebone  probe  into  the  tube.  The  proposition  when  ori- 
ginally made,  and  since,  encountered  considerable  criticism ;  it 
was  said  to  be  rash,  dangerous,  and  impossible  of  execution. 
The  real  objection  is  that  it  is  new  and  difficult.  I  think  the 
operation  will  be  established  in  spite  of  the  ridicule  and  the 
arguments  aimed  against  it ;  and  that  the  difficulties  of  diagno- 
sing the  cases  proper  for  its  application,  as  well  as  of  carrying  it 
into  execution,  will  be  greatly  lessened.  Many  of  the  reasons 
which  are  recognised  as  justifying  catheterization  of  the  uterus, 
apply  to  catheterization  of  the  tubes.  The  obstacle  to  the 
onward  discharge  of  mucus  or  pus  from  the  tube  commonly 
exists  in  the  uterine  portion,  which  is  naturally  contracted,  and 
may  be  occluded  by  a  plug  of  clotted  blood  or  condensed  mucus 
or  pus.  A  very  slight  force  would  remove  this  impediment,  and 
the  passage  of  a  flexible  probe  through  this  part  would  not  be 
difficult.  Whether  it  would  be  easy  or  feasible  to  pass  a  probe 
to  any  considerable  distance  along  the  canal,  following  its  sinu- 
osities, is  a  matter  for  experience  to  determine.  It  will,  I 
think,  rarely  be  necessary.  I  can,  indeed,  imagine  that  a  tubal 
gestation-sac  might  be  ruptured  in  this  way,  and  the  gestation  so 
brought  to  an  end.  But,  as  will  be  shown  when  treating  of 
tubal  gestation,  the  tapping  of  the  sac  may  be  accomplished 
through  the  roof  of  the  vagina. 


CHAPTER  XXXY. 


THE  BROAD  LIGAMENTS:  DROPSY;  INFLAMMATION;  PHLEG- 
MASIA. DOLENS  ;  PHLEBOLITHES  ;  EIBROID  TUMOURS. 

The  principal  affections  of  the  broad  ligaments  are :  dropsy, 
inflammation,  and  obstruction  of  its  blood-vessels  and  lymphatics. 
Inflammation  will  be  more  conveniently  described  in  connection 
with  pelvic  peritonitis  and  cellulitis,  and  obstruction  of  the 
vessels  in  connection  with  phlegmasia  dolens. 

Dropsy  of  the  Broad  Ligament. 

Extra-ovarian  cysts,  or  cysts  of  the  broad  ligament  and  of  the 
Fallopian  tube,  are  chiefly  of  two  kinds.  One  kind  of  cyst  is  a 
dilatation  of  the  terminal  bulb  or  vesicle  of  the  Fallopian  tube 
(see  Fig.  2,  p.  5) .  In  the  form  and  size  figured,  they  cannot  be 
called  pathological.  They  rarely  exceed  in  size  that  of  a  pea 
or  nut,  but  occasionally  are  found  as  large  as  an  egg.  They 
usually  have  thin  walls,  are  covered  by  peritoneum,  and  hang 
by  a  long  slender  pedicle.  They  may  probably  burst,  but  the 
small  quantity  and  innocent  nature  of  their  contents  induce  no 
great  irritation  in  the  peritoneal  cavity. 

The  other  variety  of  cyst  is  found  between  the  folds  of  the 
broad  ligament,  at  least  in  its  original  stages.  It  is  a  develop- 
ment of  the  tubules  of  the  parovarium  (see  /,  b,  Fig.  2,  p.  5). 
These  cysts  occasionally  grow  larger  than  the  so-called  terminal 
hydatid  of  the  Fallopian  tube.  They  may  even  grow  as  large 
as  a  man's  head,  and  indeed  may  attain  the  full  dimensions  of 
ovarian  cysts.  The  walls  may  become  thickened  by  develop- 
ment of  fibrous  tissue,  but  still  they  remain  comparatively  thin ; 
fluctuation  is  usually  very  distinct  in  every  direction.  As  these 
cysts  are  strictly  simple  and  innocent,  and  not  likely  to  fill 
again  if  emptied,  there  is  no  sufficient  reason,  supposing  the 
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diagnosis  be  clear  or  even  presumptive,  for  subjecting  the  suf- 
ferer to  the  grave  risk  of  an  operation  for  extirpation,  or  even 
to  that  of  injecting  tincture  of  iodine.  Simple  tapping  is  often 
enough  for  their  cure.  There  can  hardly  be  a  doubt  that  some 
cases  of  presumed  cure  of  ovarian  cysts  by  injections  of  iodine 
or  by  vaginal  tapping  were  really  cysts  of  the  broad  ligament. 
At  least  I  have  no  doubt  that  such  was  the  true  nature  of  some 
cases  which  have  occurred  in  my  own  practice.  The  possibility 
of  a  cystic  dropsy  being  of  this  kind  dictates  the  expediency  of 
executing  a  preliminary  tapping  in  cases  where  the  fluctuation 
is  very  free  and  universal. 

The  features  of  a  cyst  of  this  kind,  when  greatly  enlarged, 
are  illustrated  in  a  case  operated  upon  by  Mr.  Wells.  "  A  lady, 
aged  twenty,  had  observed  an  increase  of  size  for  a  year.  The 
abdomen  was  occupied  with  a  fluctuating  tumour  which  ex- 
tended upwards  two  or  three  inches  above  the  umbilicus.  The 
uterus  was  far  backwards,  a  little  to  the  left,  and  freely  move- 
able ;  the  right  side  of  the  vagina  was  depressed,  giving  rise  to 
the  impression  that  the  connection  was  with  the  right  side  of 
the  uterus  and  rather  close.  The  disease  gave  so  little  uneasi- 
ness that  all  interference  was  postponed  for  some  months.  In 
the  meantime  the  increase  had  been  rapid.  The  cyst  was  then 
removed,  and  the  adjacent  ovary  along  with  it,  as  it  felt  hard  and 
appeared  larger  and  more  corrugated  than  is  usual  in  unmarried 
women  ;  though  from  its  being  quite  apart  from  the  tumour,  it 
would  have  been  easy  to  remove  the  cyst  and  leave  the  ovary. 
The  pedicle  was  not  thicker  than  a  finger.  Another  cyst,  the 
size  of  a  walnut,  in  the  left  broad  ligament  near  the  ovary,  was 
laid  open  and  emptied.  Dr.  Wilson  Fox  reported  the  removed 
cyst  as  when  distended  about  twice  the  size  of  an  adult  head. 
The  Fallopian  tube  flattened  out  is  seen  to  course  along  its 
external  surface.  The  fimbrise  are,  however,  non-adherent 
and  distinct.  The  ovary  is  found  in  a  fold  of  the  broad  liga- 
ment distinct  from  the  tumour,  and  presenting  the  natural 
appearance.  It  contains  no  cysts.  The  cyst  itself  has  a  smooth 
external  wall.  It  is  lined  internally  by  a  flattened  polygonal 
epithelium.  No  villous  or  papillary  growths  can  be  discovered 
on  its  inner  surface.  This  was  of  a  delicate  rose  colour.  The 
vascularity  of  the  cyst  was  not  very  great.  No  other  cysts 
could  be  found  in  the  broad  ligament." 

Fibroid  tumours  or  fibro-myomas  may  be  developed  in  the 
broad  ligaments  by  aberrant  growths  of  the  cognate  tissues 
enclosed  between  their  folds. .  Some  tumours,  apparently  be- 
longing to  the  broad  ligament,  may  really  have  had  their 
origin  in  the  uterus,  from  whose  walls  they  have  been  ex- 
truded, 

The  vessels  in  the  broad  ligaments  are  a  favourite  seat  ofphle- 
bolithesj  or  stony  transformation  of  blood-clots.    The  vessels, 
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slenderly  supported  by  the  flaccid  tissues  though  which  they 
run,  liable  to  great  variations  of  fulness  and  tension,  and 
embraced  between  layers  of  peritoneum  extremely  liable  to 
inflammation,  are  subject  to  dilatations  and  formation  of 
thrombi.  These  vary  in  size  from  that  of  a  pea  to  nearly  that 
of  a  cherry.  Undergoing  hardening  they  may  become  calca- 
reous. As  in  the  case  figured  in  Carswell  (see  Fig.  91),  the 
ensuing  obliteration  of  the  vessels  may  lead  to  atrophy  of  the 
uterus. 


CHAPTEE  XXXVI. 


EXTRA-UTERINE  GESTATION :  TUBAL  ;  OVARIAN  ;  TUBO- 
OVARIAN ;  ABDOMINAL  ;  INTERSTITIAL  ;  ONE-HORNED 
UTERINE  GESTATION. 

Tubal  Gestation. 

Under  various  conditions  the  Fallopian  tube  may  rupture  or 
become  perforated,  wben  its  contents  suddenly  thrown  into  the 
peritoneal  cavity  may  cause  shock,  or  peritonitis,  and  death. 
The  best  known  of  these  conditions  is  the  tubal  form  of  extra- 
uterine gestation.  The  ovum  may  be  arrested  in  any  part  of 
the  tube.  If  caught  in  the  fimbriae,  a  sac  is  formed  partly  out 
of  the  dilated  mouth  of  the  tube,  and  partly  by  attachments  to 
neighbouring  structures,  especially  the  ovary,  thus  forming  the 
tubo-ovarian  gestation.  The  sac  in  this  case  usually  assumes  a 
rounded  shape.  If  the  ovum  be  caught  in  the  middle  of  the  tube, 
the  shape  of  the  sac  is  more  ovoid.  It  maybe  caught  in  the  uterine 
portion  of  the  tube,  and  the  gestation  is  then  called  "  intersti- 
tial "  or  "intramural."  It  may  be  said,  generally,  that  the  sac 
bursts  the  earlier  the  nearer  its  seat  is  to  the  uterus.  Thus  the 
tubo-ovarian  sac  may  not  burst  until  near  the  ordinary  term  of 
uterine  gestation;  whilst  the  tubal  sac  or  the  interstitial  sao 
usually  bursts  at  dates  varying  from  six  weeks  to  three  months. 
Kiwisch  saw  a  case  which  burst  at  four  weeks.  Grestation  may, 
however,  go  on  for  four,  five,  or  even  six  months.  Spiegelberg 
relates  one  case  in  which  it  went  to  term. 

The  tube,  although  consisting  of  a  mucous  and  a  muscular 
coat  like  the  uterus,  is  ill  adapted  to  keep  pace  in  growth  with 
the  rapid  development  of  the  ovum.  The  adaptation  is  not 
simply,  as  in  the  case  of  uterine  gestation,  obtained  by  growth 
of  the  tube  pari  passu  with  its  contents ;  the  tube  is  stretched 
as  well ;  and  there  comes  a  time  when,  the  stretching  exceeding 
the  distensibility  of  the  tube,  the  sac  bursts,  and  the  contents 
escape  into  the  peritoneal  cavity.  Along  with  the  ovum,  or  at 
least  the  embryo — for  frequently  the  chorion  and  decidua  re- 
main attached  to  the  sac — there  almost  invariably  is  poured  out 


416 


EXTRA-UTERINE  GESTATION. 


a  large  quantity  of  blood,  which  proceeds  from  the  torn  vessels 
of  the  tube.  The  injury  sustained  is  a  compound  one.  There 
is  the  traumatic  violence  attending  the  rent,  producing  shock ; 
and  haemorrhage,  producing  anaemia.  The  symptoms  are  also 
twofold.  Shock  induces  collapse.  There  is  sudden  intense 
pain  following  on  a  sense  of  something  having  given  way  in  the 
lower  part  of  the  abdomen.  The  immediate  effects  of  the  shock 
are  coldness,  prostration,  near  extinction  of  the  pulse,  vomiting ; 
deadly  pallor  supervenes,  and  in  a  short  time,  often  not  exceed- 
ing a  few  hours,  the  patient  dies.  To  this  assemblage  of 
symptoms  I  have  given  the  name  "Abdominal  Collapse."  It 
is  distinguished  from  the  collapse  which  attends  sudden  injury 
or  ruptures  in  the  head  by  the  preservation  of  the  mental 
faculties,  and  from  the  like  injury  in  the  chest  by  the  absence  of 
that  terrible  anxiety  of  respiration  which  marks  the  chest 
collapse.  The  symptoms,  coming  as  they  do  suddenly  and 
destroying  a  woman,  who  up  to  the  moment  of  the  attack  was 
in  the  enjoj^ment  of  good  health,  have  often  given  rise  to  the 
suspicion  of  foul  play  by  poison  or  mechanical  violence.  If  the 
patient  survive  the  shock,  and  reaction  set  in,  the  signs  of 
haemorrhage  become  manifest  ;  the  anaemia  is  marked  by 
the  pallor  of  the  body,  the  whiteness  of  the  tongue,  lips, 
and  conjunctivae,  the  haemorrhagic  pulse,  the  distention  of 
the  lower  abdomen,  and  sometimes  by  semi-fluctuation  in  a 
mass  behind  the  uterus  in  Douglas's  pouch,  constituting  what 
I  have  ventured  to  call  a  cataclysmic  form  of  retro- uterine 
hematocele.  Again,  at  this  stage  the  patient  is  likely  to  sink 
under  the  exhaustion  of  the  shock  and  loss  of  blood  combined. 
But  if  she  survive  this  stage,  she  has  still  a  third  and  formidable 
danger  to  encounter.  This  is  peritonitis.  It  usually  super- 
venes rapidly.  A  few  hours'  time  is  often  enough  to  light  up 
almost  universal  peritonitis.  Intense  pain  continues,  the  patient 
can  hardly  bear  the  slightest  touch  or  the  weight  of  the  bed-clothes 
on  the  abdomen ;  the  abdomen  swells,  becomes  tense,  the  pulse 
is  rapid  and  small,  the  temperature  rises  two  or  three  degrees 
above  the  normal  standard,  the  countenance  puts  on  the  anxious 
drawn  expression  characteristic  of  abdominal  injury.  Still  the 
case  may  issue  in  recovery.  The  shock  and  haemorrhage  may 
be  not  greater  than  the  patient  can  bear,  and  the  inflammation 
may  be  limited  to  the  pelvic  peritoneum ;  plastic  lymph  may  be 
so  thrown  out  as  to  surround  and  encapsulate  the  blood-mass. 

When  the  physician  is  called  to  a  woman  suffering  from  an 
injury  of  this  kind,  reference  to  her  previous  history  for  the 
purpose  of  diagnosis  is  but  trifling  in  the  presence  of  a  great 
emergency.  Nice  diagnosis  of  the  cause  of  the  injury  and 
source  of  the  bleeding  would  afford  little  help  in  treatment. 
The  present  state  of  the  sufferer  demands  all  our  care.  Historical 
investigation  may  be  postponed.     This  is  far  from  saying  it 
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should  be  neglected.  What  we  want  is  such  a  perfect  know- 
ledge of  the  nature  and  course  of  a  disease — and  this  remark 
applies  with  especial  force  to  the  case  under  discussion — as  will 
enable  us  to  detect  it  in  its  incipient  stages,  to  understand  the 
changes  that  are  in  progress,  and  thus  to  acquire  indications  for 
treatment  in  anticipation  of  the  disasters  which  attend  the 
climax.  The  hints  we  get  that  a  tubal  pregnancy  is  going  on 
are  commonly  so  obscure  that  they  are  easily  overlooked.  The 
subject  herself  may  feel  no  disturbance  of  health,  or  observe  no 
sign  so  unusual,  as  to  lead  her  to  seek  medical  advice.  She  may  be 
satisfied  that  she  is  pregnant  in  the  ordinary  way.  The 
physician  rarely  indeed  has  the  opportunity  of  studying  these 
cases  during  their  progress.  He  sees  only  the  catastrophe. 
But  phenomena  sometimes  present  themselves  which,  although 
not  conclusive  as  to  the  existence  of  tubal  gestation,  are  yet 
sufficiently  important  to  dictate  a  careful  local  examination.  I 
will  not  insist  upon  the  suspension  of  menstruation,  and  the 
presence  of  the  common  subjective  signs  of  pregnancy,  further 
than  to  call  to  mind  that  if  examination  of  the  uterus  lead  to 
the  conclusion — and  this  is  not  easy  to  arrive  at — that  the  uterus 
is  not  the  seat  of  the  presumed  pregnancy,  we  should  consider 
the  possibility  of  an  extra-uterine  pregnancy.  One  difficulty  in 
gaining  the  first  step  in  diagnosis — that,  namely,  of  excluding 
uterine  pregnancy — lies  in  the  fact  that  the  developmental  force 
working  in  the  tube  extends  to  the  uterus,  causing  considerable 
enlargement  of  this  organ.  Another  obstacle  is  imposed  by  the 
hypothesis  of  pregnancy,  which  forbids  the  use  of  the  uterine 
sound. 

Two  signs,  singly  or  concurrently,  justify  exploration.  These 
are  pain  and  haBinorrhage.  These  signs,  of  course,  are  far  more 
likely  to  be  connected  with  ordinary  abortion,  some  disease  of 
the  uterus,  or  with  dysmenorrhea.  But  this  probability  does 
not  detract  from  the  expediency  of  examining.  On  doing  this 
we  may  be  able  to  exclude  uterine  causes.  This  is  one  step. 
The  next  is  to  obtain  evidence  of  abnormality  outside  the  uterus. 
If  we  find  fulness  of  the  vaginal  roof  on  one  side  of  the  uterine 
neck,  the  os  uteri  pushed  over  to  the  opposite  side,  if  we  can,  by 
finger  in  rectum,  and  hand  depressing  the  abdominal  wall  above 
the  pubes,  define  a  swelling  between  them,  the  presumption 
rises  that  there  is  extra-uterine  pregnancy.  Tubal  gestation  is 
distinguished  from  encysted  abscess  of  the  broad  ligament  or 
pelvic  peritoneum  by  its  smoothness,  uniformly  round  or  oval 
form,  and  by  its  mobility.  The  long  axis  of  the  oval  tumour  is 
parallel  with  Poupart's  ligament.  The  presumption  of  tubal  ges- 
tation is  strengthened  in  proportion  as  we  increase  the  evidence 
of  pregnancy.  Thus  Huguier  says,  the  violaceous  coloration 
of  the  vagina  has  always  been  to  him  an  indication  of  pregnancy, 
uterine  or  extra-uterine.  Vaginal  pulsation  may  be  felt.  Evory 
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Kennedy  in  one  case  detected  the  placental  souffle*  Analysis  of 
numerous  cases  proves  one  thing,  namely,  that  in  many,  perhaps 
in  most,  distinct  symptoms  which  may  be  regarded  as  pre- 
monitory, do  occur  before  the  final  catastrophe.  The  pain, 
Groupil  says,  is  constant.  It  is  due,  no  doubt,  to  the  stretching 
of  the  tube  chiefly,  and  in  part  to  the  pressure  of  the  enlarging 
sac  upon  neighbouring  structures.  Kennedy's  cases,  my  own,f 
and  many  others,  show  that  pain  occurs  early  and  continues. 

The  haemorrhage  is  not  less  constant.  I  have  several  times 
pointed  this  out  in  discussions  at  the  Obstetrical  Society. 
Groupil  says,  metrorrhagia  is  an  almost  constant  phenomenon. 
Lesouef,  in  the  most  valuable  monograph  on  extra-uterine 
gestation  with  which  I  am  acquainted,  declares  that  haemorrhage 
is  the  initial  fact  of  the  fatal  accidents,  and  that  when  the  foetal 
sac  bursts,  blood  had  already  for  a  long  time  been  poured  into  it 
distending  its  walls.  Lesouef  does  not  insist  clearly  upon  the 
escape  of  blood  externally  in  the  form  of  metrorrhagia.  But  I 
believe  this  phenomenon  is  so  frequent  that  it  may  be  regarded 
as  indicative  of  what  is  going  on  in  the  sac.  The  blood  which 
flows  by  the  vulva  is  to  a  certain  extent  the  overflow.  It  no 
doubt  postpones  the  climax  in  rupture.  It  should  serve  as  a 
warning  of  the  impending  danger. 

A  point  deserving  of  the  most  earnest  attention  is  that  in 
many  cases  the  fatal  catastrophe  does  not  come  in  one  single 
stroke.  One  or  more  minor  attacks,  evidently  marked  by  rup- 
ture and  effusion  of  blood,  occur  several  days  before  the  final 
blow  is  dealt.  The  symptoms  of  these  preliminary  strokes  are 
those  of  hematocele.  The  first  rupture  is  probably  small,  the 
ovum  perhaps  remains  entire.  If  we  could  seize  this  moment 
to  puncture  the  sac  we  might  avert  the  fatal  rupture. % 

The  physical  signs  taken  alone  might  not  enable  us  to  distin- 
guish an  early  tubal  gestation  from  a  small  ovarian  cyst  or  a 
tubal  dropsy.  But  add  to  these  physical  signs,  so  similar  in 
both  cases,  the  history  and  signs  of  pregnancy,  the  pain  and  the 
haemorrhage,  and  we  get  an  accumulation  of  evidence  which  in 
some  cases  at  least  amounts  to  a  very  high  degree  of  probability 
in  favour  of  tubal  gestation. 

Three  conditions  there  are  which  are  most  likely  to  be  a  source 
of  difficulty.  Retroversion  of  the  gravid  womb;  a  small  ovarian 
cyst ;  retro-uterine  haematoeele.  The  first  and  third  of  these 
conditions  will  commonly  cause  retention  of  urine,  an  accident 
which  seems  comparatively  rare  in  tubal  gestation.  In  the  first, 
almost  constantly  there  is  a  history  of  pregnancy,  and  the 

*  See  a  most  interesting  memoir  on  cases  of  extra-uterine  f  cetation  detected  at 
an  early  stage. — British  Medical  Journal,  1869. 
f  See  St.  Thomas's  Hospital  Reports,  vol.  i.,  1871. 

%  See  case,  No.  6,  in  the  Author's  Memoir  on  "Pelvic  Hematocele." — St. 
Thomas's  Hospital  Reports,  1871. 
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el laract eristic  signs  of  it;  in  the  third  also  there  may  be  a  history 
of  pregnancy.  Retroversion  may  be  distinguished  by  tracing 
the  firm  rounded  body  of  the  uterus  by  vaginal  and  rectal  touch 
and  by  its  other  characteristic  signs.*  Retro-uterine  hematocele 
may  be  the  result  of  abortion.  It  will,  like  tubal  gestation,  be 
attended  by  external  haemorrhages.  But  the  mass  of  blood  be- 
hind the  uterus  will  have  followed  on  severe  symptoms  suddenly 
produced,  and  the  uterus  will  present  a  degree  of  development 


I'ig.  82. — (St.  Tiiomab's  Museum,  H.  H.  19,  nat.  size.) 

GESTATION  IN  THE  LEFT  FALLOPIAN  TUBE.     THE  SAC  RUPTURED  ;  THE  EMBRYO  SUSPENDED  BY  ITS 
CORD  ;  THE  UTERINE  MUCOUS  MEMBRANE  DEVELOPED  TO  A  THICK  DECIDUA. 


much  less  than  that  commonly  observed  in  tubal  pregnancy.  A 
small  ovarian  cyst  may  also  cause  retention  of  urine,  but  it  does 
not,  or  at  least  very  rarely,  cause  suppression  of  menstruation. 
We  may  always  negative  pregnancy. 

Lesouef  cites  a  case  in  his  Memoir  (No.  vi.)  of  an  extra-uterine 
gestation  mistaken  for  a  retroversion  of  the  womb  at  the  fourth 
month.    Puncture  was  made,  and  attempts  at  reduction.  Two 


*  See  my  Lectures  on  "  Obstetric  Operations,"  2nd  edition. 
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days  later  the  foetus  passed  by  the  rectum.  There  had  been 
almost  complete  suppression  of  urine,  and  stoppage  of  fceces. 
The  case  was  seen  by  Dupuytren,  Antoine  Dubois,  Lisfranc,  and 
Maygrier.  I  have  also  seen  a  case  of  gestation  in  Douglas's 
pouch  which  gave  rise  to  the  same  symptoms  and  erroneous 
diagnosis. 

Fig.  82  is  a  good  illustration  of  a  tubal  gestation,  the  cyst 
bursting  at  about  the  third  month.  The  uterine  decidua  is 
dissected  up,  and  is  remarkably  developed. 

Causes  of  tubal  gestation. — These  are  interesting,  as  illustra- 
tive of  the  morbid  conditions  to  which  the  Fallopian  tube  is 
liable. 

It  is  remarkable  that,  in  a  considerable  majority  of  cases,  it 
is  the  left  tube  which  is  the  seat  of  gestation  {Campbell,  Hecker). 
This  may  possibly  be  explained  by  the  fact  that  the  left  tube  is 
more  liable  to  displacement  and  compression  by  the  sigmoid 
flexure,  which  lies  in  close  relation  to  it,  and  is  often  disturbed 
by  fseculent  accumulations. 

The  essential  condition  of  tubal  gestation  is  obviously  arrest 
of  the  impregnated  ovum  in  the  tube.  "We  have,  therefore,  to 
consider  what  are  the  conditions  which  may  lead  to  this  arrest  ? 
Naturally  we  look  to  some  mechanical  obstruction,  and  in  some 
cases  this  is  found.    Amongst  these  are — 

1.  Inflammatory  adhesions. — Hecker*  believes  this  to  be  a 
common  cause.  He  supports  this  opinion  by  eight  dissections, 
showing  adhesions  impeding  the  free  course  and  connection  of 
the  tubes  with  the  ovaries;  by  the  fact  of  the  frequent  sterility 
antecedent  to  tubal  gestation ;  by  the  well-known  sterility  of 
prostitutes  which  follows  upon  colic — the  colica  scortorum.  It 
has  been  remarked,  that  in  many  instances  the  subjects  of  tubal 
gestation  had,  up  to  the  time  of  such  gestation,  been  sterile. 
There  is  sufficient  reason  to  admit  this  as  a  frequent  cause,  but 
many  cases  are  known  in  which  the  course  of  the  tubes  appeared 
to  be  free ;  and  in  some  cases,  in  which  adhesions  have  been 
found,  these  were  probably  not  antecedent  to,  but  the  con- 
sequence of,  the  tubal  gestation. 

2.  Obstruction  of  the  ostium  uterinum  by  polypi. — Breslau  f 
relates  two  cases  in  which  polypi  were  found  at  the  uterine 
end  of  the  tube.  In  one,  that  of  a  woman,  aged  thirty,  who  died 
of  abdominal  haemorrhage  six  months  after  marriage,  a  tubal 
cyst,  containing  chorion  and  blood,  occupied  the  left  tube. 
The  cyst  was  close  to  the  uterine  mouth  of  the  tube.  Inside 
the  uterus,  close  to  the  mouth  of  the  tube,  was  a  mucous 
polypus,  not  quite  obstructing  the  passage  of  a  small  sound. 

This  position  of  polypus  is  not  very  uncommon.    I  dissected 

*  Monatssclirift  fur  Gebuitskunde,  1859. 
t  Ibid.,  1863. 
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a  uterus  iu  which  a  polypus  the  size  of  a  filbert  was  attached  to 
the  mouth  of  each  tube  and  occluded  it. 

Fibrous  tumours  in  the  uterus  have  been  found  in  several 
cases.  A  very  interesting  one  is  related*  by  Dr.  Magrath,  of 
Jamaica.  In  University  College  Museum  is  a  specimen  (No. 
4275)  of  tubal  gestation,  the  sac  having  burst  at  the  fifth 
month.  The  uterus  contained  several  large  fibroids.  These 
tumours  so  distort  the  form  and  relations  of  the  uterus,  that 
obstruction  to  the  passage  of  the  ovum  may  readily  occur. 
Extra-uterine  gestation,  then,  may  be  looked  upon  as  one  of 
the  penalties  a  woman  having  fibroid  tumours  in  the  uterus 
may  incur  if  she  marries. 

It  has  struck  me  as  remarkable,  how  often,  in  tubal  gestation, 
twins  have  been  found.  May  it  not  be  that  the  two  ova  may 
obstruct  each  other  in  their  passage  along  the  tube  ? 

3.  Another  fact  deserves  notice.  In  the  great  majority  of 
cases  of  extra-uterine  gestation,  the  subjects  have  been  women 
exposed  to  hard  work.  In  many  cases  the  women  themselves 
have  assigned  this  as  the  cause  of  their  misfortune.  It  is  quite 
possible  that  great  bodily  exertion  during  the  first  days  after 
conception,  may  so  alter  the  relative  position-  of  the  ovaries, 
tubes,  and  uterus,  as  to  impede  the  due  transit  of  the  ovum ; 
or  great  congestion  of  the  organs  may  be  induced,  causing 
tumefaction  of  the  mucous  membrane. 

4.  Oldham  was,  I  believe,  the  first  to  observe  this  very 
remarkable  fact,  that  occasionally  the  corpus  luteum  was  found 
in  the  opposite  ovary  to  the  tube  in  which  the  ovum  was  deve- 
loped. How  could  this  contradiction  be  explained?  The 
ovum  must  have  travelled  by  an  unusual  route.  The  problem 
has  given  rise  to  the  theory  of  the  transmigration  of  the  ovum. 
This  theory  offers  two  routes  which  the  ovum  may  take. 

1st.  The  extra-uterine  transmigration . — Oldham  and  "Wharton 
Jones  found,  in  a  left  interstitial  gestation,  the  corpus  luteum 
in  the  right  ovary  ;  the  right  pavilion  was  obliterated,  and  both 
observers  believed  that  this  obliteration  was  of  old  date,  so 
that  the  ovum  could  not  have  passed  by  it.  The  uterine 
portion  of  the  left  tube  was  drawn  towards  the  posterior  wall 
of  the  uterus  by  false  ligaments,  which  were  also  found  at  the 
far  extremity  of  this  pavilion,  which  was  thus  brought  into 
contact  with  the  right  ovary,  and  had  directly  received  the 
ovum  from  it. 

Rokitansky  found  in  a  woman,  who  had  died  after  an  uterine 
pregnancy,  the  yellow  body  on  the  left ;  the  abdominal  portion 
of  the  left  tube,  for  a  space  of  two  inches,  was  thinned,  imper- 
vious, its  pavilion  adherent  to  the  sigmoid  flexure  above  the 
brim  of  the  pelvis  ;  the  right  tube  was  mobile.    He  believes 


*  Obstetrical  Transactions. 
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that  the  conception  took  place  after  these  adhesions  had  "been 
formed,  and  that  the  ovum  had  passed  into  the  uterus  from  the 
left  ovary  hy  the  right  tuhe. 

In  these  two  cases,  then,  it  seems  difficult  to  avoid  the  con- 
clusion that  the  fertile  ovum  travelled  from  its  ovary  to  the 
opposite  tuhe.  Klob  and  Kussmaul  showed,  what  any  one  may 
see  on  the  dead  body,  how  easily  the  fimbriated  extremity  of 
the  right  tube  may  be  applied  to  the  surface  of  the  left  ovary, 
and  vice  versa.  But  Kussmaul  does  not  regard  this  contact  as 
necessary.  He  invokes  observations  made  on  amphibia,  in 
which  it  is  certain  that  actual  contact  between  tube  and  ovary 
does  not  take  place.  And  Miiller  and  Becker  have  described  a 
vibratile  current  running  from  the  ovary  to  the  tube,  which  may 
sweep  the  ovum  over  the  intermediate  space  into  the  tubes. 
Maurer's  case  is  another  illustration  of  the  extra-uterine  trans- 
migration. 

A  case  that  seems  decisive  as  to  the  possibility  of  the  extra- 


Em.  83. 

GESTATION  IN  A  RUDIMENTARY  HORN  OF  THE  UTERUS— FRONT  VIEW. — (AFTER  LUSCHKA.) 

A,  the  developed  horn  of  the  uterus  (right) ;  b,  the  rudimentary  horn  with  a  rent,  through 
which  the  foetus  has  escaped  (left).  1,  the  Fallopian  tube  (right)  ;  2,  the  Fallopian  tube 
(left) ;  4,  5,  right  ovary  and  corpus  luteum  ;  6,  round  ligament. 

uterine  transmigration,  is  related  by  Luschka.*  A  woman  died 
under  the  usual  signs  of  rupture  of  a  fruit-sac  when  about  ten 
weeks  pregnant.  It  was  found  that  the  fruit-sac  was  in  the 
rudimentary  horn  of  a  one-horned  uterus,  whilst  the  corpus 
luteum  was  in  the  opposite  ovary.  No  communication  could  be 
found  between  the  sac  of  the  rudimentary  horn  and  the  cavity 
of  the  developed  half  of  the  uterus,  so  that  intra-uterine  migra- 
tion is  necessarily  excluded  in  this  case.    It  is  convenient  to  give 

*  Schwangerschaft  i.  d.  rechten  mdimentaren  Home,  &c,  M.  f.  G-.,  1863. 
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Luschka's  figure  here ;  the  reader  can  refer  to  it  when  studying 
the  subject  of  pregnancy  in  a  rudimentary  horn  further  on. 

In  several  other  cases  in  which  the  corpus  luteum  was  found 
in  the  ovary  of  the  same  side  as  the  fruit-sac,  the  rudimentary 
horn  containing  it  had  no  communication  with  the  cavity  of 
the  developed  horn.  Here  we  may  conjecture  that  the  sperma- 
tozoa found  their  way  through  the  developed  horn  and  its  tube, 
being  thus  conveyed  across  outside  the  uterus  to  the  ovary  of  the 
opposite  side ;  unless,  indeed,  we  conclude  that,  at  the  time  of 
the  conception,  a  communication  between  the  cavities  of  the 
two  horns  did  exist,  which  became  closed  during  gestation. 

Schultze*  relates  a  case  of  a  tubo-uterine  gestation,  carried  to 
term.  The  gestation  was  on  the  right  side,  the  corpus  luteum 
on  the  left.  The  right  tube  was  impervious  at  both  ends. 
This  would  appear  a  case  of  extra-uterine  transmigration. 

In  the  London  Hospital  Museum  (E.  h.  28)  is  a  specimen  in 
point.  It  exhibits  the  uterus  and  ovaries  of  a  woman  who  died 
very  suddenly,  and  was  suspected  to  be  poisoned.  There  is  a 
tubular  conception  and  ruptured  sac  on  the  left  side ;  the  corpus 
luteum  is  on  the  opposite  side.  Indeed,  cases  of  this  kind 
appear  to  be  not  very  uncommon. 

2nd.  The  intra-uterine  transmigration. — Tyler  Smith,  I  believe  it 
was,  who  started  the  hypothesis  that  the  ovum  might  be  received 
into  its  appropriate  tube,  enter  the  uterus,  cross  the  cavity,  and 
penetrate  the  opposite  tube,  where  it  might  become  developed. 
There  are  facts  which  support  this  idea.  That  the  ovum  does 
wander  in  the  uterine  cavity  is  proved  by  the  cases  of  placenta 
prsevia,  where  the  ovum  gets  to  the  cervical  zone,  and  also  in 
some  rare  cases  even  into  the  cervical  cavity,  constituting 
cervical  gestation.  Klob,f  however,  disputes  the  possibility  of 
intra-uterine  migration. 

But  it  must  be  remembered  that  in  a  considerable  proportion 
of  cases  of  tubal  gestation,  the  corpus  luteum  is  on  the  same  side 
as  the  embryonic  sac,  and  that  no  obstruction  by  adhesions  or 
tumours  can  be  found.  Here  we  may  suppose  that  a  temporary 
flexion  of  the  tube  may  present  a  spur  or  valve  at  some  point 
on  the  uterine  side  of  the  ovum  and  block  its  onward  course. 

Coste  conjectured  that  a  shock — moral  or  physical — occurring 
within  some  days  after  coitus,  might  cause  extra-uterine  gestation. 

I  will  now  describe  what  I  believe  is  the  exact  order  and 
course  of  events  in  the  greater  number  of  cases  of  tubal  gesta- 
tion. The  ovum  is  impregnated  either  in  the  ovary,  as  Coste 
thought  probable,  or  after  its  reception  in  the  tube.  Arrested 
there,  it  grows,  developing  its  chorion  into  placenta,  and  dis- 
tending the  walls  of  the  tube  into  a  sac,  until  the  time  arrives — 

*  Wurzburger  Med.  Zeitschrifi,  Band  h\ 

f  Wochenblatt  d.  Ztschr.  d.  k.  k.,  Ges.  d.  A.  in  Wien,  1861. 
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seldom  postponed  beyond  three  months — when  the  growth 
of  the  ovum  outstrips  the  growth  and  stretching  of  the  tube 
which  contains  it.  The  great  majority  of  cases  terminate  in 
rupture  within  eight  weeks  (Seeker).  Mr,  George  Eoper 
observed  that  the  rupture  occurred  at  a  menstrual  period.  This 
increases  the  analogy  I  have  pointed  out  between  tubal  gesta- 
tion and  placenta  praevia.  The  tube  does  not  burst  at  once ; 
if  it  did  there  would  be  no  premonitory  haemorrhage.  This 
haemorrhage  I  account  for  on  the  same  hypothesis  as  that  by 
which  it  seems  to  me  certain  that  the  haemorrhage  in  placenta 
praevia  is  explained.  In  both  cases  the  gestation  is  ectopic, 
that  is,  proceeding  in  an  abnormal  locality  which  is  unfit  for 
the  office  imposed  upon  it.  The  Fallopian  tube,  like  the  lower 
segment  of  the  uterine  cavity,  has  only  a  limited  capacity  of 
growth.  This  is  soon  overtaken  by  the  growing  ovum,  which, 
not  finding  the  room  it  requires,  excites  spasmodic  contractions 
of  the  sac.  Hence  partial  detachment  of  the  ovum  is  caused, 
and  some  haemorrhage  ensues.  In  the  case  of  tubal  gestation, 
partial  detachment  is  very  easy,  owing  to  the  scanty  develop- 
ment of  decidua.  This  haemorrhage,  in  both  cases  of  placenta 
praevia  and  of  tubal  gestation,  may  escape  externally.  In  the 
first  case,  the  os  uteri  offers  a  ready  exit';  in  the  second  case, 
the  exit  is  not  so  easy,  and  the  sac  is  comparatively  feeble. 
Hence  a  large  proportion  of  the  blood  poured  out  by  the 
severance  of  relation  between  placenta  and  sac  is  retained 
in  the  sac.  The  distention  becomes  extreme.  Renewed  spas- 
modic action  of  the  muscular  wall  is  excited,  and  the  sac 
bursts.  The  ovum  itself  does  not  always  burst,  and,  probably, 
rarely  does  until  the  sac  has  done  so.  The  accumulated  blood 
in  the  tube,  together  with  fresh  blood  proceeding  from  the  torn 
vessels  of  the  tube,  is  now  poured  into  the  abdominal  cavity, 
causing  the  shock  and  other  phenomena  that  mark  the  climax. 

The  influence  of  extra-uterine  gestation  upon  the  uterus  is  an 
important  point  to  consider.  The  remark  of  Yelpeau  that  the 
sexual  organs  show  little  departure  from  their  ordinary  state 
when  the  foetal  sac  is  not  in  the  tube,  and  do  not  contract 
adhesions  with  the  uterus,  is  generally  true.  But  in  every 
museum  which  can  show  specimens  of  tubal  gestation  will 
be  found  ample  evidence  of  enlargement  of  the  uterus,  and 
of  the  development  of  the  mucous  membrane  into  decidua ; 
and  this  is  entirely  in  accordance  with  physiological  knowledge. 
The  uterine  mucous  membrane,  as  we  have  already  seen,  swells 
and  undergoes  development  into  decidua  under  the  mere 
stimulus  of  ovulation.  This  development  is  a  necessary  pre- 
paration for  the  reception  of  the  ovum.  It  is  not  a  necessary 
condition  for  its  formation  that  the  ovum  should  reach  the 
uterus.  But  why,  it  may  be  asked,  is  the  decidua  so  con- 
stantly found  in  tubal  gestation  preserved  so  long  as  three 
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months  when  it  is  not  wanted  ?  And  why  is  it  not  observed 
in  many  cases  of  abdominal  gestation?  The  explanation  is 
fonnd  in  the  remark,  before  cited,  of  Yelpeau.  In  tubal  gesta- 
tion, the  engorgement  of  the  uterus  and  the  physiological 
stimulus  are  maintained  by  the  proximity  of  the  foetal  sac ; 
whilst  in  abdominal  gestation  the  developmental  stimulus  and 
the  vascular  system  supplying  the  sac  are  remote  from  the 
uterus.  Still,  in  many  cases  where  the  sac  adheres  to  the 
uterus  and  presses  upon  it,  this  organ  is  greatly  enlarged, 
and  its  mucous  membrane  is  highly  developed.  As  to  the 
formation  of  decidua  in  the  tube  itself,  it  might  be,  d  priori, 
supposed  that  the  tube  having  a  mucous  membrane,  and  the 
physiological  necessity  for  a  decidua  being  present,  a  decidua 
would  be  formed.  But  Oldham,*  Kiwisch,  and  Yirchow  have 
shown  that  it  is  not  so.  The  mucous  membrane  in  the  tube  is 
deficient  in  the  utricular  glands  which  the  uterine  membrane 
possesses.  A  careful  examination  of  specimens  confirms  Yirehow's 
observation.  The  chorion-villi  seem  to  be  implanted  directly 
upon  the  mucous  membrane.  The  condition  of  the  mucous 
membrane  of  the  tube  has  been  investigated  by  Poppel,f  who 
says  that  even  if  a  decidua  vera  be  formed,  there  is  certainly 
no  serotina.  Hennig  has  also  studied  the  question.  {  He 
shows  greater  similarity  between  the  behaviour  of  the  uterine 
and  tubal  mucous  membranes  under  gestation  than  was  before 
suspected.  If,  he  adds,  there-  be  no  serotina  in  tubal  gestation, 
the  placenta  is  developed  on  a  different  plan  to  that  of  the 
normal  uterine  placenta  ;  it  is  developed  according  to  the  plan 
which  governs  the  normal  gestation  in  rabbits,  cats,  and  dogs. 

This  slender  attachment  may  serve  to  explain  the  facility 
with,  which  separation  and  hemorrhage  takes  place.  Also, 
in  abdominal  gestation,  there  is  no  true  decidua.  The  placenta 
is  attached  directly  to  the  surface  of  the  uterus  or  of  some 
abdominal  organ. 

The  body  of  the  uterus  is  commonly  enlarged  when  the  sac 
is  in  any  way  attached  to  it. 

The  treatment. — A  careful  study  of  the  history,  course,  and 
premonitory  symptoms  of  tubal  gestation,  will  encourage  the 
hope  that  we  may  in  some  cases  at  least  avert  the  ultimate 
catastrophe.  In  the  early  stages,  before  haemorrhage  has  oc- 
curred, if  pain  and  local  distress  have  led  to  an  examination,  and 
the  detection  of  fulness  in  the  vaginal  roof  a  little  on  one  side 
of  the  uterus,  which  we  conclude  to  be,  on  grounds  described 
under  "  Diagnosis,"  due  to  a  tubal  cyst,  we  have,  I  think,  a 
sufficient  indication  to  act  decisively.  Lesouef  has  rightly  said 
that  every  woman  who  has  become  the  subject  of  an  extra- 

*  Guy's  Hospital  Report,  1843. 

f  Monatsschrift  fur  G-eburtskunde,  vol.  xxxi. 

|  Ibid.,  1869. 
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uterine  gestation,  is  doomed  to  more  or  less  speedy  death.  This 
is  eminently  true  of  tubal  gestation.  Error  of  diagnosis  is  the 
only  justifiable  ground  for  hesitation.  And  for  what  is  a  tubal 
gestation  likely  to  be  mistaken  ?  Most  likely  for  a  small  ovarian 
cyst.  Now  here  is  a  case  of  which  we  have  many  analogous 
examples  in  medicine.  "Whichever  view  be  right,  the  same 
treatment  applies ;  and  hence  the  error  entails  no  harm.  The 
indication  in  both  cases  is  to  arrest  the  growth  of  the  cyst. 

This  can  be  done  by  tapping  it ;  and  tapping  through  the 
vagina  or  rectum  by  means  of  the  fine  aspirator-trocar  is  in- 
finitely less  dangerous  than  letting  the  disease  go  on  to  its 
ordinary  and  almost  inevitable  termination. 

In  the  case  of  tubal  gestation,  there  being  no  available  outlet, 
we  are  precluded  from  the  induction  of  labour.  But  the  embryo 
may  be  killed,  and  thus  the  development  of  the  sac  cut  short. 
Electricity. — Dr.  Bacchetti*  described  a  case  in  which  two 
needles  were  passed  into  the  tubal  sac,  and  then  a  current  of 
electricity  was  passed  through  by  means  of  a  Bunsen's  pile. 
Two  shocks  were  administered.  The  growth  of  the  tumour 
was  arrested,  and  the  patient  did  well.  Of  course  it  may  be 
doubted  whether  there  was  really  a  tubal  gestation ;  but  in  any 
case  it  is  proved  that  the  puncture  may  be  safely  made. 
Duchenne,  consulted  by  Lesouef,  suggested  resort  to  electricity 
in  the  state  of  tension  by  a  Ley  den  jar.  He  ascertained  that 
the  discharge  of  a  Leyden  jar  produced  a  profound  local  stupor, 
and  that  for  a  certain  time  the  capillary  circulation  and  calorifi- 
cation were  diminished  in  the  tissues  operated  on.  The  method 
he  recommends  is,  to  cover  the  stem  of  the  excitors  with  a  thick 
coating  of  wax,  leaving  only  the  terminal  ball  bare.  One  ex- 
citor  is  then  passed  into  the  rectum,  endeavouring  to  place  it  in 
contact  with  the  postero-superior  side  of  the  tumour.  The 
lumbo-sacral  plexus  must  be  avoided,  else  the  mother  will  re- 
ceive the  shock.  The  second  excitor  is  passed  into  the  vagina, 
and  the  ball  is  applied  to  the  anteroinferior  wall  of  the  cyst. 
Thus  arranged,  the  rectal  excitor  is  put  in  communication  with 
the  external  armature  by  a  chain  suitably  isolated.  It  then 
only  remains  to  bring  the  internal  armature  in  contact  with  the 
vaginal  stem  by  a  glass  stem  excitor.  The  electricity  will  re- 
compose  itself  across  the  foetal  cyst,  and  it  seems  inevitable  that 
the  stream  must  traverse  the  embryo. 

This  mode  of  applying  electricity  seems  preferable  to  that 
of  Bacchetti,  inasmuch  as  no  wound  is  inflicted.  Indeed, 
Bacchetti's  plan  may  be  excluded  on  the  ground  that,  having 
made  the  puncture,  electricity  is  superfluous. 

Drawing  off  the  liquor  amnii. — The  sac  deprived  of  this  element 
will  naturally  collapse,  the  ovum  will  in  all  probability  perish, 


*  Gazetta  medica  toscana,  1853. 
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and  atrophy  by  absorption  ensuing,  cure  will  be  attained. 
If  the  aspirator-trocar  be  used,  the  liquor  amnii  can  be  easily 
drained  off. 

It  had  already  been  proposed  by  Basedow  to  puncture  the 
cyst  through  the  vagina,  to  drain  off  the  liquor  amnii,  and  thus 
to  kill  the  embryo.  This  method  was  advocated  by  Kiwisch* 
who  recommended  to  pass  a  small  trocar  into  the  cyst  by  the 
vagina. 

Professor  Friedreich!  of  Heidelberg  relates  a  most  interesting 
case  in  which,  having  detected  a  tubal  cyst  which  gave  rise  to  great 
pain,  and  was  increasing  so  rapidly  that  bursting  was  appre- 
hended, he  made  three  injections  of  a  solution  of  morphia  into  the 
cyst.  He  based  this  proceeding  on  the  known  susceptibility  of 
the  infant  organism  to  opium.  Complete  success  followed.  The 
tumour  shrank  to  a  small  hard  knot,  and  all  the  distressing 
symptoms  vanished.  It  is  not,  however,  clear  whether  the  same 
result  might  not  have  been  obtained  by  the  punctures  alone,  the 
morphia  injections  being  superfluous.  Some  degree  of  inflamma- 
tion is  pretty  sure  to  follow  puncture,  and  this,  no  doubt,  will 
ensure  the  death  of  the  foetus,  and  arrest  the  growth  of  the  cyst. 

Dr.  GrreenhalghJ  describes  a  case  in  which  he  arrested  the 
development  of  a  tubal  gestation  by  puncture  through  the 
vagina. 

Professor  E.  Martin§  relates  an  interesting  case  in  which  he 
pursued  the  same  method.  The  subject  was  about  three  months 
pregnant  when  she  had  symptoms  of  pelvic  injury,  with 
hemorrhage  externally,  suggesting  rupture  of  a  gestation-sac. 
A  small  spindle-shaped  tumour  was  felt  above  the  left  horizontal 
pubic  bone.  The  body  of  the  uterus  was  pushed  over  to  the 
right  side,  the  os  uteri  to  the  right.  In  the  left  side  of  the  roof 
of  the  vagina  the  same  spindle-shaped  tumour  was  felt.  Ex- 
amination at  intervals  had  shown  that  this  tumour  increased 
rapidly.  Martin  punctured  it  through  the  vagina  with  an 
exploratory  trocar.  A  few  drops  of  bloody  serum  escaped. 
Some  constitutional  reaction  ensued;  the  woman  quite  re- 
covered. The  tumour  disappeared,  and  the  uterus  regained  its 
normal  position. 

The  late  Professor  Simpson  ||  related  a  case  in  which  a  patient 
who  had  suffered  rupture  of  an  extra-uterine  cyst  was  punctured 
by  the  vagina  "  to  evacuate  the  liquor  amnii,  to  effect  death  of 
foetus  and  subsequent  decomposition  and  expulsion."  Death 
occurred  through  peritonitis.  The  sac  was  formed  by  the  en- 
larged uterus,  broad  ligaments,  pelvic  walls,  and  sigmoid  flexure. 

*Klinische  Vortrage,  Prag\,  1849.    11  Abtheilung.  S.  275. 
f  Virchow's  Archiv.  29,  1863. 
X  Lancet,  1867. 

§  Monatsschrift  fur  Geburtskunde,  1868. 
jj  Edinburgh  Medical  Journal,  1864. 
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The  foetus  was  of  six  months'  development.  In  such  a  case 
gastrotomy  would  be  preferable.  Mere  puncture  could  do  no 
good. 

Dr.  Rupin*  relates  a  case  of  twin-pregnancy  outside  the 
uterus.  A  cyst  was  felt  projecting  in  the  roof  of  the  vagina, 
which  was  punctured,  and  liquor  amnii  drained  off;  a  foetus  of 
four  months  escaped.  The  patient  died  of  violent  haemorrhage 
three  days  afterwards.  On  autopsy,  a  second  foetus  was  found 
in  a  sac  deep  in  the  pelvis.  Probably  this  was  not  a  tubal 
gestation. 

Can  ice  arrest  embryonic  growth  by  means  of  agents  introduced 
into  the  blood? 

M.  Delfrayssef  relates  instances  of  retardation  of  the  growth 
of  the  foetus  by  continued  doses  of  iodine.  Many  attempts  in 
ancient  and  modern  times  have  been  made  by  starvation  and 
drugs  to  accomplish  this  object.  I  do  not  insist  upon  them, 
because  I  have  no  faith  in  their  efficacy.  It  is  possible,  how- 
ever, that  strychnine  carried  so  far  as  to  produce  minor  toxical 
symptoms  in  the  mother,  might  destroy  the  embryo.  Syphilis 
has  more  power  than  almost  any  poison  we  are  acquainted  with 
over  the  foetus,  almost  always  either  killing  it,  or  impeding  its 
development.  Might  it  not  be  justifiable  in  such  a  case  as  we 
are  discussing  to  practise  syphilization  ?  I  do  not  dwell  upon 
this  repulsive  method,  because  I  believe  simple  puncture  of  the 
sac  is  the  right  course  to  adopt. 

If  the  opportunity  of  treatment  during  development  has  been 
passed  by,  and  rupture  has  taken  place,  what  is  the  course  to  be 
adopted  ? 

The  question  has  often  been  discussed,  whether  it  is  not 
advisable  to  perform  gastrotomy  with  a  view  to  removing  the 
embryo  and  effused  blood,  and  checking  further  bleeding  by 
tying  the  Fallopian  tube  on  the  proximal  side  of  the  sac,  and 
cutting  away  the  sac  ?  I  can  hardly  imagine  that  this  idea 
will  ever  be  successfully  carried  out  in  these  cases  of  early  tubal 
rupture.  In  the  first  place,  the  greater  number  of  subjects  die 
within  a  few  hours  from  the  primary  shock  of  the  injury  and 
haemorrhage.  Removal  of  the  blood  by  gastrotomy  must  add 
to  this  shock,  and  cannot  restore  the  lost  blood.  And,  secondly, 
to  discover  the  source  of  the  bleeding,  and  to  remove  the  blood 
is  by  no  means  easy.  I  have  found  considerable  difficulty  in 
tracing  the  parts  with  all  the  advantages  incident  to  a  post- 
mortem examination.  Thirdly,  if  we  could  tie  the  Fallopian 
tube,  and  amputate  the  sac,  the  pain  caused  by  the  ligature 
would  probably  be  so  intense  as  by  itself  to  exhaust  the  vital 
power.    I  fear  the  actual  state  of  science  has  no  resource 

*  Gazette  des  Hopitaux,  I860. 

f  Comptes  rendus  de  l'Academie  des  Sciences,  1850. 
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beyond  the  old  one  of  rallying  the  patient  from  collapse  by 
cautious  administration  of  stimulants,  of  procuring  rest  by 
opium,  and  by  controlling  inflammation,  if  the  patient  survives 
until  this  conservative  process  sets  in.  If  this  fortunate  event 
should  be  reached,  the  case  may  resolve  itself  into  one  of  en- 
cysted pelvic  hsematocelej  and  must  be  treated  on  the  principles 
laid  down  for  that  condition. 

But  this  issue  by  cataclysmic  rupture  is  not  invariable.  I 
agree  with  Lesouef 's  observation  that  extra-uterine  gestation  is 
a  far  more  frequent  accident  than  is  supposed,  and  that  if  it  be 
so  rarely  observed,  it  is  because  the  embryo  in  the  greatest 
number  of  cases  is  destroyed  in  the  first  days  of  its  development. 
No  appreciable  symptom  then  is  manifested,  or  if  the  physician 
is  called  in,  it  is  impossible  for  him  to  refer  what  he  sees  to  its 
true  cause.  When  a  tubal,  ovarian,  or  abdominal  gestation  is 
brought  to  an  end  in  the  first  days,  the  haemorrhage  may  not  be 
fatal,  and  the  rational  signs  of  gestation  not  having  yet  appeared, 
the  source  of  the  resulting  hematocele  escapes  detection.  In 
these  cases  the  haemorrhage  may  escape  from  the  surface  of  the 
tube  or  from  its  open  end.  There  is  not  necessarily  rupture  of 
the  tube ;  but  the  embryo  perishes,  and  a  hematocele  is  formed. 
I  have  related  cases,  upon  my  interpretation  of  which  of  course 
it  is  easy  for  criticism  to  cast  a  doubt,  but  which  I  nevertheless 
believe  to  be  of  this  nature.  In  yet  another  order  of  cases, 
rupture  of  the  tubal  sac  takes  place  early,  the  haemorrhage  is 
not  fatal,  and  the  impregnated  ovum  escaping  into  the  ab- 
dominal cavity  may  graft  itself  upon  the  peritoneum,  when  a 
sac  will  be  formed  by  false  membranes. 

Lesouef,  quoting  Bernutz,  says  : — "  If  the  rupture  of  the  tubal 
sac  takes  place  on  a  level  with  the  attached  border  of  the  tube, 
the  blood  will  find  its  way  into  the  cellular  tissue  of  the  broad 
ligament,  and  thus  find  difficulty  in  effusion,  whilst  the  ovum 
will  insinuate  itself  in  the  route  made  between  the  folds  of  the 
broad  ligament,  and  become  developed  there.  For  it  must  be 
remembered  that  the  ovum  itself  rarely  ruptures,  its  envelopes 
remain  intact,  and  its  vitality  is  not  necessarily  destroyed." 

The  tubal  gestation  may  go  on  to  term.  This  issue  is 
exceedingly  rare ;  so  rare,  that  a  case  which  Spiegelberg  * 
relates  he  believes  to  be  singular.  Convulsions  came  on  in  a 
woman  at  term,  with  signs  of  labour;  copious  albumen  was 
found  in  the  urine.  She  died  after  three  days,  the  convulsions 
and  albuminuria  having  ceased  on  the  death  of  the  child.  The 
cause  of  death  was  perforation  of  the  sac.  Examination  showed 
that  the  sac  was  tubal ;  a  sound  massed  from  the  uterus  into  it ; 
muscular  fibres  were  found  over  the  surface  ;  the  sac  was 
enclosed  between  the  two  layers  of  the  broad  ligament ;  the 


f  Arcliiv.  f.  Gynakologie,  1870. 
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ovary  was  found  entire.  I  am  unwilling  to  hint  a  doubt  of 
the  accuracy  of  so  excellent  an  observer  as  Spiegelberg ;  but 
it  appears  possible,  even  in  this  case,  that  there  had  been  at 
an  early  stage  rupture  of  the  tube  at  its  lower  margin,  which 
had  given  opportunity  for  the  ovum  to  extend  its  sac  by  open- 
ing up  a  space  between  the  folds  of  the  broad  ligament. 

The  question  of  performing  gastrotomy  to  extract  a  foetus 
developed  outside  the  uterus  will  be  more  conveniently  dis- 
cussed after  the  description  of  the  other  forms  of  extra-uterine 
gestation, 

It  will  be  convenient  here'  to  refer  briefly"  to  the  other  forms 
of  extra-uterine  gestation.  These  are  the  ovarian,  the  tubo- 
ovarian,  the  abdominal,  and  the  interstitial. 

Ovarian  gestation. — The  reality  of  this  form  has  been 
doubted.  Velpeau  and  Arthur  Farre  especially  contend  for 
the  negative.  The  reasons  adduced  are  twofold :  1st,  the 
physiological  one,  which  is  based  upon  the  assumption  that 
the  ovum  must  have  escaped  from  the  ovary  before  it  can 
be  impregnated  ;  2nd,  the  anatomical  one.  It  is  urged  that 
there  is  no  clear  evidence  of  a  foetus  or  foetal  membranes 
having  been  discovered  in  the  ovary.  Professor  A.  Willigk  * 
advocates  this  view,  and  criticises  the  alleged  cases.  He  has 
carefully  dissected  several,  and  failed  to  find  foetus  or  mem- 
branes in  the  ovary.  It  is  needless  to  say  that  the  microscope 
is  necessary  to  identify  presumed  chorion- villi. 

On  the  other  hand,  there  are  cases  which  it  is  hypercritical 
to  set  aside  as  being  imperfectly  observed.  And  the  physio- 
logical objection  falls  to  the  ground  if  we  accept  the  conclusion 
of  Bischolf  and  Coste  that  impregnation  does  takes  place  in 
the  ovary.  Thus  Duverney  f  relates  a  case  given  by  De 
Saint-Morissey,  of  a  lady  who,  pregnant  for  the  ninth  time,  at 
three  months  fell  ill  with  collapse  from  severe  colic  in  the 
right  groin.  She  died  in  nine  or  ten  hours.  The  abdomen 
was  full  of  clots,  and  a  small  foetus  was  found  in  the  midst. 
The  right  ovary  was  torn  longitudinally,  and  in  the  half  of 
the  side  not  attached  to  the  tube  its  whole  capacity  was  filled 
with  clots.  Every  one  present  was  satisfied  that  this  was  the 
spot  where  the  foetus  had  been  formed. 

Groupil  cites  a  case  from  Ucelli.  A  woman,  who  had  had 
three  premature  labours,  was  pregnant  for  the  fourth  time. 
At  the  third  month  she  passed  a  fleshy  vesicular  mole  the 
size  of  a  lien's  egg.  Pain,  vomitiug,  syncope,  were  followed 
by  death.  A  small  foetus  was  found  in  the  right  iliac  fossa, 
attached  to  the  ovary  of  the  same  side  by  its  funis.  This 
ovary  was  of  the  size  and  form  of  a  goose's  egg,  and  had  an 

*  Prag\  Vjhrtschr.,  lxviii. 

t  "  CEuvres  Anatomiques,"  171. 
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opening  by  which  the  foetus  escaped.  The  uterus  was 
enlarged. 

Dr.  P.  TJ.  Walter,*  of  Dorpat,  discussing  the  question, 
relates  a  case  minutely  dissected,  and  of  which  the  parts  are 
represented  in  drawings,  in  which  the  foetus  was  developed  in 
the  ovary  for  some  months,  when  the  cyst  burst,  and  further 
development  proceeded  in  the  abdominal  cavity.  And  Hecker, 
whose  authority  is  great,  relates  f  a  case  which  he  believed  to 
have  been  one  of  ovarian  gestation.  Kiwisch,  whilst  admitting 
that  ovarian  gestation  is  not  proved  by  observation,  contends 
for  the  possibility  of  its  occurrence. 

A  case  is  related  by  Uhde  J  of  a  young  woman  who  died 
under  the  usual  signs  of  "  abdominal  collapse."  Blood  was 
found  in  the  peritoneum.  The  right  ovary  was  enlarged  and 
emphysematous  ;  at  its  lower  and  hinder  part  was  a  sac  formed 
of  chorion,  which  had  burst.  It  was  the  size  of  a  large  plum, 
and  contained  an  embryo  7"'  to  8'"  long.  The  right  tube  was 
hanging  quite  free,  its  fimbriae  loose.  The  preparation  is 
preserved,  and  affords  a  good  means  of  testing  the  reality 
of  ovarian  gestation. 

It  is,  prima  facie,  unphilosophical  to  affirm  an  absolute  nega- 
tive. It  is,  then,  wise  to  admit  that  ovarian  gestation  may 
happen,  but  safe  to  affirm  that -it  is  very  rare.  During  life  it 
would  be  difficult,  if  not  impossible,  to  diagnose  it  from  tubal 
gestation.  If  detected  before  rupture,  it  would  be  right  to 
treat  it  by  puncture  in  the  same  way,  for  the  histories  of  the 
few  cases  narrated  show  that  the  ovarian  sac,  like  the  tubal  one, 
is  apt  to  burst  early.  Probably  a  more  frequent  issue  is  the 
merging  into  the  tubo-ovarian  or  abdominal  forms. 

The  tubo-ovarian  form  is  not  very  infrequent.  Probably  its 
history  commences  with  arrest  and  development  of  the  ovum 
just  within  the  fringes  of  the  pavilion  of  the  tube,  so  that  this 
structure  supplies  part  of  the  sac,  the  rest  being  made  up  by 
adhesions  contracted  with  the  ovary.  It  may  also  arise  from 
original  tubal  gestation,  early  rupture  of  the  tubal  sac,  and 
fusion  of  this  with  the  surface  of  the  ovary  by  adhesions.  The 
occurrence  of  signs  of  pelvic  inflammation  at  some  period  in  the 
history  of  these  cases  supports  the  probability  of  this  event. 
The  tubo-ovarian  gestation,  like  the  abdominal  form,  differs 
from  the  tubal  by  the  greater  probability  of  the  gestation  going 
on  to  the  full  development  of  the  foetus.  What  then  happens 
will  be  considered  under  "  Abdominal  Grestation." 

Abdominal  gestation. — It  appears  to  me  doubtful  whether 
abdominal  gestation  is  ever  primary,  that  is,  whether  the  im- 
pregnated ovum  attaches  itself  ab  initio  to  some  part  of  the 


*  Monatssohrift  fur  Geburtskunde,  1S61. 
f  Ibid.,  1859.  %  Ibid.,  1857. 
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peritoneum*  It  can  scarcely  be  doubted  that  ova,  impregnated 
or  not,  frequently  are  missed  by  the  morsus  diaboli,  and  fall 
into  the  abdominal  cavity,  there  to  perish.  Kiwisch  and 
others,  who  disbelieve  in  ovarian  impregnation  and  gestation, 
insist  that  spermatozoa  also  find  their  way  into  the  peritoneum, 
and  may  there  meet  the  stray  ovum,  and  give  rise  to  primary 
abdominal  gestation.  Such  a  fortuitous  concourse  of  atoms 
resulting  in  gestation  must  be  very  rare,  and  rests  at  present 
on  conjecture.  It  seems  hardly  possible  for  a  floating  ovum  to 
graft  itself  upon  the  smooth  free  surface  of  the  peritoneum,  and 
there  to  find  the  conditions  for  its  development.  Probably, 
then,  abdominal  gestation  is  always  secondary  upon  tubal  or 
ovarian  gestation.  After  these  latter  forms  have  proceeded 
a  little  way,  the  sac,  as  we  have  seen,  gives  way,  but  the  ovum 
is  not  cast  out  of  its  original  habitat ;  it  maintains  its  vitality 
by  retaining  part  of  its  original  attachments.  Inflammation  of 
the  peritoneum  is  excited  by  the  rupture  and  effusion  of  blood ; 
neighbouring  organs  get  connected  by  adhesions  with  the  sac  ; 
the  embryo  and  its  envelopes  grow  into  the  new  space ;  fresh 
effusions  of  lymph  are  thrown  out  surrounding  all ;  and  thus  a 
new  sac  is  formed,  in  which  it  is  difficult  to  trace  the  original 
tubal  structure.  It  is  only  when  the  opportunity  occurs  of 
dissecting  the  parts  at  an  early  stage  of  gestation,  that  we 
can  expect  to  unravel  the  structures  involved  in  the  sac.  No 
long  time  elapses  without  the  complication  of  inflammation 
and  false  membranes  implicating  neighbouring  organs,  whilst 
possibly  a  process  of  atrophy  of  the  original  structures  forming 
the  cyst  has  altogether  confounded  analysis.  That  the  original 
gestation  may  be  ovarian  and  not  tubal  seems  proved  by  a 
case  related  by  the  late  Dr.  Dyce,  of  Aberdeen.  A  woman 
died  after  having  carried  an  abdominal  gestation  eight  years, 
and  having  had  two  uterine  pregnancies  in  the  meanwhile. 
Both  Fallopian  tabes  were  found  entire,  but  no  trace  of  one 
ovary  could  be  detected. 

In  abdominal  gestation  the  same  course  may  be  observed 
as  in  ordinary  gestation  up  to  a  certain  point.  But  inter- 
current attacks  of  pain,  the  expression  probably  of  attacks  of 
peritonitis,  are  apt  to  occur.  The  cyst  may  burst,  as  in  a  case 
related  by  Dr.  Thormann  (Wien.  Med.  Wochnschr.,  1853). 
The  cyst  projected  into  the  retro-uterine  pouch,  and  under  ex- 
pulsive efforts  it  burst  through  a  rent  in  the  posterior  wall 
of  the  vagina,  an  arm  of  the  foetus  protruding. 

In  most  cases,  however,  the  cyst  is  too  tough  to  burst.  After 
labour-pains  have  persisted  for  some  time,  the  foetus  dies. 

Death  may  happen  through  exhaustion  under  the  efforts  at 
labour,  and  from  compression  of  the  foetus  upon  the  abdominal 
organs. 

The  peritonitis  may  prove  fatal,  and  the  cause  may  escape 
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detection  unless  a  post-mortem  examination  be  made.  Peri- 
tonitis may  be  the  result  of  rupture'  or  perforation  of  the 
sac,  and  it  may  precede  or  follow  the  death  of  the  foetus.  In 
one  case  of  this  kind  which  I  have  related*  a  fluctuating 
swelling  was  formed  behind  the  uterus*  The  uterus  was  driven 
forwards  and  above  the  symphysis  pubis,  and  considerably 
elongated,  I  believe,  by  the  pressure  to  which  it  had  thus 
long  been  subjected.  The  absence  of  uterine  pregnancy  was 
first  established  by  the  uterine  sound,  and  by  dilating  the 
cervix  to  facilitate  exploration  of  the  interior.  Then  the 
swelling  behind  the  uterus  was  punctured,  Fluid  in  part  resem- 
bling liquor  amnii  escaped.  Death  was  caused  by  the  peri- 
tonitis. In  most  eases,  probably,  the  sac  will  encroach  upon 
the  pelvic  cavity,  getting  behind  the  uterus.  The  sound  will 
isolate  the  uterus  ;  the  finger  exploring  by  vagina  and  rectum 
will  detect  the  fluctuating  mass,  perhaps  make  out  parts  of  the 
foetus,  or  fcetal  bones.  When  this  is  done,  puncture  by  rectum 
or  vagina  should  be  made. 

In  many  cases,  the  sac  walls  being  formed  in  part  by  some 
portion  of  the  alimentary  canal  or  the  abdominal  wall,  or  at 
least  only  separated  from  these  by  adhesions,  a  process  of  ulcera- 
tive absorption  takes  place,  by  which  a  fistulous  perforation  is 
made  into  the  intestines,  or  through  the  abdominal  wall.  This 
process  is  attended  by  hectic  or  irritative  fever  and  emaciation. 
It  is  rarely  that  the  opening  thus  made  is  large  enough  to 
permit  the  easy  or  complete  evacuation  of  the  foetus.  The 
attempt  at  elimination  is  a  long,  tedious,  and  exhausting 
process,  under  which  the  patient  commonly  sinks. 

When  such  an  opening  is  formed  through  the  abdominal  wall, 
it  is  advisable  to  enlarge  it  by  incision  with  a  bistoury,  so  as 
to  give  free  exit  to  the  remains  of  the  foetus,  which  should  even 
be  extracted  by  the  fingers  or  forceps.  The  opening  may  be 
safely  dilated  to  the  necessary  extent  for  this  purpose,  because 
the  sac  will  almost  certainly  have  contracted  large  adhesions 
for  some  distance  around. 

In  the  case  of  pointing  and  perforation  into  the  rectum  taking 
place,  a  similar  course  should  be  pursued ;  but  the  extension  of 
the  opening  must  be  more  limited.  In  either  case,  during  the 
voiding  of  the  foetal  bones,  and  after  they  have  been  all  collected, 
if  an  offensive  discharge  continue,  the  cavity  of  the  sac  may  be 
washed  out  from  time  to  time  by  injecting  a  weak  solution  of 
permanganate  of  potash  or  carbolic  acid. 

Occasionally,  but  less  frequently,  elimination  takes  place  by 
the  bladder.  In  this  case  it  may  become  necessary  to  dilate  the 
urethra,  which  is  easily  done,  so  as  to  admit  the  finger  or  a 
lithotomy  forceps,  to  facilitate  removal  of  bones. 

*  St.  Thomas's  Hospital  Reports,  1871. 
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Another  issue  of  abdominal  and  tubo-ovarian  gestation  is  the 
carrying  to  term,  when  signs  of  labour  supervene.  The  pheno- 
menon offers  points  of  remarkable  physiological  and  clinical 
interest.  It  ought  to  throw  considerable  light  upon  the  vexed 
problem — "What  is  the  cause  of  labour  ?  If  unmistakeable 
labour-effort  occur  when  the  foetus  is  enclosed  in  a  sac  quite 
independent  of  the  womb,  we  are  entitled  to  exclude  the  womb 
as  the  primary  seat  of  the  cause  of  labour.  And,  as  we  cannot 
ascribe  to  the  artificial  womb  in  which  the  foetus  happens  to  be 
contained,  greater  virtue  than  the  natural  womb  possesses, 
we  are  driven  to  conclude  that  the  primary  cause  of  labour  lies 
in  the  foetus,  unless  we  imagine  some  power  resident  in  the 
mother.  But  this  last  hypothesis  seems  difficult  to  admit. 
I  rather  incline  to  the  opinion  that  when  the  foetus  has  attained 
its  full  development,  when  its  organs  are  prepared  for  external 
life,  some  change  takes  place  in  its  circulation  which  involves  a 
correlative  disturbance  in  the  maternal  circulation  which  excites 
the  attempt  at  labour.  Sometimes,  even,  a  sanguineous  show 
takes  place  from  the  vagina. 

The  seat  of  the  labour-pains  is  not  even  clear  in  these  cases. 
Yelpeau  believed  the  seat  of  the  contractions  to  be  the  foetal 
cyst.  If  the  cyst  be  formed  by  the  Fallopian  tube,  its  muscular 
wall  may  be  so  developed  as  to  possess  true  contractile  power. 
The  same  remark  applies  if  the  sac  be  developed  between  the 
layers  of  the  broad  ligament.  Dezeimeris  thought  the  contrac- 
tion was  in  the  uterus,  which,  in  tubal  cases  at  least  is  sufficiently 
developed.  In  a  tubo-ovarian  case  which  had  passed  into  the 
abdominal  form,  the  constitution  of  which  I  investigated  with 
Dr.  Hall  Davis  and  Dr.  Cayley,  abundant  smooth  muscular 
fibres  were  found  in  the  walls  of  the  sac. 

Whenever  the  sac  takes  its  origin  in  or  involves  the  tube, 
broad  ligament,  or  ovary,  we  may  expect  to  find  muscular  fibres 
in  its  walls. 

Whatever  the  initial  cause  of  labour,  the  attempt  is  necessarily 
abortive.  The  pains  subside,  notwithstanding  all  the  help 
derived  from  a  duly  irritable  nervous  centre,  excited  by 
impressions  emanating  from  the  foetus  or  its  sac,  and  often 
vigorously  seconded  by  emotional  and  voluntary  actions.  Under 
these  the  sac  may  burst.  Perhaps  the  attempt  is  renewed  at 
several  intervals. 

Under  these  circumstances,  what  is  the  best  course  to  pursue  ? 
It  is  not  necessary  to  say,  that  in  the  first  place,  accurate  know- 
ledge should  be  obtained  as  to  the  state  of  the  uterus.  Is  it 
certain  the  uterus  has  no  concern  in  the  pregnancy  ?  It  is 
proper,  I  think,  in  all  cases,  to  dilate  the  cervix,  so  as  to  permit 
full  exploration  of  the  cavity.  And  this  exploration  should  be 
especially  circumspect  and  deliberate,  for  although  we  may  be 
sure  that  the  cavity  so  examined  is  empty  and  has  nothing  to  do 
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with,  the  pregnancy,  the  uterus  may  be  double  ;  the  unexplored 
cavity  may  contain  the  foetus  ;  or  the  gestation  may  be  intersti- 
tial, that  is,  in  one  horn  of  the  uterus. 

The  foetus  dies  in  many  cases  probably  of  asphyxia  ;  in  others 
from  haemorrhage  into  the  placenta.  Large  clots  were  found  in 
the  placenta  by  Koeberle.* 

Supposing  that  we  are  able  to  exclude  all  forms  of  uterine 
gestation,  ought  we  to  undertake  to  deliver,  and  how  shall  we 
do  it  ?  It  will  help  us  to  answer  this  question  if  we  examine 
the  results  that  may  occur  if  nothing  be  done.  The  foetus  dies, 
the  vascular  system  which  was  brought  into  activity  for  its 
support  becomes  atrophied ;  the  sac  assumes  the  character  of 
an  inert  mass ;  the  system  accommodates  itself  more  or  less  to 
the  burden,  and  things  may  go  on  for  an  indefinite  time.  There 
are  instances  of  women  having  carried  an  extra-uterine  gesta- 
tion for  forty,  even  fifty  years,  ultimately  dying  of  independent 
disease  or  old  age.  The  sac  may  become  calcareous,  or  retain 
its  soft  structure  ;  but  it  is  almost  always  found  intimately 
adherent  to  abdominal  viscera.  The  foetus  may  undergo  one  of 
several  changes ;  for  several  years  the  fleshy  parts  may  be  pre- 
served, the  skin  retaining  much  of  its  original  character,  and  the 
muscles  also.  The  surface,  however,  is  generally  converted  into 
adipocere.  After  a  further  time,  the  soft  tissues  having  first  under- 
gone this  fatty  metamorphosis,  break  down,  leaving  the  bones 
bare.  These  next  become  separated.  The  cyst-walls  inflame 
and  suppurate,  and  a  fistulous  communication  is  opened  with 
the  exterior  of  the  body,  or  with  the  bowels. 

If  the  attempt  at  elimination  be  towards  the  surface  by  the 
abdominal  wall,  the  skin  becomes  red,  a  tumour  forms  which 
becomes  fluctuating;  there  is,  in  fact,  an  abscess  which  will 
burst  if  it  be  not  opened.  Considerable  irritative  fever  attends 
the  process  ;  pus  escapes  from  the  opening  at  first,  and  it  may 
be  long  before  any  part  of  a  foetus  is  recognised.  A  probe 
should  be  introduced  to  feel  for  solid  substances ;  and  the 
opening  should  be  enlarged  by  the  bistoury  to  permit  the  freer 
exit  of  the  bones.  Every  bone  should  be  carefully  preserved  to 
reconstruct  the  skeleton  if  possible,  and  thus  to  satisfy  ourselves 
as  to  the  progress  of  the  case. 

If  the  attempt  be  made  by  the  bowel,  commonly  some  distress 
in  defecation  arises,  perhaps  obstruction  of  the  bowel,  then  san- 
guineous discharge  or  dysenteric  symptoms.  Pelvic  inflammatory 
symptoms  attend.  If  examination  be  made  by  the  rectum, 
a  projecting  tumour  may  be  felt,  and  through  its  walls  we  may 
make  out  solid  bones.  If  this  be  clearly  established,  it  is 
advisable  to  puncture  the  sac  at  once  by  a  bistoury  or  large 
trocar,  and  to  aid  the  exit  of  the  bones  by  fingers  or  forceps. 

*  "  A  Memoir  on  Extra-Uterine  Gestation,"  bv  Keller.    Strasburg-,  1872, 
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There  is  a  great  advantage  in  the  rectal  elimination,  if  a  suffi- 
ciently free  opening  be  made.  The  drainage  is  more  easy  and 
perfect  from  the  most  dependent  part  of  the  sac  being  opened, 
and  there  is  a  greater  tendency  to  contraction  and  obliteration. 
Accordingly,  a  fair  proportion  of  recoveries  have  followed  this 
issue.  Still,  a  great  hazard  of  exhaustion  by  purulent  discharges 
and  septicaemia  is  incurred. 

Or,  in  other  cases,  the  foetus  undergoes  a  calcareous  metamor- 
phosis. This  seems  the  change  most  compatible  with  long  life 
of  the  mother.  There  is  a  specimen  in  St.  Thomas's  Museum, 
for  which  I  am  indebted  to  Sir.  E.  W.  Watkins,  of  Towcester. 
The  foetus  had  been  retained  for  forty-three  years.  It  is  an 
admirable  specimen  of  what  is  called  "  Lithopsedion,"  or  con- 
version of  the  foetus  into  stone.  (See  "  Obstetrical  Trans- 
actions," vol.  viii.) 

But  this  conversion  of  the  foetus  into  a  harmless  mass  must 
be  regarded  as  a  rare  and  fortunate  accident.  Various  circum- 
stances may  arise  to  disturb  the  tranquillity  of  the  sac,  light  up 
inflammation,  and  bring  about  dangerous,  even  fatal  changes. 
A  not  uncommon  circumstance  thus  acting,  is  a  subsequent 
uterine  pregnancy.  The  enlarged  uterus  may  press  upon  the 
foetal  sac,  and  thus  mischief  may  arise  even  during  pregnancy. 
But  the  period  of  labour  is  especially  perilous.  During  the 
expulsion  of  the  uterine  child,  the  extra-uterine  sac  is  exposed  to 
severe  pressure.  Possibly,  this  sac  may  be  fixed  low  down 
near  the  pelvic  brim,  and  be  a  direct  obstacle  to  labour.  Accord- 
ingly, the  histories  of  many  cases  show,  that  a  supervening 
uterine  labour  has  kindled  the  dormant  mischief,  and  caused 
death.  Cases  are  however  known,  in  which  women,  carrying 
an  extra-uterine  foetus,  have  gone  through  a  second  and  even 
several  labours.  They  rarely  escape  in  the  long  run.  The 
danger  is  so  great  that  it  ought  to  influence  our  course  of  action. 

I  have  stated  my  opinion  that  rupture  of  a  tubal  gestation- 
sac  is  not  necessarily  fatal.  The  blood  effused  may  fall  into  the 
retro-uterine  pouch,  become  segregated  there,  whilst  the  remains 
of  the  sac,  with  or  without  the  embryo,  may  be  shut  off  from 
the  general  peritoneal  cavity  by  plastic  effusions,  and  shrivel 
up.  This  view  is  confirmed  by  a  remarkable  case  published  in 
the  "  Obstetrical  Transactions,"  1864,  by  Dr.  Haydon,  the  speci- 
men being  reported  upon  by  Drs.  Tyler  Smith  and  Braxton 
Hicks.  A  young  woman  became  pregnant,  and  was  supposed 
to  have  aborted,  but  no  foetus  was  seen.  She  was  at  the  time 
dangerously  ill,  and  not  expected  to  live.  Four  or  five  years 
later  she  again  incurred  the  risk  of  pregnancy,  and  six  months 
afterwards  died  under  symptoms  of  internal  abdominal  rupture. 
A  gestation-sac  in  the  right  tube  had  burst,  and  a  foetus  of 
three  months'  development  had  escaped  ;  and  appended  to  the 
edge  of  the  rent  was  a  small  irregular  solid  mass,  which  proved 
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to  be  a  small  foetus  packed  very  tightly  within  a  membrane. 
The  conclusion  drawn  was  that  the  patient  had  had  two  dis- 
tinct tubal  gestations ;  that  the  first  ended  in  rupture  and 
isolation  with  shrinking  of  the  embryo ;  that  the  second, 
occurring  some  years  afterwards,  ended  by  fatal  rupture  of  the 
sac  six  months  after  conception,  the  embryo  having  died  three 
months  before  the  rupture. 

Diagnosis  of  Abdominal  Gestation  from  Ovarian  Tumour  and 
Normal  Gestation. 

The  recognition  of  freely  fluctuating  ovarian  tumours  is 
easy ;  but  I  have  several  times  experienced  great  difficulty 
when  the  tumour  was  in  great  part  solid.  Ovarian  tumours 
are  occasionally  irregular  in  shape,  and  present  hard  projections 
which,  if  the  mind  is  occupied  with  the  idea  of  pregnancy,  are 
readily  mistaken  for  foetal  limbs.  After  the  utmost  pains"  have 
been  expended  in  order  to  arrive  at  a  conclusion,  an  exploratory 
incision  may  offer  the  only  satisfactory  information. 

As  to  the  diagnosis  of  one  form  of  extra- uterine  gestation  from 
another,  Scanzoni  declares  that  this  is  impossible  during  life. 
This  must  be  taken  with  some  qualification.  The  abdominal 
form  at '  least  may  commonly  be  distinguished  from  the  tubal 
by  its  greater  development,  by  its  longer  history,  and  by  its 
terminations. 

The  abdomen  is  generally  less  tense  than  in  normal  gesta- 
tion ;  it  is  expanded  transversely ;  the  umbilicus  is  often 
strongly  drawn  in.  The  foetal  movements  may  be  felt  very 
distinctly,  and  are  often  more  violent  than  in  ordinary  gesta- 
tion. The  placental  souffle  is  very  rarely  heard.  The  os  uteri 
may  feel  like  that  of  the  pregnant  uterus,  the  cervix  being  open. 
The  body  of  the  uterus  is  likely  to  be  deflected  to  one  side,  and 
possibly  fixed  by  adhesions.  This  fixing  of  the  uterus,  infinitely 
rare  in  uterine  gestation,  would  raise  a  strong  presumption  in 
favour  of  extra-uterine  gestation.  In  almost  all  these  cases  the 
uterus  is  elongated.  This  elongation  and  the  direction  imparted 
to  the  organ  will  be  defined  by  the  sound,  if  the  circumstances 
seem  to  justify  the  use  of  this  instrument. 

When  the  foetus  is  dead,  the  abdomen  sinks ;  the  breasts  fall ; 
the  uterus  resumes  its  ordinary  state,  remaining,  however, 
somewhat  above  its  normal  length.  The  history  will  help. 
The  subject  will  have  been  conscious  of  being  pregnant.  There 
will,  in  all  probability,  have  been  indications  of  attacks  of 
peritonitis. 

The  question  of  treatment  has  to  be  discussed  under  four 
different  aspects. 

1st.  Under  the  condition  of  early  rupture,  gastrotomy  might, 
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as  we  have  seen  when  dealing  with  tubal  gestation,  be  resorted 
to  with  a  view  to  stopping  the  haemorrhage.  Velpeau,  Du- 
parcque,  Kiwisch  advised  it.  Koeberle  says  he  would  not 
hesitate  to  do  it. 

2nd.  When  the  stage  of  danger  of  rupture  has  passed ;  that 
is,  after  the  fourth  month. 

3rd.  When  labour  supervenes  at  term. 

4th.  When  labour  has  passed  over  and  the  child  is  dead. 

What  is  to  be  done  during  the  life  of  the  child  ?  Shall  we 
wait,  pursuing  simply  an  expectant  course,  or  shall  we  take 
means  to  kill  the  child,  so  as  to  stop  the  developmental  stimulus, 
trusting  to  the  reduction  of  the  sac,  to  isolation  from  the  general 
system,  and  atrophy  ?  or  shall  we  resort  to  abdominal  section, 
or  other  sure  way  of  opening  the  foetal  cyst  so  as  to  extract 
the  child  ?  The  decision  is  extremely  difficult.  During  the 
developmental  stimulus,  the  sac  and  surrounding  structures  are 
full  of  blood.  To  make  incisions  into  them  at  this  time,  or 
even  to  puncture  them  is  attended  with  serious  danger  from 
haemorrhage.  If  the  opportunity  of  tapping  the  sac  at  an  early 
date  has  gone  by,  I  think  it  will  be  better  not  to  disturb  the 
sac  until  the  full  term  of  pregnancy  has  arrived,  when  labour- 
effort  is  present,  or  when  we  know  the  child  is  dead.  In  one 
case*  Dr.  B.  Hicks  having  felt  a  foetus  of  about  three  and  a-half 
months  in  a  cyst  between  the  rectum  and  the  vagina,  tried  to 
destroy  it  by  passing  a  strong  galvanic  current  through  it. 
Although  the  foetal  movements  ceased  during  the  admini- 
stration, the  embryo  survived.  A  month  later  Dr.  Hicks 
passed  a  small  trocar  into  it.  On  the  fourth  day  the  patient 
died  under  symptoms  of  internal  haemorrhage.  Two  pints  of 
fluid  blood  were  found  in  the  peritoneum.  Duchenne's  plan 
of  giving  a  shock  from  a  Ley  den  jar  might  have  answered 
better. 

What  is  to  be  done  when  the  natural  term  of  gestation 
arrives,  the  child  being  alive  ?  New  dangers  now  arise.  The 
cyst  may  burst.  There  is  renewed  danger  of  haemorrhage,  and 
of  peritonitis.  And,  not  seldom,  accidents  follow  quickly  on  the 
death  of  the  child.  The  cyst  has  on  several  occasions  burst 
during  the  early  days  following  false  labour,  and  acute  peri- 
tonitis has  proved  fatal.  To  obviate  these  dangers,  Levret 
advised  gastrotomy.  So  did  Grardien,  saying  the  placenta  might 
be  left.  Yelpeau  and  Kiwisch  also  advised  it.  Keller,  who 
represents  the  opinions  of  Koeberle,  is  in  favour  of  the  proceed- 
ing. He  cites  nine  cases  in  which  this,  the  primary  operation, 
was  performed,  seven  children  and  four  mothers  being  saved. 
He  adds  an  account  of  eight  other  cases,  in  which  the  operation, 
might  have  been  performed  with  advantage,  the  opportunity 
being  lost. 

*  Obstetrical  Transactions,  1866. 
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It  must,  however,  be  remembered  that  in  a  large  proportion  of 
cases  the  labour  subsides,  the  dead  child  is  tolerated,  and  for  a 
time  at  least  the  mother  goes  on  without  serious  distress.  It  is 
true  another  phase  of  danger  succeeds,  but  the  period  for  this 
may  be  remote.  Looking  first  to  the  mother's  safety,  I  think 
we  must  decide  that  this  is  best  attained  by  not  resorting  to  any 
operation  to  remove  the  child.  The  rule  of  action  may  be 
expressed  as  follows  : — If  the  labour- symptoms  subside  without 
sign  of  grave  injury  or  haemorrhage,  do  not  interfere.  If,  on 
the  other  hand,  there  arise  evidence  of  severe  injury,  which,  if 
left  alone,  would  probably  be  followed  by  fatal  shock,  peri- 
tonitis, or  exhaustion,  open  the  abdomen  and  remove  the 
foetus. 

A  weighty  objection  against  opening  the  sac  to  remove  the 
child  whilst  alive  or  recently  dead,  rests  on  the  uncertainty  as  to 
the  nature  of  the  sac.  In  some  abdominal  cases  it  can  hardly  be 
said  that  a  true  sac  with  defined  walls  exists  ;  the  placenta  may 
adhere  directly  to  the  back  of  the  uterus,  to  the  surface  of  the 
intestines,  even  partly  to  the  kidney,  or,  as  in  a  case  of  Koeberle, 
to  the  anterior  abdominal  wall,  so  that  it  was  divided  in  the 
incision  necessarily  made  to  open  the  cyst.  It  may  be  almost 
impossible  to  cut  down  upon  the  foetus  without  disturbing 
attachments  to  such  an  extent  as  to  produce  haemorrhage  that 
would  probably  be  fatal.  The  case  differs  essentially  from  that 
of  the  Caesarian  section.  The  extra-uterine  sac  does  not  possess 
the  conservative  contractile  property  of  the  uterus. 

In  gastrotomy  for  extra-uterine  gestation  none  of  the  favour- 
able conditions  proper  to  the  Caesarian  section  are  present. 
The  placenta  is  almost  always  much  spread  out,  and  sometimes 
very  adherent.  Moreover,  if  the  extraction  of  the  placenta  were 
possible,  would  it  be  prudent  to  effect  it  ?  The  placental 
insertion  is  not  endowed  with  contractility  as  in  uterine  gesta- 
tion ;  the  maternal  sinuses  will  remain  gaping,  and  haemorrhage 
will  be  great.  This  objection  to  gastrotomy  whilst  the  child 
is  living,  loses  some  of  its  force  if  the  attachments  of  the 
placenta  are  religiously  respected,  as  the  greater  number  of 
operators  have  understood  the  necessity  for  doing.  Its  elimina- 
tion is  then  effected  slowly,  and  the  maternal  vessels  have  time 
to  contract  and  to  become  obliterated. 

The  most  serious  dangers  of  gastrotomy  performed  at  term 
are  those  which  the  elimination  of  the  after-birth  may  provoke, 
that  is  to  say,  secondary  haemorrhage,  peritonitis,  and  septicae- 
mia. But  are  these  as  great  and  real  as  they  appear  at  first 
sight  ?  In  the  first  place  the  peritoneum  is  not  always  opened ; 
the  cyst  has  contracted  adhesions  with  the  abdominal  walls. 
Thus  argues  Keller. 

If  an  expectant  plan  be  followed,  if  opium  and  perfect  rest 
be  employed,  the  vascularity  of  the  sac  and  the  organs  connected 
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with  it  gradually  diminishes,  menstruation  returns,  a  degree  of 
contraction  takes  place,  and  after  a  time  probably  further 
adhesions  tend  to  complete  the  isolation.  Still  the  patient's 
life  may  be  said  to  be  at  the  mercy  of  accidents,  of  which  we 
may  have  no  sufficient  warning.  The  cyst  may  still  rupture, 
or  fatal  peritonitis  may  ensue.  If  uterine  pregnancy  supervene 
the  situation  may  quickly  become  critical. 

If  it  be  decided  not  to  operate  during  labour,  what  is  the 
alternative?  Shall  we  operate  soon  after  the  child's  death? 
If  the  mother  is  suffering,  exhausted,  in  great  pain,  and 
adhesions  be  diagnosed,  it  may  be  wise  to  operate  within  a  few 
days.  The  placenta  soon  ceases  to  be  a  source  of  much  danger. 
Its  circulation  has  ceased.  The  blood  coagulates  in  its  villo- 
sities  as  was  observed  by  Koeberle. 

If  we  decide  to  wait,  the  patient  should  be  kept  under  vigilant 
observation.  We  should  be  ready  to  act  the  moment  any  sign 
of  rupture  or  shock  occurs.  When  an  eliminative  process 
begins,  the  propriety  of  interfering  is  clear,  especially  if  irri- 
tative fever  set  in,  The  seat  for  operative  measures  will  com- 
monly be  indicated  by  the  seat  of  the  eliminative  molimen.  If 
there  be  pelvic  distress,  such  as  obstruction  or  irritation  of  the 
rectum,  crowding  the  uterus  forwards  upon  the  bladder,  causing 
retention  of  urine,  with  or  without  local  inflammation,  and  if 
we  can  detect  parts  of  the  foetus  or  a  prominent  fluctuating 
tumour  between  the  rectum  and  the  vagina,  this  is  the  place  to 
select.  An  opening  may  be  made  first  with  a  large  trocar,  and 
any  fluid  contents  of  the  sac  be  allowed  to  drain  off.  A  sound, 
or  the  finger  introduced  through  the  opening,  may  detect  the 
foetus  or  bones.  Opportunity  may  first  be  afforded  for  the 
spontaneous  evacuation  of  the  foetus  piecemeal.  If  this  does 
not  proceed  satisfactorily,  no  great  time  should  be  lost  before 
enlarging  the  opening  with  a  bistoury ;  and,  if  feasible,  of 
extracting  the  foetal  parts  by  finger  or  forceps. 

In  some  cases  the  eliminative  effort  is  directed  to  the  roof  of 
the  vagina.  In  this  event  we  equally  adopt  the  route  offered  by 
Nature, 

If  the  effort  be  directed  to  the  abdominal  wall,  the  usual 
signs  of  abscess  mark  the  point  selected.  The  most  common 
places  are  the  neighbourhood  of  the  umbilicus,  one  or  other 
flank  about  midway  between  the  umbilicus  and  the  anterior 
superior  spinous  process  of  the  ilium,  or  a  groin.  In  some  cases 
a  perforation  may  have  taken  place  into  the  bowel  or  vagina, 
and  there  may  also  be  eliniinative  effort  towards  the  abdomen. 
The  communication  with  the  bowel  may  be  at  a  point  quite  out 
of  reach  of  examination  by  the  rectum.  In  such  cases  the  indi- 
cation is  to  operate  through  the  abdominal  wall.  It  is  not 
constant  that  an  inflammatory  process  takes  place  between  the 
sac  and  the  abdominal  wall.    But  there  is  almost  universally 
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increase  of  prominence  at  some  part  of  the  abdomen.  If  air 
get  into  the  sac  from  the  abdomen,  and  I  suspect  sometimes 
without,  decomposition  proceeds  rapidly,  putrefactive  gases  dis- 
tend the  tumour,  suppuration  proceeds ;  and  we  then  get 
resonance  over  the  projecting  part  of  the  tumour,  and  fluc- 
tuation at  other  parts.  Probably  pus  may  be  discharged  by 
the  bowel.  With  these  local  symptoms  there  will  be  hectic 
marked  by  rigors,  sweats,  diarrhoea,  perhaps  vomiting,  a  quick 
weak  pulse.  When  this  concourse  of  symptoms  is  found,  there 
can  be  no  doubt  as  to  the  expediency  of  trying  to  relieve  the 
patient.  Extraction  of  the  foetus  and  giving  issue  to  the 
offensive  contents  of  the  sac  may  save  her  life.  Accordingly, 
there  are  many  instances  where  this  course  has  been  success- 
fully pursued. 

Mr.  Hutchinson,  who  has  studied  this  question  with  great 
care,  and  based  his  conclusions  upon  the  comparison  of  all  the 
cases  he  could  collect,*  is  of  opinion  that  what  may  be  called 
the  primary  operation  by  abdominal  section  should  not  be  per- 
formed, but  that  the  secondary  abdominal  section,  i.e.,  at  a  time 
remote  from  the  death  of  the  foetus,  when  inflammation  of  the 
sac  has  occurred,  is  strongly  indicated.  Campbell,  who  collected 
eighty-five  cases  of  extra-uterine  gestation,  showed  that  sixty- 
two  recovered,  whilst  twenty-three  died  as  a  direct  consequence 
of  the  abnormal  pregnancy.  Of  the  sixty-two  in  which  recovery 
took  place,  in  twenty-one  the  foetus  remained  quiescent  through 
life  for  periods  varying  from  four  to  fifty-six  years,  and  in  the 
rest  its  removal  had  been  effected  by  ulceration.  In  a  not 
inconsiderable  number  of  the  latter,  the  natural  processes  had 
been  materially  assisted  by  the  surgeon,  as  by  extracting  bones, 
enlarging  the  opening,  and  so  forth. 

Campbell  advised  that  abdominal  section  should  not  be  per- 
formed until  f<  after  the  system  had  been  restored  to  its  unim- 
pregnated  condition,  and  Nature  had  evinced  a  disposition  to 
remove  the  extraneous  mass." 

Study  of  the  facts  published  since  Mr.  Hutchinson  made  his 
collection,  confirms  me  in  the  opinion  that  he  is  right  in  his 
conclusion,  that  "  the  longer  the  operation  is  deferred,  and  the 
longer  continued  the  inflammation  of  the  cyst  has  been,  the 
more  likely  is  it  that  t^ie  incision  will  open  merely  an  abscess 
cavity,  from  which  the  peritoneal  sac  will  be  shut  off;"  and  that 
the  prospect  of  the  operation  being  successful  is  pro  tanto  increased. 

At  the  same  time  it  does  not  seem  desirable  absolutely  to 
condemn  the  primary  operation ;  still  less  the  operation  at  a 
time  remote  from  the  death  of  the  foetus,  even  when  no  inflam- 
matory or  eliminative  effort  has  presented  itself.  I  do  not  think 
the  risk  of  danger  from  subsequent  uterine  pregnancy  is  suffi- 


*  Medical  Times  and  Gazette,  1860. 
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ciently  weighed.  At  all  events  the  subject  of  an  extra-uterine 
gestation  should  he  emphatically  cautioned  not  to  incur  the 
risk  of  another  pregnancy.  In  the  event  of  this  complication 
occurring,  the  case  should  be  treated  on  the  same  principle  as 
those  laid  down  when  discussing  the  treatment  of  ovarian 
tumours  complicated  with  pregnancy. 

Yery  eminent  men  have  advised  the  primary  operation. 
Thus  Levret,  Gardien,  Yelpeau,  and  Kiwisch  urged  it,  and 
that  at  a  time  when  abdominal  surgery  was  imperfectly  under- 
stood, when  its  dangers  were  really  greater  than  now,  and  when 
they  were  thought  to  be  even  greater  still.  In  recent  times, 
Koeberle,  whose  authority  is  especially  to  be  valued  on  account 
of  his  great  experience  and  success  in  ovariotomy  and  in  gastro- 
tomy  for  extra-uterine  gestation,  pronounces  himself  decidedly 
in  favour  of  the  proceeding.  Dr.  Keller,  the  author  of  an 
excellent  memoir  on  extra-uterine  gestation*  after  carefully 
weighing  the  arguments,  for  and  against,  decides  in  favour. 
He  calls  to  mind  that  dangerous  accidents  may  ensue  quickly 
upon  the  child's  death ;  that  the  cyst  has  on  several  occasions 
burst  during  the  early  days  of  false  labour ;  and  that  haemor- 
rhage and  peritonitis  may  quickly  prove  fatal.  Mr.  Lawson 
Tait,  who  has  recently  performed  the  operation  three  months 
after  term,  found  the  child's  head  in  the  pelvic  cavity 
adherent  to  the  cyst.  He  urges  the  probability  of  this  accident 
as  a  reason  for  operating  before  term,  or  as  soon  as  possible  after 
it.  His  patient  recovered  quickly  after  the  placenta  was 
discharged. 

On  the  other  hand,  it  must,  I  think,  be  admitted  that  the 
risks  attending  the  primary  operation  are  greater  than  those 
attending  the  secondary  operation.  Whilst  the  child  is  alive, 
the  cyst  and  placenta  are  in  the  full  vigour  of  vase  alar  commu- 
nication ;  the  cyst  has  probably  no  contractile  property ;  the 
placenta  is  likely  to  be  widely  diffused,  its  attachments  pro- 
jecting amongst  intestines,  perhaps  deep  in  the  pelvis;  or  it 
may,  as  occurred  in  a  case  operated  upon  by  Koeberle,  groAV 
to  the  anterior  wall  of  the  abdomen,  so  that  it  must  necessa- 
rily be  cut  through  by  the  incision  made  to  open  the  cyst.  The 
cyst  itself  has  probably  not  formed  extensive  adhesions  to  the 
abdominal  wall,  so  that  incision  will  be  likely  to  open  the  peri- 
toneum. There  will  thus  be  greater  danger  of  secondary 
haemorrhage,  of  suppuration,  of  septicaemia,  and  of  peritonitis. 
On  these  and  other  grounds  the  primary  operation  has  been 
opposed  by  Gerdy,  Delpech,  Hutchinson,  and  others. 

It  is  premature,  I  think,  to  lay  down  an  absolute  rule. 
Generally,  the  primary  operation  is  certainly  more  dangerous 

*  "Des  Grossesses  extra-uterines,  et  plus  specialement  de  leur  traitenient 
par  la  gastrotomie."    Paris,  1872. 
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than  the  secondary.  But  this  is  not  all  we  have  to  consider. 
The  question  would  be  fairly  stated  as  follows : — Are  the 
dangers  of  the  primary  operation  greater  than  those  of  the 
secondary  operation,  plus  the  dangers  immediately  and  soon 
following  the  neglect  to  perform  the  primary  operation  ?  It  is 
clear  that  the  catastrophes,  as  rupture  of  the  cyst,  haemorrhage, 
and  peritonitis  attending  false  labour,  must  be  taken  into 
account,  and  added  to  the  dangers  of  the  secondary  operation. 
It  is  also  right  to  throw  into  the  same  scale  at  least  a  certain 
proportion  of  the  more  remote  dangers,  as  peritonitis,  ex- 
haustion from  suppuration,  subsequent  uterine  pregnancy,  and 
so  on,  to  which  the  woman  is  exposed. 

If  rupture  occurs,  if  the  woman  is  obviously  suffering  in- 
tensely, when  the  gestation  is  at  term,  there  ought,  I  think,  to 
be  no  hesitation  in  operating  in  the  hope  of  removing  the 
source  of  irritation. 

The  operation  of  gastrotomy  to  remove  an  extra-uterine  foetus. — 
The  general  preparations  are  the  same  as  for  the  Caesarian 
section  ;  but  there  are  important  modifications  in  the  execution. 

The  seat  of  the  incision  will  generally  be  in  the  linea  alba. 
It  is,  however,  determined  somewhat  by  the  point  of  greatest 
prominence  of  the  tumour,  or  by  the  position  of  the  foetus.  A 
smaller  incision  is  commonly  necessary  than  for  the  Caesarian 
section.  The  central  point  of  pain  and  prominence  is  the  most 
likely  to  be  the  centre  of  the  adhesions  formed  between  the  sao 
and  the  abdominal  wall.  A  longitudinal  incision  not  exceeding 
two  inches  in  length  in  the  first  instance,  is  then  carried  care- 
fully through  the  abdominal  wall,  and  a  small  opening  is  made 
in  the  sac.  The  finger  is  passed  through  this  to  feel  for  the 
limit  of  the  adhesions,  and  guide  the  further  extent  and  direc- 
tion of  the  incision.  This  should  be  just  large  enough  to 
permit  the  extraction  of  the  foetus  ;  and  it  is  better,  if  there  be 
any  difficulty  in  extracting  the  foetus  whole,  to  bring  it  away 
piecemeal,  than  to  extend  the  opening  much,  lest  we  open  the 
peritoneal  cavity.  If  the  cyst  have  not  contracted  adhesions 
with  the  abdominal  wall,  care  will  be  necessary  to  prevent  the 
protrusion  of  intestines  and  the  escape  of  blood  and  other 
offending  matters  into  the  peritoneal  cavity.  To  obviate  this, 
the  cyst,  at  the  point  where  it  opens  into  the  peritoneum, 
should  be  carefully  stitched  to  the  edges  of  the  abdominal 
wound,  so  as  to  shut  out  the  communication. 

The  extraction  of  the  foetus  may  appear  a  simple  matter,  but 
it  requires  some  obstetric  skill  to  do  it  without  unnecessarily 
increasing  the  opening  or  disturbing  the  sac.  I  have  seen  a 
surgeon  pull  at  the  arms  as  soon  as  the  foetus  came  in  sight, 
and  thus,  not  reflecting  that  he  was  really  making  a  transverse 
presentation,  fail  to  extract  the  foetus  through  a  very  liberal 
opening.    It  was  instantly  delivered  with  perfect  ease  by  the 


444 


EXTRA-UTERINE  GESTATION. 


late  Dr.  Ramsbotham,  who  seized  the  feet,  performing  the 
equivalent  of  version. 

The  same  consummate  obstetrist,  who  had  had  considerable 
experience  in  cases  of  extra-uterine  gestation,  insisted  upon 
the  rule  now  generally  adopted,  of  not  removing  the  placenta,  if  it 
in  any  degree  adhere.  It  is  advisable  to  tie  the  funis,  and  let 
its  end  hang  out  of  the  wound.  If  omentum  interfere,  the 
obtruding  bit  maybe  cut  off,  and  the  vessels  tied,  or,  better  still, 
removed  by  cautery-clamp.  Refrain  from  all  curiosity  as  to  the 
attachment  of  the  placenta  and  other  matters,  if  it  cannot  be 
indulged  without  disturbing  the  parts  or  extending  the  opening. 
If  the  placenta  do  not  come  away  on  gentle  traction,  leave  it. 
In  some  cases  it  will  already  have  melted  down,  and  its 
remains  will  come  away  with  the  pus  and  other  discharges.  In 
other  cases  it  softens  and  breaks  down  within  a  few  days  after 
the  operation,  and  will  come  away  in  lumps  or  small  debris. 
In  other  cases  its  attachments  have  yielded  in  a  few  days  as  the 
sac  shrank,  and  it  has  come  away  entire.  Marked  improve- 
ment commonly  follows  the  discharge  of  the  placenta.  This 
last  source  of  irritation  gone,  the  rally  is  often  quick. 

Where  attempts  have  been  made  to  remove  the  placenta  or  the 
cyst,  the  result  has  generally  been  disastrous,  and  that,  whether 
the  case  were  primary  or  secondary,  whether  the  child  were  alive 
or  dead. 

The  wound  may  be  closed  with  two  or  three  sutures,  leaving 
a  sufficient  opening  for  the  funis  and  ligatures,  if  any  vessels  had 
been  tied.  If  discharge  continues,  the  sac  may  be  lightly  washed 
out  now  and  then  with  a  solution  of  permanganate  of  potash 
or  carbolic  acid.  In  such  a  case,  when  the  sac  adheres  through- 
out the  extent  of  the  opening,  the  operation  is,  as  Mr.  Hutchinson 
remarks,  scarcely  more  serious  than  opening  an  abscess. 

Primary  opening  of  the  sac  by  caustics. — A  case  is  related*  of 
a  woman  who  had  carried  an  extra-uterine  foetus  ten  months. 
Blachet  opened  into  the  sac  by  five  applications  of  caustic. 
No  blood  was  lost ;  and  the  foetus  was  extracted.  The  patient 
nearly  lost  her  life  from  the  bleeding  which  ensued  on  removing 
the  placenta. 

Interstitial  or  Intramural  Gestation,  Gestation  in  One  Horn  of  a 
Tivo- Horned  Uterus,  and  Gestation  in  the  Horn  of  a  Single- 
Horned  Uterus. 

It  is  convenient  to  discuss  these  conditions  together.  They 
approach  each  other  so  nearly  in  locality  and  other  characters, 
that  they  hardly  admit  of  distinct  clinical  demonstration.  The 
seat  of  these  varieties,  lying  between  those  of  tubal  gestation 
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and  uterine  gestation,  must  also  occasionally  give  rise  to  difficulty 
in  discriminating  them  from  the  latter.  I  entertain  little  doubt, 
for  example,  that  some  cases  of  presumed  "  missed  uterine 
labour,"  a  part  of  whose  history  is  the  subsequent  discharge  of 
foetal  bones  by  the  os  uteri  and  vagina,  were  really  cases  of  inter- 
stitial gestation,  or  of  gestation  in  one  horn  of  a  two-horned 
uterus. 

Ulrich,*  however,  relates  a  case,  which  seems  a  genuine  in- 
stance of  retention  of  foetus  in  utero  for  long  after  its  death.  The 
foetus  died  at  five  months  ;  discharge  of  placenta  in  pieces  took 
place  by  vagina  four  months  later,  and  then  bones  came  by  the 
same  passage.  A  year  after  this,  all  escape  of  bones  by  vagina 
having  ceased,  bones  passed  per  anum.  The  patient  died  ex- 
hausted. The  uterus  was  found  adherent  to  intestine ;  some 
bones  were  encapsuled  in  the  wall  of  the  intestine  ;  a  direct  com- 
munication existed  between  uterus  and  intestine.  The  cavity 
of  the  uterus  was  empty.  It  was  concluded  that  the  pregnancy 
was  uterine,  and  that  the  discharge  of  bones  into  the  intestine 
was  the  result  of  a  fistulous  opening  established  from  the  uterus. 

Halleyf  relates  a  case  of  a  pluripara,  who,  in  the  middle  of 
her  third  pregnancy,  discharged  offensive  water  and  bones  by  the 
vagina.  He  found  the  uterus  anteverted,  the  cervix  shortened 
and  widened,  the  os  slightly  open.  The  cervix  was  dilated  by 
laminaria?  and  twenty-eight  pieces  of  bone  were  removed.  The 
discharge  then  ceased,  and  menstruation  returned  naturally. 

Kamsbotham  prefers  the  term  "  parietal "  to  "  interstitial." 
It  is  remarkable,  that  when  gestation  takes  place  in  the  uterine 
portion  of  the  tube,  the  dilatation,  as  a  rule,  affects  solely  the 
space  between  the  inner  and  outer  openings.  The  reason, 
Kiwisch  suggests,  may  lie  in  the  circular  disposition  of  the 
muscular  fibres  around  these  openings.  The  sac  enlarges  most 
freely  in  an  outward  direction,  and  forms  a  prominence  with  a 
broad  basis  on  the  side  of  the  body  of  the  uterus.  It  is 
surrounded  by  the  uterine  substance,  which  at  first  undergoes  an 
eccentric  hypertrophy,  and  later,  as  the  sac  grows  rapidly,  is 
stretched,  thinned  at  its  apex,  and  then  bursts.  Interstitial 
gestation  may,  says  Bokitansky,  in  rare  instances  like  tubal 
gestation,  merge  into  abdominal  gestation.  As  in  gestation  in 
a  rudimentary  horn,  it  is  often  impossible  to  trace  an  opening 
from  the  tube  into  the  sac.  This  becomes  obliterated  on  either 
side  as  the  sac  is  developed.  But  a  peculiar  modification  at 
times  occurs.  The  uterine  mouth  of  the  pregnant  portion  of 
tube  may  be  dilated,  so  that  the  sac  expands  into  the  uterine 
cavity,  constituting  tubo-uterine  gestation,  or  the  tubal  mouth 
dilating,  the  sac  enlarges  in  the  direction  of  the  tube  constitu- 
ting interstitial  tubal  gestation.    The  first  variety  may  end  in 
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normal  labour,  whilst  the  latter  is  likely  to  "burst  into  the 
abdominal  cavity. 

The  illustration  of  tubo-uteriue  or  interstitial  gestation,  Fig. 
84,  is  taken  from  Dr.  Poppel.*  A  pluripara  died  suddenly 
under  symptoms  of  abdominal  collapse  and  internal  bleeding. 
She  had  been  unaware  of  her  pregnancy.  The  uterus  measured 
from  fundus  to  os  18  centim.,  at  its  greatest  width  13  centim.  The 
right  side  of  the  fundus  was  more  protuberant  than  the  left,  and 
showed  at  its  hinder  part  two  rents,  through  which  were  seen 
portions  of  placenta  and  a  foetus.  The  uterus  opened  longitudi- 
nally along  its  fore  aspect,  showed  two  cavities.  The  lower  one 
(a  in  the  Fig.),  was  clothed  with  a  thick  decidua.  This  was  the 
proper  uterine  cavity.  The  upper  cavity  (c)  was  divided  from 
the  lower  by  a  septum  of  muscular  structure,  all  but  a  small 
opening  of  communication.  It  contained  a  fresh  foetus,  which 
corresponded  to  the  fifth  month  of  gestation.  At  the  point  of 
rupture  the  wall  of  the  sac  was  very  attenuated,  but  at  d  d  it 
was  14  centim.  thick. 


Fig.  84. — (One-third  size.) 

TUBO-UTERINE  GESTATION. — (AFTER  POPPEL.) 

or,  Cavity  of  uterus  clothed  with  decidua.    b,  Broad  ligament,   c,  Tubo-uterine  sac  which 
contained  foetus,    d,  d,  Thicker  part  of  walls  of  cyst,    e,  Placenta. 

Poppel  discusses  the  difficulty  of  distinguishing  these  cases 
from  gestation  in  a  rudimentary  horn.    Baart  de  la  Faille,  who 
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has  written  a  careful  memoir  on  the  subject,*  insists  also  on  this 
difficulty.  He  says,  the  characteristic  distinction  lies  in  this, 
that  in  the  case  of  gestation  in  a  rudimentary  horn  there  is  a 
muscular  band  of  union  between  the  uterus  proper  and  the  fruit- 
sac  (compare  Poppel's  Fig.  84  with  Luschka's  Fig.  83),  whilst  in 
interstitial  gestation  there  exists  almost  always  a  membranous 
septum  with  a  larger  or  smaller  communication,  which  is  the 
original  opening  of  the  tube. 

Coarse  and  Terminations  of  Interstitial  Gestation. 

It  is  probably  even  more  dangerous  than  the  tubal  form. 
Hecker  collected  twenty-six  cases.  The  duration  of  gestation 
was  generally  less  than  three  months.  All  terminated  fatally. 
The  ovum  arrested  in  the  uterine  portion  of  the  tube  is  developed 
there,  forming  its  sac  in  the  proper  wall  of  the  uterus  ;  hence  it 
is  called  graviditas  in  uteri  substantia.  It  is  just  conceivable 
that  an  ovum  so  placed  might  grow,  inducing  a  corre- 
sponding growth  of  the  muscular  wall  which  surrounds  it, 
mutual  adaptation  proceeding,  as  in  the  case  of  an  intramural 
fibroid  tumour.  I  believe  that  a  fibroid  never  bursts  its 
investment  as  an  ovum  does,  although  Larcher  relates  a  case 
in  which  the  uterus  ruptured  with  a  fibroid  tumour.  This, 
no  doubt,  is  due  to  the  quicker  rate  of  growth  of  the  ovum,  its 
greater  vascularity,  and  its  liability  to  sudden  great  accumula- 
tions of  blood.  The  fact  is  that  intramural  gestation  commonly 
ends  in  rupture  of  its  sac. 

Cruveilhier,  with  that  sagacity  which  enabled  him  to  fore- 
shadow if  not  to  forestall  so  many  discoveries  made  by  more  recent 
writers,  carefully  pointed  out  the  distinction  between  these  cases 
of  bilocular  uterus  (uterus  cloisonne)  and  the  bifid  uterus,  and 
especially  draws  attention  to  pregnancy  in  these  uteri  in  com- 
parison with  cases  of  extra-uterine  pregnancy. 

Grestation  may  take  place  in  one  half  of  an  equally  developed 
two-horned  uterus.  In  this  case  things  usually  go  on  in  the 
ordinary  way,  and  labour  is  accomplished  as  in  a  normal  uterus. 
Great  perplexity  may,  however,  arise  during  pregnancy  and 
labour  in  determining  the  exact  seat  of  the  gestation.  If  the 
vagina  is  double,  the  exploring  finger  may  pass  up  the  empty 
side,  and  fail  to  touch  the  ovum.  The  same  accident  may 
happen  when  the  septum  dividing  the  two  uteri  extends  to  the 
roof  of  the  vagina.  Hemorrhagic  or  catarrhal  discharges 
may  take  place  from  the  empty  uterus,  which  may  be  errone- 
ously referred  to  the  pregnant  one.  Cruveilhier  figures  (Plate 
v.,  livraison   xiii.)  in    his  splendid  work,    a  double  uterus 
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removed  from  a  woman  who  died  of  puerperal  fever.  A 
septum  divides  the  body  from  fundus  to  cervix  into  two  cavi- 
ties. Gestation  had  been  carried  on  to  term  in  one  side.  The 
empty  side  had  grown  to  keep  pace  with  the  pregnant  side. 

Grestation  may  proceed  to  term  in  a  one-horned  uterus,  as  in 
the  normal  uterus.  A  most  interesting  case  of  this  kind  is 
recorded  in  the  "  Philosophical  Transactions,"  1818.  A  woman 
had  ten  ordinary  labours,  and  died  after  labour  of  twins.  The 
preparation  is  figured  by  Granville.  The  right  side  of  the 
uterus  only  was  developed  ;  the  left  side  was  wanting  ;  the  left 
ovary  was  very  feebly  developed ;  the  left  kidney  was  absent. 
Bokitansky  relates  two  cases,  and  Chiari  one  of  a  similar  kind. 
It  is  not  improbable,  however,  that  in  the  greater  number  of 
instances  of  development  of  one-half  of  the  uterus  only,  there 
is  sterility,  whilst  in  others,  pregnancy  is  ended  by  abortion. 

Gestation  in  the  Rudimentary  Horn  of  a  One-homed  Uterus. 

But,  in  not  a  few  cases  the  horns  of  the  uterus  are  unequally 
developed.  One  remains  rudimentary.  Pregnancy  may  take  place 
in  either.  When  it  takes  place  in  the  larger  horn,  which 
represents  the  uterus  proper,  all  may  proceed  as  in  the  ordinary 
uterus.  But  it  will  be  widely  different  if  the  rudimentary  horn 
becomes  the  seat  of  gestation.  The  structure  of  this  part  is  not 
adapted  to  accommodate  the  growing  ovum. 

Kussmaul  has  subjected  this  form  of  gestation  to  minute 
critical  and  anatomical  analysis,  and  proves  that  it  has  often 
been  mistaken  for  tubal  gestation.  He  describes  in  detail 
twelve  cases  of  this  kind.  The  first  is  invested  with  unusual 
interest.  It  is  taken  from  Dionis  (1681).  The  subject  was  a 
lady  attached  to  the  court  of  Maria  Theresa,  who  ordered 
Dionis  to  perform  the  autopsy,  and  made  him  show  her  the 
preparation.  The  lady  died  under  signs  of  internal  rupture 
when  presumed  to  be  five  months  pregnant.  Kussmaul  repro- 
duces the  figure  given  by  Dionis.  It  represents  very  clearly 
a  right-sided  uterus  unimpregnated,  and  a  rudimentary  left 
horn  containing  the  fruit-sac,  which  had  burst. 

Other  cases  which  Kussraaul's  analysis  restores  to  their 
proper  significance  are  taken  from  Canestrini,  Pfeffinger  and 
Fritze,  Tiedemann  and  Czihak,  Joerg  and  Gruntz,  Drejer, 
Ingleby,  Keyfelder,  Bokitansky,  Scanzoni,  Behse,  Rams- 
botham,  and  one  from  the  "Buffalo  Medical  Journal,"  1846. 
That  of  Luschka  is  the  one  I  select  for  illustration  (see  Fig. 
83,  p.  422).  Another  preparation  is  preserved  in  the  Heidel- 
berg Museum,  to  which  it  was  sent  by  Naegele.  A  woman, 
aged  thirty-six,  had  borne  four  healthy  children  after  easy 
labours.    Pregnant  the  fifth  time,  she  suffered  none  of  the 
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symptoms  she  had  experienced  in  former  pregnancies,  as  nausea, 
vertigo,  and  so  on ;  when,  at  the  end  of  the  fourteenth  week, 
she  was  taken  suddenly  ill  with  acute  pains  in  the  lower 
abdomen,  collapse,  vomiting,  expulsive  efforts,  and  died  in 
seven  hours  and  a  half.  The  right  side  of  the  abdomen  was  more 
enlarged  than  the  left.    The  autopsy  revealed  a  large  quantity 
of  blood  in  the  abdomen  ;  in  the  midst  of  it  was  found  the 
embryo  in  its  envelopes,  and  liquor  amnii.    The  right  horn  of 
the  uterus  was  the  one  that  was  developed,  forming  a  uterus 
unicornis  dexter ;  its  cavity  was  lined  with  decidua ;  a  distinct 
vaginal- portion  could  hardly  be  said  to  exist.     From  the  left 
side  of  this  right  uterus,  and  close  above  the  cervix,  sprang  a 
flat  thick  muscular  band  running  to  the  left  into  a  pear-shaped 
fruit-sac  as  big  as  a  goose's  egg.    From  the  under  circumference 
of  this  horn  sprang  close  together  the  left  round  ligament,  and 
the  left  Fallopian  tube  just  beneath  the  seat  of  rupture  of  the 
sac.  The  left  tube  was  quite  pervious  to  a  bristle  throughout  its 
course  to  its  point  of  entry  into  the  left  horn,  where  it  opened 
funnel-wise.    It  was  as  long  as  the  right  tube.    The  right  tube 
was  also  pervious.    The  muscular  wall  of  the  sac  was  almost 
one  inch  thick  at  its  connection  with  the  uterus,  but  became 
much  thinner  near  the  seat  of  rupture.    The  structure  of  the 
sac  was  that  of  a  gravid  uterus.     Numerous  wide  vessels  ran 
through  the  muscular  wall,  increasing  in  number  and  size  as 
they  approached  the  inner  surface.    The  placenta  clothed  the 
entire  cavity.     The  cord  was  attached  near  the  rupture.  The 
band  which  joined  the  left  horn  with  the  right  one  was  muscular. 
The  foetus  was  well  formed,  female,  about  four  ounces  and  three- 
quarters  in  weight,  shrunken,  and  for  the  most  part  deprived  of 
epidermis. 

The  thirteen  cases  collected  by  Kussmaul  all  terminated  by 
rupture  of  the  fruit-sac  and  death.  The  period  of  rupture 
varied  from  the  fourth  to  the  sixth  month,  the  greater  number 
bursting  in  the  fifth  month.  One  case,  related  by  Eosenmuller,* 
burst  at  the  end  of  five  months.  It  thus  appears  that  the  rudi- 
mentary horn  can  carry  on  gestation  somewhat  longer  than  the 
Fallopian  tube.  The  only  instance  of  rupture  so  early  as  the 
tenth  week  that  I  know  is  Luschka's,  referred  to  at  p.  422.  It 
is  remarkable  that  in  several  of  these  cases  the  subjects  had 
borne  children  at  term.  It  may  be  conjectured  that  the 
developed  horn  of  the  uterus  was  the  seat  of  the  successful 
gestations. 

Kussmaul  cites  in  detail  a  case  described  by  Fritze  (1779) 
in  which  gestation  was  carried  on  in  the  rudimentary  horn  of 
a  uterus,  which  did  not,  as  is  usual,  end  by  bursting  of  the  fruit- 
sac.  The  embryo  died  in  the  fifth  month  and  dried  up  ;  the  fruit- 
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sac  became  confounded  with  the  embryonic  investments,  and 
partly  calcified.  The  contents  underwent  suppuration  after 
thirty-one  years,  a  result  occasioned  probably  by  the  sharper 
projections  of  the  bones  produced  by  the  progressive  shrinking 
of  the  foetus. 

It  is  remarked  as  a  curious  fact  that,  in  most  of  these 
cases,  the  sac  formed  in  the  rudimentary  horn  is  found  shut 
off  from  communication  with  the  tube  on  the  one  side  and 
with  the  uterus  proper  on  the  other.  At  the  same  time  the 
corpus  luteum  is  found  on  the  same  side  as  the  gestation,  the 
tube  being  pervious  until  it  approaches  the  sac.  The  ovum 
therefore  descended  along  its  proper  tube  into  the  rudimentary 
horn.  But  how  did  the  spermatozoa  get  to  it  ?  It  has  been 
conjectured  that  they  travelled  round  by  the  opposite  Fallopian 
tube  through  the  intervening  peritoneal  space,  and  in  at  the 
abdominal  end  of  the  tube  which  admitted  the  ovum.  I  think 
it  more  likely  that  the  spermatozoa  do  not  pursue  this  vagrant 
circuitous  route.  At  the  time  of  impregnation  I  believe  the 
passage  from  the  developed  uterus  through  the  rudimentary 
horn  is  still  open,  permitting  the  meeting  of  the  two  elements 
in  the  usual  way,  and  that  the  obliteration  of  the  openings 
takes  place  during  the  development  of  the  sac. 

There  is  confirmation  of  this  view  in  the  fact  that  in  one  case 
the  passage  was  found  pervious. 

The  accuracy  of  Kussmaul's  interpretation  of  the  specimens 
he  has  examined  is,  I  think,  beyond  dispute.  He  proves  that 
the  fruit-sac  in  these  cases  is  formed  out  of  uterine  structure ; 
that  the  Fallopian  tube  has  no  share  in  it.  One  point  only 
strikes  me  as  being  defectively  described,  that  is,  the  consti- 
tution of  the  placenta,  which  is  distinctly  different  in  uterine 
and  in  tubal  gestation.  In  the  first,  the  decidual  element  is 
characteristic ;  whereas  in  the  latter,  it  is  often  scarcely  to  be 
distinguished.  In  future  investigations  this  test  should  not 
escape  attention. 

Yirchow  supplies  another  test*  A  woman  died  under  symp- 
toms of  rupture.  The  preparation  was  at  first  taken  for  one 
of  tubal  gestation,  until  closer  analysis  was  made.  He  sub- 
mitted the  following  as  a  criterion  between  tubal  gestation  and 
gestation  in  a  rudimentary  horn.  This  is  found  in  the  point  of 
insertion  of  the  round  ligament.  In  the  normal  uterus  this  lies 
at  the  place  where  the  Fallopian  tube  opens  into  the  uterus. 
Now,  if  an  ovum  becomes  developed  near  this  place,  the  round 
ligament  will  be  pushed  either  inwards  or  outwards  ;  and  thus 
we  may  know  whether  we  have  to  deal  with  a  tubal  or  a  uterine 
gestation.  If  the  round  ligament  is  inserted  on  the  inner  side, 
the  new  cavity  must  be  regarded  as  the  tube  ;  if  it  lie  on  the 
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outside,  the  cavity  must  be  uterine  or  a  rudimentary  horn. 
Tried  by  this  test,  it  would  appear  that  two  cases  figured  by 
Kussmaul,  as  gestation  in  a  rudimentary  horn,  are  tubal  (Cases 
IY.  and  VIII.).  But,  in  reality,  the  gestation  may  have  begun 
on  the  inside  of  the  insertion  of  the  round  ligament,  and  in 
course  of  development  have  proceeded  beyond  this  point. 

The  investigations  of  Kussmaul  have  been  extended  by  the 
minute  and  accurate  researches  of  Professor  Turner.*    He  has 
subjected  to  dissection  two  specimens  submitted  to  him  by  Sir 
James  Simpson.    In  both  of  these,  one  horn  was  in  a  rudi- 
mentary condition,  but  impregnated.    In  Case  I.  the  subject 
died  of  rupture  of  the  fruit-sac,  the  foetus  having  reached  the 
development  of  three  months.    The  wall  of  the  left  cornu,  the 
undeveloped  pregnant  one,  was  muscular,  like  that  of  a  pregnant 
uterus,  and  at  the  place  of  rupture  the  placenta  could  be  seen 
partially  adherent  to  its  inner  surface.    The  pedicle  was  ex- 
amined very  minutely  to  see  if  any  canal  connecting  the  cavity 
of  the  impregnated  horn  with  that  of  the  right  horn,  or  the 
cervix  or  vagina,  could  be  detected.   Although,  in  the  course  of 
the  examination,  the  muscular  fasciculi  of  which  the  pedicle  was 
composed  were  dissected  from  each  other,  no  orifice  at  either 
of  the  extremities  of  the  pedicle  could  be   detected.  In 
Case  II.  it  was  also  the  left  horn  which  was  rudimentary  and 
pregnant.    The  foetus  was  retained  until  after  the  full  period  of 
utero-gestation.     The  subject  being  at  term,  and  in  "severe 
labour,"  sent  for  Dr.  Scott,  of  Dumfries.    The  os  uteri  was  low 
down  in  the  vagina,  and  the  uterus  was  found  of  a  natural  size 
and  unimpregnated.    There  was  an  enlargement  of  the  abdo- 
men extending  a  little  to  the  left  side,  and  nearly  of  the  size 
and  shape  of  a  uterus  containing  a  foetus  at  term.     The  foetal 
heart  was  heard.    The  pains  were  severe,  and  complicated  with 
convulsions.    The  pains  continued  for  several  days,  and  then 
she  began  to  go  about  as  usual.    She  died  six  months  after- 
wards of  phthisis.    Professor  Turner  found  a  sac  containing  a 
male  foetus.    One  side  of  the  sac  was  affixed  by  a  pedicle  to  the 
cervix  uteri  ;  there  was  no  decidual  structure  in  the  right  cornu. 
A  fine  probe  could  be  passed  along  the  left  Fallopian  tube  up 
to  the  wall  of  the  sac,  but  its  inner  orifice  was  obstructed.  No 
corpus  luteum  was  seen  in  either  ovary.    No  communication 
could  be  made  out  between  the  sac  of  the  impregnated  cornu 
and  the  canal  of  the  cervix. 

The  real  character  of  the  gestation  in  these  cases  was  esta- 
blished by  the  following  tests: — "If  the  pregnancy  be  tubal, 
the  round  ligament  will  be  found  attached  to  the  body  of  the 
womb  on  the  inner  or  uterine  side  of  the  dilated  sac  containing 
the  embryo ;  if,  on  the  other  hand,  the  pregnancy  be  cornual, 

*  On  "  Malformations  of  the  Organs  of  G-eneration."    Edinburgh,  1866, 
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then  the  point  of  attachment  of  the  round  ligament  will  be  on 
the  outer  side  of  the  dilated  foetal  sac.     In  both  specimens, 
the  latter  relation  was  the  one  observed.    In  tubal  pregnancies, 
the  length  of  the  Fallopian  tube  on  the  impregnated  side, 
external  to  the  dilatation,  is  necessarily  less  than  that  of  the 
entire  extent  of  the  unimpregnated  tube,  and  the  diminution  in 
length  is  more  strongly  marked  the  nearer  the  sac  lies  to  the 
fimbriated  extremity.     In  cornual  pregnancy,  on  the  other 
hand,  no  diminution  in  the  length  of  the  tube  on  the  impreg- 
nated side  occurs — nay,  as  both  these  cases  show,  the  tube  on 
that  side  external  to  the  embryo- containing  sac  may  even  be 
the  longer."    Turner  discusses  the  questions  arising  out  of  the 
impervious  condition  of  the  pedicle.    Had  this  existed  before 
impregnation?  or  had  a  canal  existed  in  the  unimpregnated 
state  which,  during  the  process  of  gestation,  had  become  oblite- 
rated ?    Considering  that  a  regular  gradation  had  been  traced 
from  a  distinctly  recognisable  canal  in  the  pedicle  to  that  con- 
dition in  which  none  could  be  detected,  he  is  disposed  to  think 
that  the  pedicle  must  have  been  solid  before  impregnation  was 
effected.    Hence  the  mode  in  which  the  ovum  became  fertilized 
may  form  a  topic  for  further  discussion.     Turner  argues  in 
favour  of  the  travelling  of  the  semen  along  the  cornu  and  tube 
of  the  more  perfectly  developed  side  into  the  tube  of  the  rudi- 
mentary cornu,  and  then  into  the  cavity  of  the  latter. 

Note. — Dr.  Aveling  calls  my  attention  to  the  following  very  interesting  case 
of  hernial  gestation  : — In  1706,  Gouey,  of  Rouen,  saw  a  young  lady  for  a  tumour 
in  the  right  groin.  It  grew  rapidly  and  without  pain,  and  there  was  felt  in  it 
the  pulsation  of  an  artery.  At  the  end  of  two  months  and  a  half  the  tumour 
was  as  large  as  a  loaf  of  a  pound  weight.  He  laid  it  open,  and  found  a  hernial 
protrusion  of  peritoneum.  Clear  fluid  escaped  when  this  sac  was  opened. 
In  another  bag  inside  was  a  foetus  about  six  inches  long,  alive.  This  he  removed, 
tying  the  cord.  Drawing  very  gently  upon  the  cord,  the  placenta  came  away. 
It  was  fastened  to  the  circumference  of  the  musculus  obliquus  externus.  Gouey 
conjectures  that  the  ovum  impregnated  grew  to  the  round  ligament,  and  came 
down  through  the  ring  in  the  canal  of  Nuck,  and  then  grew  in  the  hernial  sac. 
Dr.  Aveling  supposes  the  gestation  might  have  been  uterine  ;  and  that  it  was 
an  inguinal  hernia  of  the  gravid  uterus. — [From  Sloan,  MSS.,  4432,  No.  45. 
"  An  extract  from  5th  part  of  a  Book  intituled  '  La  veritable  Chirurgie  etablie 
sur  1' experience  &  la  raison,  par  le  Sieur  Louis  Leger  de  Gouey.'  Printed  at 
Roan,  1716,  in  8vo.,  containing  the  account  of  a  foetus  cut  out  of  the  groin,  from 
the  French  by  M.D."] 
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SPECIAL  PATHOLOGY  OF  THE  UTERUS  ;  ABNORMAL 
CONDITIONS;  DEVELOPMENTAL  FAULTS. 

Before  entering  upon  uterine  pathology  proper,  it  will  be 
useful  to  take  a  rapid  review  of  the  congenital  or  developmental 
abnormalities  of  the  uterus.  This  review  is  necessary,  because 
these  abnormal  conditions  are  often  attended  by  disorder  of 
function,  and  give  rise  to  symptoms,  the  interpretation  of  which 
would  be  extremely  puzzling,  if  not  sometimes  impossible,  un- 
less this  association  were  present  to  the  mind.  Some  of  these 
conditions  have  been  referred  to  in  the  history  of  Retained 
Menstruation,  and  of  Extra-uterine  Gestation.  The  following 
summary  is  chiefly  drawn  from  Rokitansky  and  Kussmaul,  and 
from  study  of  specimens  in  the  London  Museums.  The  prin- 
cipal varieties  of  atresia,  congenital  and  acquired,  have  been 
considered  in  the  Chapter  (XIX.)  on  "  Occult  Menstruation  ;" 
and  in  that  (Chapter  XXXVI.)  on  "  Extra-uterine  Grestation," 
that  curious  form  of  uterus,  resulting  from  arrested  develop- 
ment of  one  horn,  has  been  sufficiently  illustrated. 

Complete  absence  of  the  uterus  is  extremely  rare.  When 
there  is  apparent  absence  of  the  uterus  proper,  there  will  be 
found  in  one  or  both  sides,  behind  the  bladder,  in  the  peri- 
toneal fold  destined  to  receive  the  internal  genital  organs,  one 
or  two  small  flattened  roundish  bodies,  solid,  made  out  of 
uterine  substance,  and  with  a  cavity  lined  with  mucous  mem- 
brane. These  are  rudimentary  uterine  horns,  to  which  the 
Fallopian  tubes  have  a  distinct  relation,  although  sometimes 
these  are  absent,  and  sometimes  form  a  blind  worm-like  tube 
closed  at  the  juncture  with  the  rudimentary  uterus,  or  opening 
into  it. 

This  uterine  development  in  the  form  of  two  oval  hollow 
rudiments,  from  which  a  Fallopian  tube  runs  outwards  to  its 
ovary,  is  Mayer's  uterus  bipartitus.  Inwards,  and  between  the 
same  peritoneal  folds,  these  uterine  rudiments  are  united  by 
a  closed  cord  of  uterine  substance.    At  the  seat  of  the  uterus  is 
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found  a  mass  of  connective  tissue  which,  mingled  sparingly  with 
the  just  mentioned  cord  of  uterine  fibres,  assumes  the  outline  of 
a  uterine  body,  and  is  inserted  below  into  the  roof  of  the 
vagina.    In  this  roof  a  stellate  scar  is  sometimes  seen. 

When  one  of  these  rudimentary  uteri  has  developed  into  a 
uterine  body,  then  there  appears  the  one-horned  uterus,  uterus 
unicornis.  When  both  are  developed,  then  we  have  the  two- 
horned  uterus,  uterus  duplex. 

The  one-homed  uterus  always  appears  as  one  half  of  a  uterus, 
that  is,  as  the  unpaired  half  of  a  two-horned  uterus,  and  is 
either  a  right  or  a  left  uterus.  There  is  a  cylindrical  or  spindle- 
shaped  prominence  on  the  corresponding  side  of  the  uterine 
body,  from  the  upper  end  of  which  runs  the  tube.  Compared 
with  the  normal  uterus,  the  one-horned  is  smaller ;  the  vaginal 
portion  especially  is  smaller ;  in  the  cervix  the  plicae  palmatse 
are  nearer  to  the  convex  border  of  the  uterus ;  the  broad  liga- 
ment on  the  side  of  the  missing  uterine  half  is  larger,  often  of 
extraordinary  size. 

The  uterine  rudiment  of  the  other  side  presents  all  the  above 
conditions  :  it  is  a  solid  or  a  hollow  little  body ;  it  sometimes 
lies  at  a  considerable  distance  from  the  one-horned  uterus  in  a 
wide-spreading  peritoneal  fold ;  and  sometimes  it  is  altogether 
wanting.  The  corresponding  ovary  and  tube  follow  the  same 
rule.  The  junction  between  the  rudimental  and  the  one-horned 
uterus  presents  the  greatest  diversities.  At  times  there  is  none. 
At  times  there  runs  from  the  rudiment  a  round,  or  flat-round 
cord  composed  of  uterine  parenchyma  in  an  oblique  direction 
towards  the  one-horned  uterus,  and  inserts  itself  into,  or  above 
the  internal  orifice,  sometimes  higher,  sometimes  lower.  This 
cord  is  solid,  or  contains  a  canal  which  connects  the  cavity  of 
the  one-horned  uterus  with  that  of  the  rudimental  uterus,  and 
makes  this  last  susceptible  of  impregnation.  But  we  have 
seen,  especially  from  Professor  Turner's  researches,  that  im- 
pregnation possibly  takes  place  even  where  the  structure 
uniting  the  rudimentary  horn  with  the  developed  horn  is  solid. 
(See  Chapter  XXXVI.) 

Here  it  may  be  useful  to  place  the  following  figure  taken 
from  Tiedemann  (Fig.  85).  It  is  described  as  a  "  uterus  strongly 
developed  to  the  right,  the  neighbourhood  of  the  isthmus 
atrophied."  It  is  probably  an  instance  of  imperfect  develop- 
ment of  the  left  horn  of  the  uterus.  In  such  cases  it  is  probable 
that  the  general  development  of  the  uterus  is  also  defective. 
I  introduce  it  because  I  believe  it  represents  a  formation  which 
is  not  very  infrequent.  I  have  many  times  met  with  cases  in 
which  the  uterus  resembled  this  one  in  size  and  position,  there 
being  a  small  os  uteri  scarcely  projecting  into  the  vagina.  They 
have  been  brought  under  observation  on  account  of  dysmenor- 
rhea, amenorrhcea,  or  sterility. 
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When,  as  already  said,  the  two  rudiments  constituting  the 
uterus  bipartitus  are  developed  equally  after  the  type  of  the 
one-horned  uterus,  there  appears  an  excess  of  development  in 
the  shape  of  two  uterine  halves,  which  are  fused  together  from 
one  point  of  their  convex  borders  in  the  form  of  a  uterus 
bicornis.  The  degree  of  two-hornedness  varies,  and  is  deter- 
mined by  the  spot  from  which  the  two  uterine  halves  run 
together.  The  lower  this  is,  the  more  obtuse  is  the  angle  of 
union,  and  so  much  the  greater  is  the  divergence  of  the  two 
halves.  It  falls  very  rarely  below  the  orificium  internum,  and 
here  the  two  run  into  one  common  cervix  in  such  a  manner  that 


Fig.  85. — (From  Tiedemann.) 

UTERUS  STRONGLY  DEVELOPED  TO  RIGHT.       PROBABLY  IMPERFECT  DEVELOPMENT  OF  LEFT  SIDE 

they  lie  horizontally.  The  higher  the  place  of  union,  the  more 
acute  is  the  angle,  so  that  at  last  the  two-hornedness  is  nothing 
more  than  an  unusual  divergence  of  the  two  horns  of  the  uterus, 
which  exhibits  outwardly  a  somewhat  broader  fundus,  but  is 
otherwise  normal.  Under  these  conditions  there  appears 
between  the  two  uterine-halves  a  uterine  mass  which  has  the 
significance  of  a  fundus  uteri.  The  higher  this  connecting 
bond  between  the  uterine-halves  is,  the  more  prominent  is  this 
significance  ;  and  when  it  is  on  a  level  with  the  ends  of  the 
uterine  horns,  and  overtops  these  with  its  arch,  then  the  two- 
hornedness  has  vanished. 

This  is  illustrated  in  Fig.  86,  taken  from  a  girl  who  died  of 
phthisis  at  the  age  of  seventeen.  She  was  well  developed.  The 
Graafian  vesicles  were  numerous  and  large.  The  vagina  was 
well-formed.  The  horns  open  into  a  common  uterine  cavity. 
The  walls  are  unusually  thick ;  the  fundus,  although  depressed 
in  the  centre,  indicating  the  original  two-hornedness,  is  straighter 
than  in  Figs.  87,  88. 

The  bicornute  uterus  is  illustrated  in  a  remarkable  specimen 
in  the  Royal  College  of  Surgeons,  taken  from  a  mulatto 
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Fig.  86.— (From  nature,  from  a  specimen  in  Guy's  Museum,  226178.) 

DOUBLE  OK  BICOBNUTE  UTERUS,  WITH  A  SINGLE  CERVIX  AND  OS  UTERI. 


Fig.  87.— (Royal  College  of  Surgeons,  ad  nat.) 

BICORNUTE  UTERUS. 
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(Physiological  Series,  2828).  In  this  specimen  the  body  of 
the  uterus  is  drawn  out  into  two  long  horns,  so  that  the  line 
representing  the  fundus  between  the  two  horns  is  a  long  con- 
cave arch.  More  commonly  the  two  horns  continue  parted  for 
an  indeterminate  space  by  a  septum  descending  from  the 
fundus  to  a  variable  length.  It  may  reach  as  low  as  the  os 
uteri  internum,  or  even  the  os  externum.  If  the  septum  is 
incomplete,  it  ends  below  in  a  sharp  edge,  but  it  commonly 
stretches  lower  down,  along  the  posterior  wall,  in  the  form  of  a 
ridge,  like  a  raphe. 

In  Fig.  88,  also  taken  from  a  specimen  in  Guy's  Museum, 
No.  2261 80,  is  seen  a  double  uterus,  with  a  single  cervix,  so  that 
only  one  os  uteri  opens  into  the  single  vagina.  Such  a  case 
might  be  recognised  in  the  living,  by  feeling  the  indented 
fundus,  as  well  as  by  the  sound,  which  might  perchance  enter 
the  two  cavities  one  after  the  other. 


Fig.  88.— (From  nature,  from  a  specimen  in  Guy's  Museum.) 

BICORNUTE  UTERUS,  THE  SEPTUM  DIVIDING  THE  UTERINE    CAVITY  INTO  TWO,  DESCENDS  A8  FAR 

AS  THE  ISTHMUS. 


In  other  cases  the  division  extends  along  the  cervical  portion, 
so  that  two  ora  uteri  open  into  one  common  vagina.  Such  a 
case  may  be  very  puzzling  in  labour,  as  I  once  experienced.  I 
was  called  in  consultation  to  a  case  of  puerperal  convulsions,  in 
order  to  deliver  the  woman.    The  surgeon  in  attendance,  using 
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his  right  hand,  always  touched  the  child's  head  presenting  at 
the  os  uteri.  I,  as  is  my  custom,  examining  with  the  left 
hand,  could  only  feel  the  head  through  a  thick  solid  wall  of 
flesh.  It  was  not  until  I  followed  exactly  the  clue  indicated  by 
my  friend  that  I  touched  the  head,  and  could  apply  instru- 
ments. There  was  a  double  uterus.  My  finger  had  first 
entered  the  empty  side. 

In  Cruveilhier's  magnificent  work  is  a  beautiful  drawing  of  a 
double  uterus,  taken  from  a  woman  who  died  of  puerperal 
fever.  The  uterus  which  contained  the  foetus  presents  much 
the  same  appearance  as  is  usual  after  delivery,  in  the  single 
uterus.  The  other  uterus  is  enlarged  in  sympathy  with  its 
impregnated  fellow,  but  is  considerably  smaller. 

In  a  few  very  important  cases  there  is  atresia  of  one  half  of 
the  uterus  bicornis. 

To  the  two-hornedness,  with  formation  of  a  septum,  belongs 
the  uterus  bilocularis,  which  consists  in  the  septum -formation  in 
a  uterus,  normal  as  regards  the  degree  of  divergence  of  its 
horns.  The  septum  in  the  uterus  bilocularis  presents  all  the 
variations  seen  in  the  uterus  unicornis.  Its  presence  is  often 
signified  by  a  greater  breadth  of  the  uterine  body,  and  some- 
times by  a  shallow  furrow  along  its  posterior  wall. 

The  vagina  presents  corresponding  diversities  in  the  uterus 
bicornis  and  the  bilocularis.  It  is  normal,  or  there  is  a  septum, 
dividing  the  canal  more  or  less  completely  into  two. 

The  septum  may  extend  all  along  the  uterus  and  vagina. 
The  pathological  relations  of  this  form  of  uterus  have  been 
referred  to  in  the  Chapter  on  "  Occult  Menstruation."  The 
condition  is  not,  I  believe,  very  uncommon.  Most  museums 
can  show  a  specimen ;  and  every  now  and  then  a  living  speci- 
men comes  under  notice,  either  accidentally  or  on  account  of 
some  difficulty  in  the  functions  of  menstruation  or  labour.  But 
these  difficulties  are  by  no  means  necessary.  Things  may  go  on 
very  well,  one  vagina  and  one  uterus  acting.  The  figs.  89,  90, 
are  taken  from  a  preparation  (226185)  in  Gruy's  Museum.  There 
is  one  equally  typical  in  St.  Thomas's.  The  Gruy's  specimen 
was  taken  from  a  woman  aged  50,  who  died  of  influenza  ;  she 
had  been  married  twenty  years,  remaining  sterile.  The  tubes 
and  ovaries  were  matted  together  by  adhesions.  The  body  of 
the  uterus  seen  externally  was  single,  only  a  slight  depression 
marking  the  internal  division. 

As  regards  menstruation,  conception,  and  labour,  the 
described  forms  of  uterus  behave  as  follows : — The  constituent 
rudiments  of  the  uterus  bipartitus  are  capable  of  conception ; 
an  accumulation  of  menstrual  blood  in  the  cavity  of  such  a 
rudiment  with  dilatation  of  it  may  happen.  Where  such  a 
rudiment  is  connected  with  a  one-horned  uterus  by  a  perforated 
bond  of  union,  it  is  capable  of  conception,  and  so  even  when  it 
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is  solid.  The  gestation  terminates,  as  in  tubal  gestation,  by 
rupture,  within  three  or  four  months.    The  uterus  unicornis 


Fig.  89. — (From  nature,  from  a  specimen  in  Guy's  Museum.) 

DOUBLE  UTERUS  AND  VAGINA. 

u,  u,  The  right  and  left  uterine  cavities,  communicating  by  separate  cervical  canal  and  cs 
into  v  v,  right  and  left  \aginse. 

a,  The  septum  of  dense  fibrous  tissue,  which  runs  along  the  median  line. 


and  the  uterus  bicornis,  as  well  as  the  bilocularis,  are  capable 
of  conception.    In  the  two  last,  repeated  gestations  occur  inter- 
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changeably ;  sometimes  in  one,  sometimes  in  the  other  nterine 
half.  When  conception  takes  place  in  one  half,  a  decidna  is 
formed  in  the  other  half,  and  grows  daring  the  early  part  of  the 
pregnancy  equally  with  the  pregnant  half.  Moreover,  twin- 
pregnancy  may  occur,  not  only  in  one  uterine  half,  but  preg- 
nancy has  been  observed  in  the  two  halves  simultaneously. 
In  this  case  one  foetus  is  usually  arrested  in  development. 

In  these  uterine  forms  the  ruptures,  abortions,  tedious 
labours  observed  are  accounted  for  by  the  smaller  mass  of  the 
uterus,  and  by  the  diminution  of  the  uterine  fundus. 

When  there  is  atresia  of  one  half  of  the  uterus  bicornis, 
retention  of  menstruation,  with  its  perilous  consequences,  will 
occur.  Rokitansky  relates  a  case  where  the  fluid  retained  in 
the  closed  half  caused  perforation  of  the  septum,  and  discharge 
into  the  half  which  communicated  with  the  vagina. 

Abnormal  size  of  the  uterus  may  originate  in  foetal  life  or 
may  arise  later,  from  premature  sexual  maturity.  It  consists  in 
hypertrophy  and  dilatation. 

Hypertrophy  affects  the  whole  uterus  or  only  a  part  of  it. 
As  partial  hypertrophy,  that  of  the  vaginal-portion  is  especially 
deserving  of  attention. 

General  hypertrophy  is  commonly  so  formed  that  the  uterine 
cavity  is  uniformly  enlarged  (excentric  hypertrophy).  In  lesser 
degrees  the  cavity  is  often  normal,  and  often  it  is  narrowed 
(simple  and  concentric  hypertrophy).  The  enlargement  attains 
in  the  first  form  considerable  degrees,  becoming  as  large  as  a 
goose's  egg,  or  a  fist,  and  larger ;  its  walls  becoming  half  an 
inch  or  an  inch  thick.  The  most  important  enlargement  occurs 
with  connective-tissue  tumours  which  prolapse  into  the  cavity 
or  grow  in  it.  A  simultaneous  elongation  occurs  in  hypertrophy 
of  the  prolapsed  uterus.  The  hypertrophied  uterine  mass  is  often 
like  that  of  the  normal  uterus,  and  often  the  connective  tissue  in 
it  is  increased,  and  thus  its  consistency  is  greater. 

Dilatation  of  the  uterine  cavity  is  commonly  attended  by 
thickening  of  its  walls  (active  dilatation)  ;  and  often  with 
thinning  (passive  dilatation).  It  is  generally  produced  by  accu- 
mulations within,  the  result  of  stenosis  or  atresia  at  a  lower 
point.  In  Guy's  Museum  (226172)  is  \  a  specimen  showing- 
dilatation  of  the  body  of  the  uterus  with  thinning  of  its  walls. 
A  quantity  of  albuminous  matter  had  collected  within  it,  and 
the  os  internum  was  closed. 

Abnormal  smallness  of  the  uterus  may  be  the  consequence  of 
defective  development.  The  uterus  is  small  from  retaining  its 
infantile  form,  or  its  growth  was  arrested.  In  the  latter  case  it 
is  small  throughout,  thin- walled,  its  mucous  membrane  is  thin, 
its  plicse  palmatse  very  slightly  raised.  Commonly  the  other 
organs,  the  whole  body,  are  retarded  in  development,  and  espe- 
cially the  heart  is  small. 
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The  smallness  may  be  due  to  atrophy.  This  may  affect  the 
whole  uterus,  or  simply  the  cervix,  or  the  vaginal-portion. 

Atrophy  of  the  whole  uterus  follows  chiefly  upon  chronic  catarrh 
in  advancing  age  ;  often  prematurely  upon  cessation  of  menstrua- 
tion ;  and  sometimes  even  in  younger  persons,  in  consequence 
of  the  rapid  succession  of  labours.  Mostly,  the  uterine  cavity  is 
narrowed  (concentric  atrophy),  and  here  and  there,  in  the  cavity, 
or  at  the  orifices,  there  are  adhesions  of  mucous  membrane. 
Often,  the  uterine  cavity  is  enlarged  by  the  accumulation  of 
secretions.  When  these  adhesions  exist  [excentric  atrophy) 
the  uterine  substance  is  dense,  tenacious ;  or  especially  in  ad- 
vanced age,  softened,  pale,  penetrated  by  rigid,  widened,  calci- 
fied arteries,  a  condition  which  disposes  to  bleedings.  (See 
Fig.  91.)  Fibrous  tumours  also  lead  to  atrophy  of  the 
uterus. 

Atrophy  of  the  cervix  is  commonly  caused  by  the  dragging 
which  it  undergoes  from  the  rising  of  uterine  and  ovarian 
tumours  into  the  abdomen.  It  is  drawn  out  lengthwise,  made 
thinner ;  the  duplicature  of  the  vagina  which  surrounds  the 
vaginal-portion  is  unfolded,  and  the  vaginal  roof  is  transformed 
into  a  cone.  Then  closures  of  the  cervical  canal  ensue,  and  even 
at  times  a  gradual  separation  of  connection. 

Atrophy  of  the  vaginal-portion  occurs  sometimes  after  re- 
peated labour. 

Mr.  "Walter  Whitehead  relates*  a  remarkable  case,  in  which  it 
seems  probable  that  the  uterus  and  ovaries  completely  disap- 
peared after  labour. 

A  woman,  aged  39,  first  menstruated  at  11,  married  at  25, 
had  four  children  within  three  years  and  a  half,  the  first  two 
being  born  prematurely.  Severe  flooding  took  place  after  the 
last  labour.  She  had  a  long  convalescence,  but  there  was  no 
history  of  acute  disease.  During  eleven  years  menstruation 
never  returned,  nor  was  there  the  slightest  leucorrhoea ;  she  had 
become  quite  indifferent  to  sexual  intercourse.  For  four  months 
previous  to  birth  of  last  child  she  had  passed  large  quantities  of 
blood  per  anum.  She  was  a  tall,  pale,  thin  woman,  with 
markedly  flabby  cheeks,  and  a  commencing  arcus  senilis ;  the 
mammse  shrunken  and  flat,  with  apparent  atrophy  of  gland- 
structure.  No  cervix  or  uterus  could  be  detected  ;  but  a  small 
triangular  opening  was  felt  and  seen  in  the  position  of  the  os. 
A  No.  12  elastic  catheter  passed,  without  any  pressure,  eight 
inches  through  the  opening.  Every  mode  of  examination  failed 
to  detect  a  uterus.  The  sound  passed  through  the  opening 
could  be  felt  under  the  abdominal  wall,  two  inches  above  the 
umbilicus.  It  might  be  conjectured  that  the  sound  went  through 
the  fundus  of  the  uterus  ;  but  repeated  examinations,  varied  in 
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manner,  by  Dr.  Thorburn,  Dr.  Lloyd  Roberts,  and  Mr.  Windsor 
corroborated  the  conclusion  drawn  by  Mr.  Whitehead. 

The  following  drawing  (Fig.  91)  taken  from  CarswelPs 
"  Morbid  Anatomy,"  represents  a  form  of  atrophy  of  the  uterus 
connected  with  calcification  of  the  ovario-uterine  arteries. 


Fig.  91. — (after  carswell.) 

atropht  of  the  uterus  and  ovaries  from  ossification  of  the  arteries. 

a,  a,  Uterus  laid  open  ;  b,  b,  tubes  ;  c,  c,  ovaries  ;  d,  d,  d,  the  principal  arteries,  and  several 
of  their  smaller  branches  completely  ossified  and  nearly  impervious ;  the  substance  of  the 
uterus  e,  containing  a  multitude  of  small  arteries  in  the  same  state ;  a  tumour  /,  composed  of 
dilated  veins  and  cellulo-fibrous  tissue,  occupying  the  fundus  of  the  uterus. 


Some  forms  of  atresia  and  stenosis  have  been  described  in 
Chapter  XIX. 

Obliteration  of  the  uterine  cavity  is  sometimes  the  result  of 
concentric  atrophy;  it  often  results  from  adhesions  following 
accumulations  of  mucus,  mucous  polypi,  or  connective-tissue 
tumours. 

Obliteration  of  the  cervix  uteri  and  of  the  orifices  is  commonly 
caused  by  closure  from  pullulating  ovula  Nabothi.  More  often 
the  os  internum  is  closed  by  flexions.  Occasionally  it  is  the 
result  of  longitudinal  dragging  of  the  cervix.  The  os  internum 
may  be  closed  by  cicatrices  from  lacerations  and  bruisings,  from 
ulcerative  loss  of  substance,  from  amputation  of  the  vaginaL 
portion,  from  the  action  of  cauteries.  In  aged  women,  it  not 
unfrequently  closes  by  a  process  of  concentric  atrophy,  the  margin 
of  the  ring  of  the  os  uteri  getting  glued  up  by  dense  epithelial 
scales  resembling  a  membrane. 
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Fig.  92,  from  a  specimen  in  the  London  Hospital,  put  up  by 
me,  represents  closure  at  three  different  points  of  the  uterine 
canal. 


Fig.  92. — London  Hospital,  Ea.  56,  from  nat.  size  (dr.  barnes). 

STENOSIS  ;  ATRESIA  ;  DILATATION  OF  UTERUS. 

This  uterus  came  from  a  woman  aged  43,  married,  barren. 
It  is  divided  imperfectly  into  three  cavities.  The  upper  two,  b, 
are  hour-glass  shaped  ;  the  lowest,  c,  about  three-quarters  of  an 
inch  long,  is  separated  from  the  middle  one  by  a  nearly  complete 
fold  of  mucous  membrane.  In  the  middle  cavity,  the  uterus 
is  deeply  furrowed,  and  studded  with  large  gaping  follicles. 
The  atresia  was  no  40UDt  due  to  endometritis  with  follicular 
inflammation. 

Abnormities  of  shape  of  the  uterus. — As  a  congenital  anomaly, 
there  occurs  the  congenital  obliquity  in  connection  with  the 
uterus  bipartitus,  unicornis,  bicornis,  and  bilocularis.  The  most 
marked  form  of  this  is  seen  when  one  horn  with  its  tube  stands 
higher  than  the  other,  and  the  vaginal-portion  is  correspondingly 
oblique.  This  uterus  lies  obliquely  in  the  pelvis,  inclining  to 
one  or  other  side  of  the  vaginal  roof.  (See  Fig.  85  from  Tiede- 
mann.)    The  broad  ligament  of  this  side  is  narrower,  and  the 
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ovary  lies  nearer  to  the  uterus.  Sometimes  this  uterus  is  bent 
in  an  angular  form  on  that  side  which  is  highest.  Often  the 
higher  side  is  more  dense  and  bigger. 

There  are  asymmetrical  forms  of  the  uterus  caused  by 
excessive  development  of  one  half  of  the  body  of  the  uterus. 
When  there  is  bending  on  this  side,  the  retort  form  is  produced. 

Among  acquired  malformations,  there  is  obliquity  from  one- 
sided dragging  of  a  fibrous  tumour,  or  an  ovarian  tumour,  from 
dragging  in  hypertrophy  of  the  vaginal-portion,  from  scars, 
from  various  accumulations  in  its  cavity,  and  from  inflamma- 
tory adhesions  in  one  broad  ligament. 


CHAPTER  XXXVIII. 


GENERAL  OBSERVATIONS  ON  UTERINE  PATHOLOGY ;  EFFECTS 
OF  LABOUR  AND  LACTATION;  INVOLUTION  IN  DEFECT 
AND  EXCESS. 

In  studying  the  pathology  of  the  uterus,  it  is  especially  necessary 
to  keep  in  constant  view  the  peculiarities  of  structure  and  the 
physiology  of  the  organ.  No  organ  in  the  body  undergoes  such 
remarkable  physiological  changes.  At  each  menstrual  period 
there  is  increased  vascularity,  increased  volume,  increased  mus- 
cular energy,  the  development  of  new  tissue,  followed  by  a  retro- 
grade process  of  involution,  which  effects  the  return  to  the  ordinary 
state.  At  every  pregnancy  the  changes  wrought  are  more 
wonderful  still.  Under  its  physiological  influences,  the  uterus 
is  thus  continually  subject  to  alternate  hypertrophy  and 
atrophy,  or  more  strictly  speaking,  involution.  The  mucous 
membrane  is  endowed  with  extraordinary  regenerative  power. 
And  these  active  reproductive  and  solvent  forces  inherent  in  the 
uterus  are  constantly  ready  to  be  called  into  action  on  any 
abnormal  stimulus.  Thus,  if  a  fibroid  tumour  form  in  the 
uterine  wall,  or  project  into  its  cavity,  the  vessels  and  tissues 
respond  just  as  they  do  to  the  stimulus  of  impregnation. 

Interruptions,  then,  to  the  fulfilment  of  the  organic  changes 
evoked  by  function  will  account  for  a  large  proportion  of  the 
cases  of  uterine  disease,  especially  congestion,  engorgement, 
hyperplasia,  hypertrophy,  atrophy.  Continually  recurring* 
functional  acts  will  also  exert  an  influence,  generally  injurious, 
sometimes  beneficial,  upon  morbid  conditions. 

Perhaps  there  is  no  organ  in  the  body  so  prone  to  hypertrophy 
as  the  uterus.  Its  functional  hypertrophy  has  often  been 
likened  to  inflammation,  notably  that  hypertrophy  of  the 
mucous  membrane  which  results  in  the  formation  of  the 
decidua. 

The  diatheses  also  must  not  be  overlooked.  When  one  of 
these  exists,  it  may  be  the  primary  cause  of  the  development 
of  disease  in  the  uterus  ;  or,  if  one  of  them  happen  to  complicate 
uterine  disease  which  has  arisen  from  other  causes,  it  will  impress 
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its  stamp,  will  greatly  increase  the  difficulty  of  cure,  and  will, 
therefore,  dictate  largely  the  course  of  treatment.  The  strumous, 
dartrous  or  herpetic,  rheumatic  or  gouty  diatheses,  or  the 
syphilitic,  tuberculous,  or  cancerous  cachexiae  often  play  a  most 
important  part  in  the  production,  continuance,  and  curability 
of  uterine  diseases. 

The  uterus  is  liable  to  alteration  of  structure  and  disturbance 
of  function  from  causes  external  to  itself.  Some  of  these  may 
take  their  rise  in  distant  organs,  some  in  neighbouring  organs ; 
and  the  uterus,  as  an  integral  part  of  the  whole  organism,  is 
subject  to  the  constitutional  disorders  which  affect  the  body, 
and  to  the  disorders  ensuing  upon  the  multitudinous  varieties  of 
toxaemia.  Thus  the  uterus  is  liable  to  tubercle.  The  blood 
dyscrasiae  which  dispose  to  haemorrhages  from  the  mucous  mem- 
branes are  perhaps  more  likely  to  induce  haemorrhage  from  the 
uterus  than  from  other  organs.  This  is  especially  true  during 
the  period  of  sexual  activity.  Thus  scurvy,  small-pox,  measles 
often  cause  uterine  and  tubal  haemorrhages. 

Certain  medicinal  substances  or  poisons  circulating  in  the 
blood  act  with  special  intensity  upon  the  uterus. 

The  uterus  is  remarkably  susceptible  to  nervous  impressions, 
emotional,  reflex,  and  so-called  sympathetic ;  and  through  these 
nervous  impressions  it  is  certain  that  functional  and  even  struc- 
tural disturbances  are  produced.  The  uterus  stands  in  the  most 
intimate  correlation  with  the  ovaries  and  breasts.  With  the 
ovaries  it  is  directly  associated  by  its  vascular  supply,  which  may 
be  said  to  be  common  to  both  organs.  The  vessels  supplying 
both  so  freely  anastomose  that  it  is  impossible  for  hyperaemia 
to  exist  in  the  one  without  involving  the  other  in  a  similar 
condition.  This  is  most  strikingly  manifested  in  the  uterine 
hyperaemia  evoked  by  the  ovarian  menstrual  nisus  ;  but  it  is 
almost  equally  clear  that  what  is  called  ovarian  dysmenorrhoea 
reacts  upon  the  uterus  also. 

The  application  of  the  suckling  infant  to  the  breast  often 
causes  contraction  of  the  uterus.  I  have  often  known  it  cause 
uterine  haemorrhage.  Many  women  are  conscious  of  pain  in 
the  uterus  when  suckling.  The  application  of  leeches  or  blisters 
to  the  breast  has  brought  on  menstruation. 

Obstinate  pruritus padendoriim,  by  keeping  up  a  constant  excess 
of  blood  and  local  nervous  disorder,  not  seldom  brings  about  a 
congestion,  enlargement,  or  infarctus  of  the  uterus. 

The  uterus  in  its  turn  is  the  starting-point  for  manifold 
affections  of  the  distant  organs,  and  of  the  general  system.  I 
do  not  in  this  work  more  than  glance  at  the  influences  which 
the  pregnant  womb  exerts.  Those  which  spring  from  the  non- 
pregnant womb  are  scarcely  less  striking. 

The  uterus  is  especially  liable  to  change  of  structure  and 
disturbance  of  function  under  the  influence  of  changes  affecting 
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its  neighbouring  organs.    Floating,  as  it  does  freely,  between 
the  bladder  and  the  rectum,  it  is  subject  to  constant  change  of 
position,  according  to  the  varying  conditions  of  fulness  or 
emptiness  of  these  organs.    Of  course,  so  long  as  these  conditions 
are  within  physiological  limits,  the  uterus  adapts  itself  readily 
to  them ;  but  if  the  natural  mobility  of  the  uterus  be  impeded, 
as  by  plastic  deposits  about  the  broad  ligaments,  by  blood- 
masses  and  plastic  deposits  in  the  retro-uterine  pouch,  by  tubal 
gestation,  or  by  any  body  becoming  attached  to  it,  uterine 
hypergemia  proceeding  to  infarctus  or  hypertrophy  is  sure  to 
follow.    In  every  case  of  pelvic  peritonitis,  or  so-called  pelvic 
cellulitis,  the  uterine  walls  are  found  thickened.     This  is  a 
frequent  cause  of  secondary  puerperal  haemorrhage,  and  of 
haemorrhage  continuing  for  months  after  labour  as  menorrhagia. 
This,  it  may  be  said,  is  due  to  arrested  involution  from  the  state 
of  pregnancy,  this  form  of  inflammation  commonly  arising  after 
labour  or  abortion,    But  I  believe  this  is  only  one  particular 
instance  of  a  general  law.    The  same  state  of  engorgement  and 
hyperplasia  is  observed,  no  matter  what  the  cause  which  fixes 
the  uterus.    This  fixing  and  the  attendant  changes  in  the 
circulation  of  the  organ  account  in  great  part  for  the  enlarge- 
ment of  the  body  of  the  uterus,  which  takes  place  when  cancer 
invades  the  neck.   If  inflammation  begin  in  the  broad  ligament, 
or  in  Douglas's  pouch,  not  spreading  to  the  uterus,  but  fixing 
it  by  external  deposits,  enlargement  equally  follows. 

The  uterus  also,  I  have  observed,  is  liable  to  hyperplastic 
enlargement,  as  the  result  of  oft-repeated  or  long-continuous 
hyperemia  produced  by  disorder  of  the  liver,  kidneys,  or  heart. 

We  shall  find  the  history  of  the  natural  changes  ensuing 
upon  menstruation,  pregnancy,  and  labour  to  be  a  necessary 
introduction  to  the  right  appreciation  of  engorgement,  inflam- 
mation, hypertrophy,  prolapsus,  versions  and  flexions  of  the 
uterus,  and  of  other  uterine  and  peri-uterine  affections.  This 
history,  then,  which  really  includes  the  study  of  the  etiological 
relations  of  so  many  disorders,  will  here  be  briefly  traced. 

Effects,  Local  and  Constitutional,  of  Labour  and  Lactation. 

A  very  large  proportion  of  the  cases  of  uterine  disease  which 
come  under  treatment  are  the  result,  more  or  less  immediate,  of 
parturition.  To  understand  this  aright  it  is  necessary  to  study 
what  are  the  effects  of  parturition  upon  the  uterus.  Partu- 
rition is  a  violent  process.  Even  in  ordinary  labour  the  dila- 
tation of  the  cervix  uteri  is  effected  in  great  part  by  the  direct 
pressure  of  the  head  or  other  part  of  the  child.  In  many  cases 
the  pressure  thus  exerted  amounts  to  severe  bruising,  con- 
tusion of  tissue,  attended  by  a  partial  sliding,  a  glacier-like 
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movement  of  the  mucous  membrane,  away  from  the  subjacent 
tissues.  This  traumatic  process  necessarily  involves  the  rup- 
ture of  many  small  vessels,  producing  ecchymosis  and  serous 
effusion  in  the  connective  tissue,  and  even  in  the  wall  of  the 
cervix.  That  the  edge  of  the  os  externum  uteri  is  almost  con- 
stantly torn  in  first  labours  is  notorious. 

Impeded  Involution. — The  first  in  time,  if  not  in  importance 
of  the  results  of  labour,  is  the  persisting  enlargement  of  the 
uterus,  which  marks  the  failure  of  the  process  of  involution. 
Within  a  month  the  uterus  ought  to  complete  its  return  to  the 
ordinary  state ;  that  is,  it  ought  to  recover  from  a  bulk  represented 
by  one  and  a-half  pounds  weight  or  more  to  two  or  three  ounces. 
This  wonderful  change  is  brought  about  chiefly  by  two  processes. 
The  first  is  one  of  active  and  tonic  contraction  of  the  muscular 
fibre,  which  by  diminishing  the  bulk  of  the  organ,  squeezes  out  of 
its  vessels  all  superfluous  blood.  The  second  process  is  a  com- 
pound one  of  absorption  and  excretion.  The  now  useless  solid 
tissue  is  first  converted  into  granular  fat,  then  absorbed  into 
the  circulation,  and  lastly  ejected  from  the  organism  by  the 
glandular  apparatus.  Both  these  processes  are  liable  to  be 
impeded.  The  first  and  most  essential  act,  that  of  vigorous 
and  persistent  muscular  contraction,  is  often  badly  performed. 
A  degree  of  hsemostasis  remains,  which  keeps  up  congestion, 
disposing  to  hsemorrhage  and  inflammation.  The  excessive 
bulk  and  weight  of  the  organ  occasion  local  distress.  This 
condition,  moreover,  retards  the  second  essential  process  of 
absorption.  And  if  to  this  be  added,  as  is  too  commonly  the 
case,  feeble  glandular  action  and  weak  nutrition,  involution 
is  seriously  retarded. 

Besides  mere  want  of  power,  other  causes  may  concur  in 
frustrating  the  due  involution  of  the  uterus  and  vagina  ;  and 
these  it  is  desirable  to  enumerate.  Associated  under  the 
general  term,  want  of  power,  we  of  course  include  the  influ- 
ence of  accidentally  complicating  diseases,  as  fevers,  phthisis,  and 
of  the  cachexia,  as  struma  and  syphilis.  Under  the  influence 
of  these  diseases  involution  rarely  goes  on  well.  A  marked 
excess  of  bulk,  with  chronic  endometritis  may  be  observed  for 
weeks  and  months.  Flooding  during  and  after  labour,  by 
weakening  general  power,  and  especially  by  impairing  tonicity 
of  muscular  fibre,  retards  involution.  The  occurrence  of  peri- 
metric inflammation  during  childbed,  especially  if  attended  by 
effusions  which  impede  the  mobility  of  the  uterus,  surely 
retards  involution.  Indeed,  I  think  it  may  be  laid  down  as  an 
aphorism  that  whenever  the  mobility  of  the  uterus  is  arrested, 
whether  the  cause  be  external  or  internal,  a  degree  of  hyper- 
plasia is  the  result.  Thus,  as  in  the  case  just  mentioned  of 
perimetritic  adhesions,  imperfect  involution  and  a  process  of 
slow  infarction  follow.    In  the  case  of  extra-uterine  gestation, 
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where  the  foetal  sac  comes  into  adhesion  with  the  uterus,  the 
primary  development  of  the  uterus  under  the  stimulus  of  con- 
ception is  maintained,  and  even  exaggerated.  When  periton- 
itis and  adhesions  form  from  malignant  disease,  the  uterus  is 
always  increased  in  bulk,  and  this  increase  is  greatly  due  to 
this  cause,  not  alone  to  the  direct  influence  of  the  malignant 
disease. 

The  inevitable  injury  inflicted  upon  the  cervix,  and  especially 
upon  the  vaginal-portion,  may  evoke  such  an  active  process  for 
repair  that  general  involution  may  be  impeded. 

Displacements  of  the  uterus  also  impede  involution  ;  and 
displacements  are  very  apt  to  occur  after  labour.  The  most 
common  displacements  are  retroversion,  retroflexion,  and  pro- 
lapsus. When  one  of  these  occurs  the  free  circulation  through 
the  uterine  vessels  is  necessarily  interrupted.  The  arteries  may 
pump  in  blood,  but  the  return  by  the  veins  is  obstructed  by  the 
tortuous  course  and  angulations  produced  by  the  displacement. 
Hsemostasis,  frequent  metrorrhagia,  arrest  of  involution,  and 
continuous  infarction  are  the  result. 

Fibroid  tumours,  or  polypi  in  the  uterus,  retard  involution, 
by  keeping  up  a  developmental  attraction  of  blood.  It  is  a 
kind  of  spurious  gestation. 

I  am  disposed  to  fix  the  normal  period  required  for  complete 
involution  as  one  month.  But  this  applies  to  persons  in  health, 
and  placed  in  favourable  circumstances.  Hospital  air  is  an 
unfavourable  condition ;  and  I  am  told  that  in  the  lying-in 
hospitals  abroad  six  weeks  is  the  time  usually  required. 

The  reduction  in  size  which  the  uterus  has  to  undergo,  and 
the  brief  space  within  which  this  change  has  to  be  effected,  con- 
stitute one  of  the  most  striking  facts  in  physiology.  At  the 
full  term  of  pregnancy  the  cavity  of  the  uterus,  says  Simpson, 
contains  above  400  cubic  inches ;  and  in  the  non-pregnant  it 
can  hardly  be  said  to  be  equal  to  one  cubic  inch.  Yet  to  this 
latter  capacity  the  uterus  must  be  reduced  in  a  month. 

The  extent  of  involution  of  the  uterus  after  labour  may  be 
accurately  traced,  by  observation,  by  touch,  and  by  measure- 
ment with  the  sound.  The  following  diagram  (Fig.  93,  p.  470), 
from  Simpson,  gives  an  idea  of  the  ordinary  difference  in  bulk 
of  the  uterus  in  which  involution  has  been  arrested,  and  that 
of  the  uterus  in  its  ordinary  state. 

Dr.  Snow  Beck  showed  to  the  London  Medical  Society  (1851) 
a  specimen  of  arrested  involution,  under  the  title  "A  New 
Disease  of  Uterus."  The  structure  of  the  hypertrophied  uterus 
showed  no  inflammatory  or  heterologous  deposits ;  but  the 
tissue  of  the  organ  was  similar  in  its  histological  characters  to 
the  tissue  of  the  uterus  at  the  ninth  month  of  pregnancy, 
except  only  that  its  component  fibres  were  smaller  in  size. 

The  evidence  of  the  traumatic  injury  sustained  in  labour 
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remains  in  the  indented  cicatrices  round  the  margin  of  the  os, 
which  are  characteristic  of  the  vaginal-portion  in  women  who 
have  borne  children.  But  if  the  parts  be  examined  soon 
after  labour,  much  more  striking  marks  of  the  injury  they  have 
sustained  will  be  witnessed.  Immediately  after  labour  the 
vaginal-portion  is  large,  flabby,  pulpy,  so  as  to  be  almost  indis- 
tinguishable to  the  touch.    It  is  some  days  before  it  retracts 


FlG.9  3.— (AFTER  SIMPSON.) 

The  outer  outline  represents  the  bulk  of  the  uterus  arrested  in  its  involution  after  pregnancy 
The  inner  one  represents  the  bulk  it  ought  to  attain. 

to  any  considerable  extent,  or  regains  much  firmness  of  tex- 
ture. The  tissue  of  the  cervix  and  of  the  connective  tissue 
surrounding  the  vessels  at  their  entry  from  the  broad  liga- 
ments is  infiltrated  with  serum,  which  has  to  be  absorbed. 
The  entire  thickness  of  the  vaginal-portion,  as  I  have  repeatedly 
seen  in  post-mortem  examinations,  at  the  end  of  a  week  or 
even  ten  days  after  labour,  is  still  soft,  large,  and  black  from 
ecchymosis. 

It  must  also  be  remembered  that  the  vagina  during  preg- 
nancy and  labour  undergoes  changes  analogous  to  those  which 
affect  the  uterus.    During  pregnancy  the  extreme  vascularity 
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of  the  vagina  gives  a  characteristic  test  of  this  condition.  Its 
walls  grow  in  length  and  breadth  ;  its  tissues  become  softer, 
and  more  distensible.  To  the  touch  this  is  very  perceptible. 
During  labour  it  is  subjected  to  enormous  distention,  and  even 
violence.  Involution  will  be  arrested  under  the  same  con- 
ditions as  those  which  arrest  involution  of  the  uterus.  The 
vagina  then  remains  larger  and  looser;  folds  may  even  pro- 
ject through  the  vulva.  Thus  we  get  a  heavier  uterus, 
which  has  to  be  supported  by  a  vagina  of  less  than  usual 
power. 

Under  favourable  circumstances,  the  process  of  repair  is  rapid 
and  complete*  But  in  a  great  number  of  instances,  the  con- 
ditions are  not  favourable.  Repair  is  retarded  by  a  weakly  state 
of  the  constitution,  by  the  intercurrence  of  various  morbid  actions, 
by  imprudence  in  getting  about  too  soon,  and  the  too  early 
resumption  of  ordinary  duties.  I  am  persuaded  that  rest, 
physical  and  physiological,  for  at  least  a  month  after  labour,  is 
essential  to  complete  the  repair  of  the  injuries  sustained,  and 
the  involution  of  the  pelvic  organs.  This  proposition  will 
perhaps  appear  overstrained  in  the  opinion  of  those  who  advocate 
a  generous  diet  from  the  day  of  labour,  and  removal  to  the 
drawing-room  in  less  than  a  week.  I  have  so  frequently  seen 
pernicious  effects,  immediate  and  remote  from  this  practice,  that 
I  cannot  hesitate  to  condemn  it.  It  is  easy  to  adduce  any 
number  of  cases  of  women  who  have  been  thus  treated,  and  have 
made  good  recoveries.  But  the  practice  is  not  thus  justified,  if 
the  exceptions  also  are  numerous.  It  is  true,  that  many  women 
return  to  their  ordinary  mode  of  life  within  a  fortnight,  and 
continue  with  more  or  less  success  to  perform  their  duties.  But 
the  frequent  penalty  is  uterine  and  constitutional  disease. 
The  speed  and  completeness  of  recovery  from  labour  depend  also 
greatly  upon  the  health  and  physical  power  of  the  individual. 
Women  accustomed  to  hard  work,  hard  living,  and  exposure  to 
the  weather,  complete  the  process  of  repair  much  more  quickly 
than  those  who  are  nursed  in  luxury,  and  whose  first  experience 
of  hard  work  is  acquired  in  the  task  of  bringing  forth  a  child. 
In  the  first  class  of  women,  the  muscular,  vascular,  and  glandular 
systems  are  in  vigorous  working  order.  Effete  matter  is 
quickly  got  rid  of.  Every  organ  soon  returns  to  its  wonted 
state.  In  delicate  and  pampered  women,  on  the  contrary,  the 
muscular  fibre  is  lax,  the  glandular  organs,  especially  those  of 
the  skin,  are  imperfectly  developed,  they  do  their  duty  feebly,  and 
are  easily  overpowered  when  an  unusual  strain  is  thrown  upon 
them.  The  nervous  system  is  stimulated  beyond  measure,  and 
acquires  predominance  over  the  rest.  Under  these  conditions 
it  is  not  surprising  that  the  extraordinary  revolution  in  the 
system,  and  the  important  local  changes  which  have  to  be 
effected  after  labour,  are  accomplished  with  difficulty,  imperfectly, 
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and  are  the  point  of  departure  for  various  constitutional  and 
local  morbid  processes. 

Neglect  of  the  due  period  of  "  rest "  for  repair  is  especially 
apt  to  retard  the  restoration  of  that  part  of  the  uterus  to  which 
the  placenta  adhered.  The  changes  that  have  to  be  effected 
here  are  more  extensive  than  in  the  rest  of  the  internal  surface. 
It  is  no  uncommon  thing  to  see  in  women  dying  a  month  and 
more  after  labour,  a  rough  area,  marking  the  site  of  the  pla- 
centa. This  is  often  covered  with  a  muco-purulent  secretion, 
showing  that  the  return  to  the  ordinary  condition  is  not  com- 
pleted. It  is  easy  to  understand  that  to  tax  the  uterus  in  this 
condition  with  the  premature  resumption  of  functional  work, 
will  start  endometritis,  which  will  readily  assume  a  chronic, 
and  even  permanent  character. 

Analogous  conditions  follow  abortion,  although  the  actual 
violence  inflicted  upon  the  cervix  is  not  so  important  an  element. 
Abortion  also  differs  from  labour  at  term  in  this  respect :  the 
development  of  the  uterus  is  brought  to  a  sudden  termination 
prematurely — that  is,  before  the  tissues  and  the  system  have 
attained  the  conditions  favourable  to  rapid  and  complete  invo- 
lution. Within  the  first  three  or  four  months,  for  example,  the 
muscular  contractibility  of  the  uterus — a  prime  agent  in  start- 
ing healthy  involution — is  not  nearly  so  effective  as  at  term  ; 
and,  in  addition  to  this,  the  transformation  of  the  mucous  mem- 
brane into  decidua,  is  arrested  at  a  stage  when  the  adhesion  to 
the  uterus  is  much  more  intimate,  more  vascular,  and  embraces  a 
relatively  much  larger  area.  Its  separation  is  a  far  more 
violent  process  ;  and  if,  as  is  not  unlikely,  the  mucous  membrane 
was  unhealthy  before  conception,  its  separation  will  be  apt  to 
leave  a  subacute  endometritis,  with  unhealthy  new  mucous 
membrane. 

Rest  is  as  essential  after  abortion  as  after  labour.  The 
indifference  with  which  many  women  in  every  rank  regard 
"  a  slight  miscarriage,"  is  a  source  of  much  future  trouble. 
A  miscarriage  is  looked  upon  as  slight  in  proportion  to  the 
earliness  in  pregnancy  at  which  it  occurs.  But  it  is  a  grave 
error  to  measure  in  this  way  the  importance  of  an  abortion. 
The  earliest  abortion  may  entail  consequences  far  from  slight, 
if  due  hygienic  precautions  are  not  observed. 

Now,  one  of  the  surest  means  of  inducing  some  one  or  more 
of  the  foregoing  involution-retarding  conditions,  is  premature 
exchange  of  "  rest "  for  exertion.  The  upright  posture  within 
the  first  week  or  fortnight  will  surely  increase  the  local  vascular 
tension,  and  promote  displacement  of  the  uterus.  To  add  the 
influence  of  gravity,  and  of  increased  hydraulic  pressure  in  the 
vessels  whilst  the  uterus  is  still  of  inordinate  weight,  and  its 
supports  are  disabled,  cannot  fail  to  be  injurious.  The  most 
healthy  stimulus  to  uterine  involution  is  the  natural  function  of 
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lactation.  If  this  duty — this  physiological  complement  to  par- 
turition— he  neglected,  involution  will  not  go  on  smoothly.  The 
application  of  the  infant  to  the  breast  causes  contraction  of  the 
organ.  It  is  injurious  to  lose  this,  Lactation,  moreover,  caus- 
ing a  derivation  of  physiological  activity  to  a  distant  organ, 
tends  to  promote  rest  in  the  pelvis.  Indeed,  one  of  the  benefi- 
cent purposes  of  this  alternative  or  cyclical  action  of  the  gene- 
rative organs,  is  to  give  each  in  its  turn  the  rest  that  is  neces- 
sary for  restoration.  This  natural  order  cannot  be  broken  with 
impunity.  The  penalty,  or  rather,  one  of  the  penalties,  of  sup- 
pressing the  function  of  the  breasts,  by  depriving  the  uterus 
and  ovaries  of  their  allotted  respite,  is  the  resumption  of  work 
before  they  have  had  time  or  opportunity  to  recover  their  fitness 
for  the  task. 

It  is  to  this  evil  that  women  of  the  easier  classes  are  more 
especially  exposed.  The  increasing  neglect  of  the  function  of 
lactation  is,  I  believe,  a  prolific  cause  of  uterine  disease.  This 
neglect  does  not,  however,  entirely  arise  from  indifference  to 
maternal  duties,  or  the  fancied  more  imperative  duties  of  social 
life.  The  inability  to  suckle  is,  in  numerous  cases,  real.  The 
system,  the  breasts  want  the  power,  the  capacity,  to  secrete 
milk.  After  honest  endeavours,  it  is  too  often  found  that  after  a 
few  weeks  of  scanty  secretion  and  painful  suckling,  the  child  and 
mother  alike  show  evidence  of  the  futility  of  the  effort.  Nothing 
can  lend  stronger  confirmation  to  the  theory  I  have  expressed, 
as  to  the  relative  unfitness  of  women  nursed  in  luxury  to  carry 
out  in  its  completeness  the  function  of  reproduction,  than  this 
failure  of  the  breasts.  The  breasts  are  glandular  organs  de- 
veloped out  of  the  skin.  They  are  closely  analogous  in  structure 
to  the  sebaceous  glands  of  the  skin.  Their  activity  and  degree 
of  development  may  be  taken  as  a  measure  of  the  activity  of 
the  skin  and  other  glandular  organs.  All  show  the  same  kind 
and  degree  of  incapacity.  Unless  the  general  system  have  been 
duly  exercised  and  called  into  activity  by  the  whole  course  of 
life,  the  glandular  system,  like  the  rest,  will  remain  imperfectly 
developed.  It  is  unreasonable  to  expect  the  breasts  to  become 
all  at  once  competent  to  their  work. 

On  the  other  hand,  there  frequently  occur  amongst  the  work- 
ing classes  and  others,  cases  where  involution  of  the  uterus  is 
arrested  by  lactation.  This  is  because  lactation  is  a  task  that 
exceeds  the  strength.  Deficient  food,  bad  health,  and  hard 
work  combine  to  exhaust  the  struggling  mother.  The  process 
of  repair  is  arrested,  and  a  chronic  endometritis,  with  engorge- 
ment, abrasion  of  epithelium  from  the  os  uteri,  and  leucorrhoea, 
sometimes  tinged  with  blood,  or  even  alternating  with  metror- 
rhagia, always  more  or  less  prolapsus  or  retroversion  result.  The 
worn,  thin,  pallid  aspect  of  the  subject  attests  exhaustion.  The 
pulse  is  small,  accelerated  ;  nutrition  is  feeble  ;  the  muscles  are 
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flabby ;  at  one  point  muscular  debility  is  invariably  marked, 
the  dorsal  muscles,  especially  between  the  scapula?,  are  always 
painfully  aching ;  they  are  in  fact  overstrained  by  the  heavy 
burden  of  carrying  the  child.  The  nervous  system  in  many 
ways  suffers  from  imperfect  nutrition ;  vertigo,  syncope,  are  the 
sure  signs  of  ansemia,  and  show  how  the  brain  is  starved ;  dim- 
ness of  sight,  muscse  volitantes,  every  degree  of  amaurosis  com- 
monly attend. 

Mr.  Jonathan  Hutchinson  has  investigated  this  subject  with 
a  sagacity  pointed  by  an  unsurpassed  range  of  pathological 
knowledge.  He  rightly  says  that  dimness  of  vision  during 
suckling  may  be  merely  an  indication  of  the  existence  of  hyper- 
metropia,  and  does  not  necessarily  indicate  retinal  disease. 
Until  weakened  by  lactation,  many  hypermetropic  women  ex- 
perience no  inconvenience,  being  able  to  bear  the  accommodative 
strain  necessary  to  overcome  the  error  of  refraction  ;  but  during 
lactation  they  find  it  difficult  to  keep  the  ciliary  muscle  up  to 
its  unusual  exertion.  He  says  it  is  well  to  examine  if  spectacles 
are  not  requisite. 

Any  nervous  affection  to  which  the  subject  retains  a  predis- 
position, from  antecedent  attacks,  or  from  hereditary  transmis- 
sion, is  now  extremely  apt  to  break  out.  Thus,  over-lactation 
induces  a  recurrence  of  epilepsy,  chorea,  hysteria,  ague :  affections 
from  which  the  subject  might  otherwise  have  been  freed. 

Another  point  of  suffering  is  the  lower  lumbar  and  sacral 
region.  This  is  partly  the  indication  of  reflex  distress,  proceed- 
ing from  the  diseased  uterus,  partly  of  pressure  of  the  enlarged 
organ  on  the  pelvic  nerves,  and  partly  of  spinal  exhaustion  from 
the  constant  wear  and  tear  occasioned  by  the  irritation  of  a 
diseased  organ  acting  upon  an  imperfectly  nourished  nervous 
centre. 

These  subjects  will  also  frequently  complain  of  pain  referred 
to  the  seat  of  one  or  other  ovary,  most  frequently  the  left. 
This  Dr.  Henry  Bennet  has  long  insisted  upon  as  characteristic 
of  irritation  propagated  from  the  inflamed  cervix.  It  may,  ac- 
cording to  him,  and  I  am  disposed  to  agree  with  him,  be  re- 
garded as  a  consensual  pain.  Others,  however,  regard  it  as  an 
indication  of  actual  ovarian  inflammation. 

The  period  when  over-lactation  may  be  said  to  have  begun 
cannot  be  fixed.  It  is  determined  by  the  relative  strength  of  the 
individual.  Whilst  it  may  be  said  that  few  women  are  able 
greatly  to  transgress  the  normal  period  of  nine  or  ten  months 
with  impunity,  it  is  certain  that  many  show  all  the  signs  of 
over-lactation  much  earlier  than  this.  We  must,  then,  look  to 
the  symptoms,  and  not  to  the  time  the  patient  has  been  suckling. 

In  a  considerable  proportion  of  cases,  the  functions  of  the 
ovary  cannot  be  suppressed  beyond  a  few  months,  if  at  all. 
It  is  in  vain  that  the  attempt  is  made  to  keep  ovulation,  with  its 
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consequences — menstruation  and  pregnancy,  in  abeyance  by 
taxing  the  breast.  The  ovary  is  the  dominant  organ,  and 
sooner  or  later  will  assert  its  supremacy.  Accordingly,  we  often 
find  one  of  two  things  taking  place  in  the  course  of  lactation. 
First,  menstruation  returns,  sometimes  in  a  few  months  after 
labour,  and  generally  within  a  year,  except,  indeed,  phthisis  or 
other  exhausting  disease  intervene,  or  premature  atrophy  of 
the  ovaries  and  uterus  be  induced ;  or,  secondly,  unless  a  new 
pregnancy  occur.  This  may,  or  may  not,  be  preceded  by  a  men- 
strual appearance.  Some  women  "never  see  anything  from 
one  pregnancy  to  another."  Whilst  suckling,  they  fall  preg- 
nant, without  exactly  knowing  when.  The  position  of  a  woman 
in  this  predicament  is  indeed  trying.  She  is  labouring  to  sup- 
port three  beings  at  the  same  time.  She  is  goading  into  simul- 
taneous work  the  breasts  and  the  uterus,  which  ought  to  relieve 
each  other.  No  wonder  if,  under  this  double  outrage  to  Nature, 
her  own  strength  break  down,  and  if  the  welfare  of  the  child 
at  the  breast,  and  the  existence  of  the  embryo  in  the  womb, 
be  equally  imperilled.  Accordingly,  we  often  observe  that 
abortion  occurs  under  these  circumstances.  This  accident  is 
the  combined  result  of  the  degradation  of  the  mother's  blood, 
which  becomes  unfitted  to  carry  on  the  nutrition  of  the  embryo 
and  of  the  structures  which  bring  it  into  relation  with  the 
mother;  of  the  reflex  irritation  constantly  starting  from  the 
breast,  and  promoting  congestions  and  contractions  in  the  womb  ; 
and  of  displacement,  such  as  prolapsus  or  retroversion  and 
chronic  metritis. 

The  condition  of  the  uterus  after  the  exhaustion  of  over- 
lactation  is  usually  characteristic.  Its  bulk  is  somewhat  excessive ; 
its  canal  is  patulous,  easily  admitting  the  sound  ;  the  cavity  of 
the  body  is  a  little  dilated,  so  that  its  walls  are  not  in  apposition, 
as  in  the  healthy  uterus  ;  the  appearance  of  the  vaginal-portion 
is  peculiar:  its  aspect  is  pallid,  partaking  of  the  general 
ansemia,  its  lips  are  swollen  out  in  lobes  separated  by  the  scars 
resulting  from  the  slight  rents  which  were  produced  during 
labour ;  to  the  feel  and  sight  the  tumid  os  is  flabby,  soft,  as  if 
cedematous  ;  all  round  the  os,  and  some  way  inside  the  cervical 
cavity,  the  epithelium  is  often  abraded  ;  tenacious  viscous  mucus 
fills  the  canal ;  the  sound  always  causes  a  little  oozing  of  blood  ; 
and  metrorrhagia  is  usual.  Such  is  a  common  condition. 
Sometimes  there  is  great  congestion  and  appearance  of  vascu- 
larity. The  abraded  portions  present  little  granulating  eleva- 
tions, secreting  a  semi-opaque  mucus.  The  margin  of  the 
abrasion  is  well  defined ;  where  the  structure  retains  its  epithe- 
lium investment  the  colour  is  bluish  or  purple.  This  colour 
becomes  much  deeper  if  pregnancy  has  supervened. 

Although  ready  to  sink  from  physical  exhaustion,  the  mother 
still  clings  to  the  burden  which  is  dragging  her  to  the  ground. 
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It  often  requires  the  most  decisive  authority  the  physician  can 
exert  to  induce  these  poor  women  to  give  up  the  unequal 
struggle.  The  most  effective  argument  often  is  to  point  to  the 
child,  which  is  generally  pale,  thin,  deficient  in  the  firmness  of 
healthy  nutrition.  We  may  thus  more  easily  persuade  the 
mother  to  give  up  a  course  which,  whilst  surely  sapping  her  own 
health,  is  doing  her  child  no  good. 

To  wean,  then,  is  generally  the  first  injunction.  The  other 
indications  are  to  restore  the  general  health,  to  improve  nutri- 
tion, to  bring  back  the  proper  proportion  of  red-globules  to  the 
blood,  and  at  the  same  time  to  cure  the  local  disease. 

In  these  cases  quinine  and  iron  are  of  inestimable  value ; 
strychnine  is  of  scarcely  less.  They  almost  take  rank  as  food. 
The  doses  should  not  be  large,  especially  at  first.  One,  or  at 
most  two,  grains  of  quinine  two  or  three  times  a  day,  and  one- 
thirtieth  of  a  grain  of  strychnine  is  enough.  More  will  not  be 
tolerated  if  the  exhaustion  is  great.  Quinine  has  a  special  bene- 
ficial action  beyond  that  as  a  general  tonic.  It  has  a  distinct  pro- 
perty in  causing  contraction  of  the  uterine  fibre.  In  this  way  it 
promotes  involution,  the  diminution  of  congestion,  and  the 
tendency  to  metrorrhagia.  To  produce  this  action,  larger  doses 
are  useful.  Strychnine  possesses  a  similar  property  in  a  marked 
degree.  That  the  diet  should  be  as  generous  as  can  be  digested, 
it  is  needless  to  say.  Alcohol  should  form  a  moderate,  strictly 
limited  ingredient.  The  light  wines  of  France,  the  Ehine,  and 
Hungary  are  the  best  stimulants  and  aids  to  digestion.  But 
where  it  can  be  digested,  good  stout  or  ale  to  the  extent  of  a 
pint  or  two  pints  daily  is  to  be  preferred.  Cod  liver  oil  is  often 
of  great  use.  Under  this  regimen,  the  blood  is  speedily  enriched 
in  quality,  and  the  effect  is  seen  in  returning  strength,  in 
improved  nutrition,  and  more  vigorous  performance  of  all  the 
functions.  We  shall  thus  have  gained  one  necessary  condition 
for  the  repair  of  local  mischief.  Without  this  improved  con- 
stitutional power,  mere  local  treatment  would  probably  fail. 

The  local  treatment  required  is  generally  simple.  One  condi- 
tion is  rest.  This  is  partly  attained  by  keeping  the  prolapsed 
uterus  at  its  proper  level  by  means  of  a  Hodge's  pessary.  This 
brings  singular  aid  also  by  relieving  the  local  hyperemia,  by 
facilitating  the  return  of  blood  from  the  uterus.  Once  every 
four  or  five  days  the  abraded  surface  of  the  vaginal-portion  and 
the  interior  surface  of  the  cervix  uteri  should  be  lightly  touched 
with  solid  nitrate  of  silver.  Or  a  stick  of  three  grains  of  sul- 
phate of  zinc  may  be  introduced  every  third  or  fourth  day  into 
the  cervix.  A  vaginal  injection  of  oak  bark,  tannin,  or  sulphate 
of  zinc,  or  alum  should  be  used  daily  or  even  twice  a  day.  The 
cold  douche,  if  it  can  be  borne  without  pain,  is  often  useful.  In 
summer  the  cold  hip-bath  may  be  employed. 

Under  this  treatment  the  abraded  surface  will  commonly  heal 
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over,  the  congestion  disappearing,  the  bulk  of  the  cervix  becomes 
reduced,  the  tendency  to  prolapsus  is  lessened  by  this  diminished 
weight  of  the  organ,  and  by  the  recovered  tonicity  of  the  vagina 
and  other  uterine  supports.  If  at  this  time,  when  all  active  in- 
flammation has  ceased,  any  marked  degree  of  enlargement 
of  the  vaginal-portion  and  bearing  down  remain,  we  find  a  useful 
remedy  in  the  potassa  cum  calce  or  Vienna  paste.  This  should 
be  rubbed  gently  across  the  most  enlarged  lip  of  the  os  uteri,  so 
as  to  produce  a  small  eschar.  This  sets  up  a  moderate  degree 
of  local  irritation  which  stimulates  to  healthy  granulation,  and 
excites  absorption.  The  raw  surface  will  cicatrize  within  a  week 
or  ten  days,  and  the  bulk  of  the  vaginal-portion  will  commonly 
be  reduced. 

This  treatment,  although  limited  to  the  vaginal-portion  and  the 
canal  of  the  cervix,  exerts  a  beneficial  action  upon  the  enlarged 
body  of  the  uterus.  It  is  certain  that  the  congested,  inflamed  state 
of  the  vaginal-portion  keeps  up  a  similar  condition  of  the  whole 
organ ;  and  it  is  also  a  matter  of  experience  that  remedies  applied 
to  the  vaginal-portion  act  not  only  by  removing  the  irritation  of 
contiguous  disease,  but  also  by  derivation.  The  eschar,  for 
example,  set  up  by  potassa  cum.  cake  upon  the  os  uteri,  acts  by 
derivation  upon  the  body  as  a  blister  does  upon  internal  organs. 

To  set  involution  going,  when  the  case  is  acute,  Simpson 
recommends  local  antiphlogi sties.  This  treatment  is  especially 
indicated  where  any  trace  of  inflammation  remains.  But  in 
cases  where  all  inflammatory  action  seems  to  have  died  out,  he 
says,  a  local  antiphlogistic  course  has  the  effect  of  setting  up 
absorption  in  the  enlarged  organ.  If  the  patient  is  not  very 
weak,  he  advises  the  application  of  a  dozen  leeches  to  the  vaginal- 
portion  of  the  uterus  or  to  the  perinseum. 

In  these  more  acute  cases,  and  in  all  the  more  chronic  cases, 
he  insisted  on  the  use  of  counter-irritants.  Antimonial  or  croton 
ointments,  or  the  cantharides  blister  applied  to  the  hypogastric 
region,  or  painting  this  region  with  tincture  of  iodine  until  it 
produced  vesication,  were  amongst  his  remedies.  At  the  same 
time  he  kept  the  vaginal-portion  of  the  cervix  uteri  immersed  in 
ointments  of  mercury  or  iodide  of  lead,  or  bromide  of  potassium 
introduced  as  vaginal  pessaries. 

As  internal  remedies  he  relied  upon  iodide  and  bromide  of 
potassium. 

Scanzoni  recommends  the  introduction  into  the  vagina  every 
night  of  a  sponge  saturated  with  a  solution  of  iodide  of  potas- 
sium in  glycerine,  in  the  proportion  of  one  in  eight,  or  of  an 
ointment  consisting  of  five  grains  of  iodo-chloride  of  mercury  in 
an  ounce  of  lard, 

I  have  found  the  iodine  and  glycerine  decidedly  useful.  The 
patient  may  apply  it  herself  by  the  aid  of  my  speculum.  (Fig. 
46,  p.  140.) 
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Dr.  Gustavus  Murray  recommends  the  use  of  the  galvanic 
pessary. 

I  have  also  seen  reason  to  think  favourably  of  the  use  of  the 
bromo-iodic  waters  of  the  Woodhall  Spa. 

One  is  frequently  asked  "  How  long  will  it  take  to  get  well?" 
To  this  the  physician  can  give  no  definite  answer,  unless  all  the 
conditions  of  cure  be  placed  fairly  within  his  control.  Whilst 
the  patient  is  pursuing  more  or  less  actively  her  usual  course  of 
life,  and  the  treatment  is  often  interrupted,  the  disease  may 
linger  for  any  length  of  time.  But  take  her  into  hospital,  where 
all  the  necessary  measures,  negative  and  positive,  hygienic  and 
medical,  are  systematically  carried  out,  and  a  cure  within  two 
or  three  months  may  with  confidence  be  predicted. 

Closely  associated  with  this  subject  is  that  of  inflammatory 
engorgement  and  abscess  of  the  breast.  This  condition  is  commonly 
the  result  of,  and  bears  evidence  to,  constitutional  debility,  and 
unfitness  of  the  breast  for  its  function.  It  occurs  at  two  distinct 
periods.    The  most  common  is  at  the  onset  of  the  attempt  to 
suckle.    The  other  period  is  after  lactation  has  been  kept  up 
for  some  months.    Strumous  women,  who  are  especially  liable 
to  glandular  and  connective-tissue  engorgements,  are  particu- 
larly liable  to  early  abscess  of  the  breast.    The  constitution  and 
the  organ  at  once  rebel.  If  the  attempt  to  force  them  be  persisted 
in,  phlegmons  and  abscesses  are  sure  to  form.    It  is  not  within 
the  scope  of  this  work  to  discuss  the  physiology  and  pathology 
of  pregnancy  and  childbed.  I  refer  to  lactation  only  in  reference 
to  our  present  subject.    Much  as,  both  in  the  interest  of  mother 
and  child,  it  is  desirable  to  suckle,  it  is  better,  where  the  function 
is  not  likely  to  be  successfully  carried  on,  not  to  make  the 
attempt.  It  is  rare  for  abscess  to  form  where  no  attempt  to  suckle 
has  been  made.     The  constitutional  conditions  which  contra- 
indicate  lactation  are  general  debility,  anaemia,  a  strumous  dia- 
thesis ;  the  local  conditions  are,  depressed,  undeveloped,  excoriated 
nipples,  or  evidence  of  phlegmons  in  the  breasts.  These  conditions, 
and  others,  lead  to  retention  of  milk.    The  secreted  milk  clogs 
the  milk-ducts,  and  this  condition  leads  to  stasis,  and  inflamma- 
tion in  the  capillary  network  surrounding  the  acini.    When  it 
has  been  determined  to  abandon  lactation,  it  is  a  common  prac- 
tice to  apply  belladonna  to  the  breasts  under  the  belief  that 
this  drug  possesses  the  property  of  drying  up  the  milk.    I  very 
much  doubt  its  efficacy.    I  have  more  faith  in  the  internal  use 
of  iodide  of  potassium.  To  check  secretion,  Dr.  Altstadter  extols 
conium,  given  in  one  or  two-grain  doses  four  or  five  times  a  day. 
The  distinct  indication  is  to  avoid  stimulating  or  exciting  the 
breasts.    If  it  be  desired  not  to  promote  the  secretion  of  milk, 
the  breasts  should  be  kept  in  perfect  rest.    It  is  in  carrying  out 
this  indication  that  the  physician  will  experience  the  greatest 
difficulty.    It  is  a  conviction  rooted  in  the  minds  of  nurses  with 
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all  the  tenacity  of  prejudice,  that  friction,  and  that  not  always 
entle,  and  "  drawing  the  breasts,"  are  necessary.  This  infallibly 
eeps  up  irritation.  Engorgement  and  inflammation  are  too 
apt  to  follow.  One  condition  of  rest  is  repose  in  bed,  another  is 
gently  supporting  the  breasts,  so  as  to  obviate  any  tendency  to 
hanging  down ;  they  should  be  kept  well  lifted  up  from  below  and 
from  the  sides ;  the  easy  return  of  the  blood  from  them  thus 
diminishes  the  risk  of  stagnation  ;  another  way  to  promote  rest 
is  to  use  the  arms  as  little  as  possible.  If  there  be  any  engorge- 
ment, it  is  well  to  keep  the  arm  of  the  affected  side  in  a  sling. 
Cooling  lotions,  as  of  acetate  of  ammonia  and  alcohol,  are  useful. 
It  is  only  when  there  is  great  tension,  that  the  overflow  should 
be  gently  abstracted  by  a  breast-pump,  or,  better  still,  by  the 
soda-water  bottle  heated  by  hot  water  and  then  applied  empty, 
so  as  to  draw  by  vacuum.  This  is  far  safer  in  the  hands  of  an 
ordinary  nurse  than  the  breast-pump.  Saline  purgatives,  and 
moderate  unstimulating  diet,  especially  postponing  the  conven- 
tional stout,  are  essential  adjuncts. 

When  mammary  abscess  occurs  after  lactation  has  been  carried 
on  for  several  months,  this  is  almost  certainly  because  the  system 
has  been  so  reduced  that  it  is  no  longer  fit  to  keep  up  the 
function. 

Simpson  described  (Med. Times  and  Graz.,1861)  super-involution 
of  the  uterus  as  a  morbid  state  the  opposite  of  sub-involution.  It 
is  produced  when  the  disintegrating  process  set  up  after  delivery 
goes  on  to  such  an  excessive  degree  as  to  reduce  the  uterus  to  a 
size  decidedly  below  its  normal  dimensions  in  the  unimpreg- 
nated  state.  He  relates  a  case  of  a  woman  aged  20,  who 
never  menstruated  after  her  first  labour.  Two  years  after  labour 
she  was  admitted  to  the  Edinburgh  Infirmary.  There  was 
amenorrhcea,  great  constitutional  disturbance,  frequent  attacks 
of  diarrhoea,  which  she  believed  to  be  most  severe  at  recurring 
monthly  intervals,  the  dejections  being  sometimes  tinged  with 
blood.  The  mammae  were  shrunk  and  flat.  The  uterus  was  small ; 
its  cervix  much  atrophied,  os  contracted.  Sound  penetrated  1*5". 
Albuminuria  and  dropsy  preceded  death.  The  uterus  was  one- 
third  below  the  natural  bulk ;  the  ovaries  were  atrophied, 
showing  no  Graafian  vesicles. 

Sometimes  atresia  from  cicatricial  closure  of  the  uterus  is 
followed  by  a  true  amenorrhoea — not  simply  retention.  Dr. 
Lize  reports  such  a  case  in  the  "  Union  Hedicale,"  1863.  The 
uterus  seems  to  become  atrophied  from  obstruction  to  the  per- 
formance of  its  functions. 

In  various  parts  of  this  work,  this  process  of  hyper-involution 
is  referred  to.  I  believe  it  is  far  from  uncommon.  Some- 
times, as  in  the  case  quoted  from  Mr.  Walter  Whitehead 
(see  p.  461),  it  may  go  to  the  extent  of  removing  the  uterus 
altogether. 
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I  have  encountered  it  sometimes  with  partial  success  by  the 
use  of  Simpson's  galvanic  pessary. 

Results  of  Injury  to  Cervix  Uteri  during  Labour. 

If  we  pursue  the  clinical,  and,  in  this  instance,  the  historical 
order,  in  the  study  of  the  most  common  morbid  conditions  of 
the  uterus,  we  shall  find  succeeding  the  first  stage  of  tumefaction, 
ecchymosis,  and  congestion  of  the  mucous  and  sub-mucous  tissues 
of  the  cervix,  and  the  shedding  of  the  bruised  epithelium,  the 
following  condition.  The  whole  cervix,  especially  the  vaginal- 
portion,  is  sensibly  enlarged,  tumid,  gorged  with  blood,  cedema- 
tous  ;  for  a  definite  area  around  the  os,  the  part  is  bared  of  epithe- 
lium, giving  a  pulpy  granulating  appearance  to  the  part ;  this  part 
is  further  divided  into  lobes  or  prominences,  the  result  of  the 
small  lacerations  which  took  place  during  the  passage  of  the 
child ;  this  bared  part  is  red,  angry-looking  from  the  villi  being 
full  of  blood,  bathed  with  viscid  and  purulent- looking  secre- 
tion ;  the  part  of  the  vaginal-portion,  beyond  the  line  of 
epithelial  denudation,  looks  bluish  red,  owing  to  the  gorged 
blood-vessels  being  seen  through  the  epithelial  investment. 
The  vaginal-portion  in  this  state  easily  bleeds  under  examina- 
tion, under  coitus,  and  under  any  exertion  or  emotion.  Leucor- 
rhoea  is  generally  copious.  Lumbar  pain  is  constant.  General 
prostration  certainly  attends.  Some  degree  of  prolapsus  is 
rarely  absent. 

A  similar  state  exists  throughout  the  cervical  canal.  The 
rugae  are  prominent,  bared  at  least  in  part.  The  surface  is 
bathed  in  viscid,  clear,  or  turbid  mucus.  The  canal  is  more 
patulous  than  usual.  Intensely  vascular,  and  the  vessels  badly 
protected  by  delicate  new  epithelium,  which  is  being  shed  as 
fast  as  formed,  the  intra- cervical  surface  easily  bleeds,  so  that 
metrorrhagia  is  common.  All  this  can  be  easily  seen  through 
the  metroscope,  or  even  in  part  through  the  bivalved  speculum, 
whose  blades,  made  to  diverge,  open  the  os  externum. 

Some  of  these  objective  conditions  are  fairly  illustrated  in 
Fig.  94,  drawn  from  Nature  from  a  case  observed  about  a 
month  after  labour.  This  drawing  shows  also  the  enlarged 
relaxed  state  of  the  fundus  of  the  vagina  which  attends  this 
stage  of  the  affection. 

The  microscopical  condition  of  such  a  case  is  represented  in 
Fig.  95,  which  should  be  compared  with  Fig.  24,  p.  41,  which 
shows  the  villi  bared  of  epithelium  by  maceration. 

By  some  this  condition  is  called  "  inflammation ;"  and  the 
state  of  the  os  uteri,  bared  of  epithelium,  is  called  "  ulceration." 
In  some  cases,  undoubtedly,  inflammation  intervenes ;  and  the 
question  of  ulceration  is  one  of  doctrine.    What  is  ulceration  ? 
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If  we  consult  the  most  recent  authorities  for  an  explanation,  we 
find  Simon  (Holmes'  "  System  of  Surgery")  defining  ulceration 


Fig.  94— (From  nature.  Pt.B.) 

SHOWS  CONDITION  OFTEN  OBSERVED  A  MONTH  AFTER  LABOUR.     CONGESTION  OF  VAGINAL- 
FORTION.     EPITHELIAL  DENUDATION  AROUND  THE  OS. 


as  a  destructive  process  of  inflammation  :  "  It  is  the  process  by 
which  holes  are  made  through  the  surface-textures  of  the  body 
(cutaneous,  mucous,  articular,  or  serous),  and  hence  perhaps 
into  deeper  parts ;  a  process  which  differs  from  gangrene  mainly 
in  the  fact  that  it  proceeds  more  gradually  and  molecularly. 
At  the  place  where  an  ulcer  exists,  the  absent  texture  perished 
as  truly  as  by  gangrene  ;  but  while  gangrene  would  have  occa- 
sioned its  abrupt  separation  in  mass,  ulceration  permitted  its 
progressively  shedding  as  detritus.  The  discharge  from  any 
spreading  ulcer,  if  examined  under  the  microscope,  invariably 
exhibits  particles  of  disintegrating  tissue  ;  and  the  so-called 
foulness  is  but  gangrene  on  a  smaller  scale." 

Macleod  (Cooper's  "  Surg.  Diet.,"  1872)  gives  a  similar  ex- 
planation. He  says,  "  Ulceration  is  a  result  of  inflammation, 
and  consists  in  the  molecular  death  and  removal  by  minute 
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disintegration  and  solution  of  the  superficial  vascular  particles 
of  the  inflamed  part.    There  is  a  minute  atomic  division  of  the 


Fig,  95.— (after  hassall  and  tyler  smith.) 
showing  loss  of  epithelium,  leaving  villi  of  os  uteri  bare,  and  partially  eroded. 


particles  of  the  affected  tissue,  and  these  molecules  are  removed 
in  the  '  ichor '  or  discharge  which  escapes  from  the  surface  of 
the  sore  or  '  ulcer '  which  forms.  The  terms  desquamation,  or 
excoriation,  or  abrasion,  are  applied  to  the  removal  of  epithelium 
alone,  while  ulceration  implies  a  deeper  penetration  of  the 
destructive  action." 

If  we  next  examine  what  is  meant  by  inflammation,  we  find 
Simon  giving  the  following  account  of  what  takes  place  in  this 
process : — 

"  The  capillaries  allow  fluid  to  sweat  through  their  coats 
from  the  liquor  sanguinis  to  the  tissues.  In  this  way  they 
minister  to  growth.  If  the  membrane  be  ruptured  or  dissolved, 
normal  transudation  is  at  an  end,  and  capillary  haemorrhage 
takes  place. 

"  The  arteries  are  more  relaxed,  carry  a  profusion  of  blood. 
The  veins  carry  more  blood  than  usual ;  but  not  all  that  the 
arteries  carry  into  the  tissues  :  something  is  left  behind  in  the 
tissues." 

Now,  in  the  typical  case  before  described,  is  there  not  greater 
relaxation  of  the  arteries  ?  do  they  not  visibly  carry  more 
blood  ?  do  not  the  veins  carry  more  blood  ?  and  is  there  not 
something  left  behind  in  the  tissues  ?  It  is  impossible  not 
to  answer  all  these  questions  in  the  affirmative.  And  so  of  ulce- 
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ration :  is  there  not  gradual  shedding  of  tissue  as  detritus  ? 
does  not  the  discharge  exhibit  particles  of  disintegrating  tissue  ? 
is  there  not  a  hole  through  the  mucous  surface-texture  ?  Or  is 
this  breach  of  surface  the  result  of  gangrene  ?  According  to 
the  historical  and  clinical  points  of  view  from  which  I  have 
regarded  the  condition,  it  appears  to  be  a  combination  of  the 
two  processes  of  gangrene  and  ulceration.  The  first  step  is 
traumatic ;  the  mucous  membrane  is  really  killed  by  the 
bruising  it  underwent,  and  the  partial  severance  from  the 
deeper  textures  upon  which  it  grew.  Hence  it  is  cast  off  by  a 
process  which  cannot  be  distinguished  from  gangrene.  It  is 
remarkable  that  the  area  of  epithelial  denudation  is  almost 
always  strictly  limited. 

There  is  a  more  or  less  indented  irregular  line  of  demar- 
cation where  the  epithelium  stops  abruptly  at  a  distance  of 
about  half  an  inch  from  the  centre  of  the  os  uteri.  This  line 
represents  accurately  the  extent  of  the  mucous  surface  which 
fell  under  the  crushing  of  the  passage  of  the  head.  The  fissures 
seldom  or  never  go  beyond  this  line.  Nor  does  the  area  of 
denudation  tend  to  spread  beyond  it.  In  this  respect  the  case 
differs  from  that  of  surface-ulceration.  If  there  be  ulceration  it 
must  be  by  destruction  of  tissue  within  this  circumscribed  area  ; 
that  is,  in  depth.  Of  such  action,  however,  there  is  usually 
very  little.  Probably  the  eroded  appearance  of  the  bared  villi 
accurately,  as  I  know  it  is,  represented  in  Hassall's  drawing 
(Fig.  95)  is  also  due,  like  the  casting  of  the  mucous  surface,  to 
traumatism  and  necrosis.  I  do  not  think  that  the  destructive 
process  is  commonly  progressive  in  depth  any  more  than  it  is 
in  superficies.  The  process  is  essentially  and  truly  one  of 
repair ;  often,  indeed,  arrested  by  the  excess  of  congestion  of 
the  part,  and  by  the  general  blood-degradation  of  the  system. 
But  still  it  is  a  rare  event  for  this  process  of  arrested  repair  to 
pass  into  the  opposite  condition  of  extending  destruction.  The 
hypothesis  of  ulceration  has  been  favoured  by  the  aspect  of  the 
denuded  part,  which  strikingly  simulates  that  of  a  granulating 
ulcer  on  the  skin.  But  the  observations  and  figures  of  Dr. 
Hassall,  in  Tyler  Smith's  "Memoir  on  Leucorrhoea,'''  conclusively 
show  that  the  apparent  granulations  are  really  the  projecting 
villi  jutting  out  irregularly  on  the  surface,  having  lost  the 
protecting  epithelium  which  bound  down  smoothly  all  surface 
inequality. 

After  all,  it  may  be  said,  this  is  a  dispute  about  words.  A 
condition  which  so  closely  corresponds  to  the  classical  definition 
of  ulceration  may  fairly  be  called  ulceration.  This  might  be 
conceded,  were  it  not  that  the  common,  vulgar  as  well  as  pro- 
fessional, conception  of  ulceration  embraced  the  idea  of  a 
spreading,  eroding  action ;  and  that  thus  the  word  bears  a 
more  formidable  significance  to  the  patient  than  the  reality 
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justifies.  Now,  we  all  know  that  the  morbid  surface  is  not  so 
affected.  There  is  a  bared,  secreting,  easily  bleeding  surface 
trying  to  heal.  It  is  often  slow  to  heal.  It  may  take  weeks 
and  months  to  recover  its  normal  investment  of  epithelium ; 
but  during  all  this  time  ulceration  cannot  be  said  to  go  on, 
otherwise  than  in  the  most  languid  imperceptible  form. 

But  another  process  is  certainly  going  on.  This  is  exudation. 
The  gorged  vessels,  through  which  their  contents  are  only  im- 
perfectly propelled,  leave  something  behind  in  the  tissues. 
"  Exudations,"  says  Druitt  (Article  "  Inflammation,"  Cooper's 
"  Surgical  Dictionary,"  edition  1872)  "  cannot  remain  dormant. 
They  rapidly  undergo  changes  either  in  the  way  of  develop- 
ment or  degeneration."  In  this  ease  the  tendency  is  towards 
development.  This  means  hyperplasia  and  hypertrophy.  The 
connective  tissue,  or  fibrous  tissue  of  the  cervix  especially, 
becomes  increased  in  quantity ;  the  cervix  becomes  after  a  time 
denser ;  it  elongates.  This  latter  part  of  the  process,  the  con- 
version of  exudation  into  permanent  tissue,  may  be  averted  by 
subduing  the  vascular  engorgement,  and  healing  the  denuded 
surface. 

The  treatment  of  this  condition  has  been  described  in  the  pre- 
ceding chapter.  It  consists  essentially  in  "  rest,"  tonics,  good 
diet,  and  local  astringents. 


Fig.  9\— (Ad.  nat.) 

EPITHELIAL  ABRASION  AFTER  LABOUR.     TENDENCY  TO  HYPERTROPHY. 

If  a  cure  be  not  effected  at  this  stage,  the  case  will  often  be- 
come more  obstinate.  The  natural  tendency  to  heal  can  hardly 
be  trusted  to  if  the  powers  of  the  system  are  sensibly  reduced. 
If  there  be  evident  anaemia  and  attendant  impairment  of  nutri- 
tion, repair  cannot  be  expected  to  proceed  in  a  part  exposed  to 
constant  disturbances,  and  periodical  fluxes  of  blood.  Generally, 
the  vaginal-portion  loses  in  bulk ;  some  degree  of  contraction 
takes  place,  owing  to  the  absorption  of  the  fluid  element  of  the 
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exuded  material,  and  the  condensation  of  the  plastic  element 
ensuing  upon  its  conversion  into  fibrous  tissues.  The  abraded 
area  looks  smaller,  and,  in  fact,  is  smaller,  but  this  is  often  not 
so  much  the  result  of  actual  healing,  as  of  the  general  contrac- 
tion of  the  vaginal-portion.  There  is  still  a  free  secretion  of 
mucus,  viscid,  coming  from  the  cervical  cavity.  There  is  still 
more  or  less  vascular  engorgement,  and  some  infiltration  of 
tissue,  with  recent  exudation.  The  denuded  area  looks  red, 
granular,  like  a  strawberry  or  raspberry.  The  vagina  is  still 
relaxed,  and  some  degree  of  epithelial  shedding  goes  on  from 
its  mucous  membrane.  The  lumbar  and  dorsal  pains  persist. 
There  is  often  pain  in  the  seat  of  one  or  other  ovary,  generally, 
as  Bennet  says,  in  the  left. 

The  treatment  is  still  the  same  as  for  the  earlier  stage.  The 
denuded  surface  should  be  lightly  touched  every  five  or  six  days 
with  nitrate  of  silver,  and  the  like  application  should  be  made 
to  the  interior  of  the  cervical  canal.  If  this  cause  much  pain 
or  bleeding,  the  solid  sulphate  of  zinc  should  be  substituted. 
Vaginal  lotions  of  zinc,  alum,  bark,  or  tannin  should  be  used 
daily.  If  there  be  any  prolapsus,  a  Hodge  pessary  will  be  of 
essential  service  in  maintaining  "rest,"  and  diminishing  the 
local  engorgement. 

Under  this  treatment,  the  denuded  surface  will  often  get 
covered  in  in  a  few  weeks,  and  the  excessive  vascularity  will  be 
reduced.  But  exudation  has  taken  place ;  and  exudation  has 
been  followed  by  new  growth.  This  hypertrophy,  even  although 
not  attended  by  much  increase  of  bulk,  so  as  to  induce  prolap- 
sus, or  dragging,  or  pressure  upon  surrounding  organs,  is  almost 
always  attended  by  irritation,  which  keeps  up  increased  attrac- 
tion of  blood,  hypertrophy  of  the  glands,  and  free  leucorrhoea. 
Pain  continues  to  wear  the  nervous  centres.  Healthy  nutrition 
is  prevented. 

At  this  stage,  the  application  of  potassa  cum  calce,  or  the 
actual  cautery  to  one  or  the  other  lip  of  the  os  uteri  will  often 
exert  the  most  beneficial  influence.  The  mode  of  applying 
these  agents  will  be  described  under  the  treatment  of  chronic 
metritis. 

The  further  history  of  hypertrophy,  or  fibroid  degeneration 
of  the  cervix  uteri  will  be  traced  in  connection  with  that  of  pro- 
lapsus. 


CHAPTEE  XXXIX. 


CONDITIONS  MARKED  BY  ALTERED  VASCULARITY  OR  BLOOD- 
SUPPLY :  FLUXION;  HYPEREMIA;  CONGESTION;  INFLAM- 
MATION. 

The  vascular  system  of  the  genital  organs  and  the  proportion 
of  blood  supplied  may  be  in  excess  or  deficiency. 

The  conditions  characterized  by  excess  may  be  distinguished 
as — 1.  Fluxion  or  simple  determination  of  blood.  2.  Hyperemia. 
3.  Congestion  or  Engorgement.  4.  Inflammation.  The  conditions 
characterized  by  deficiency  are  summed  up  in  Ancemia. 

Whilst  fluxion,  hyperemia,  or  congestion  may  each  stop  short, 
inflammation  implies  the  previous  existence  of  fluxion  and  con- 
gestion. It  may  be  regarded  as  the  climax  of  the  first  three 
conditions. 

1.  Fluxion  in  its  simplest  form  may  be  defined  as  a  transi- 
tory flow  of  blood  to  the  parts.  One  example  of  it  may  be 
compared  to  the  rush  observed  in  the  cheeks  under  the  emotions 
of  shame  or  anger.  The  uterus  and  ovaries  are  certainly  subject 
to  similar  determinations  of  blood  under  the  influence  of  various 
emotions,  as  the  sexual  passion,  and  of  reflex  irritation,  as  that 
produced  by  the  child  sucking  at  the  breast.  This  fluxion  is  of 
course  perfectly  physiological ;  and,  if  occurring  in  healthy 
organs,  entails  no  ill  effects,  unless  it  be  artificially  and  inordi- 
nately stimulated. 

An  example  of  simple  fluxion  is  the  physiological  determina- 
tion of  blood  excited  by  ovulation  at  the  menstrual  periods. 

The  vascular  fulness  determined  by  the  developmental  attrac- 
tion of  pregnancy  may  be  regarded  as  an  example  of  fluxion. 
Analogous  to  this  is  the  fulness  dependent  upon  the  abnormal 
developmental  attraction  produced  by  the  growth  in  the  uterus 
of  fibroid  tumours.  One  difference  which  exists  in  the  two 
cases,  is  that  in  the  first,  the  fluxion  is  more  uniformly  persistent, 
less  disturbed  by  the  periodical  molimen  of  ovulation  ;  it  is  a 
steadily  maintained  active  hyperemia.  In  the  second,  the  per- 
sistent hyperaBmia  induced  by  the  developmental  stimulus  is 
further  liable  to  the  periodical  molimen  of  ovulation.  Hence  the 
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tendency,  where  fibroid  tumours,  polypi,  or  cancer  exist,  to 
metrorrhagia. 

Fluxion  has  its  pathological  as  well  as  its  physiological  signi- 
ficance. Using  the  term  in  this  relation,  it  takes  the  place  of 
those  states  commonly  described  as  "  active  hyperaeinia,"  and 
"  active  congestion."  As  Billroth  observes,*  the  vessels  dilate 
or  suffer  themselves  to  be  distended,  under  the  influence  of  some 
irritation,  and  then  quickly  disgorge  themselves  when  the  irrita- 
tion has  ceased.  It  may  be  difficult  to  discover  the  true  cause, 
but  it  is  generally  easy  to  observe  the  phenomenon.  The 
exaggerated  afflux  of  blood  is  the  reaction  or  the  response 
of  a  vascularized  part  excited  to  irritation  :  "  ubi  stimulus  ibi 
fluxus." 

If  the  ovaries  and  uterus  be  in  an  abnormal  condition, 
whether  from  congestion,  inflammation,  displacement,  from 
being  the  seat  of  new  formations,  their  liability  to  fluxes  is 
increased.  The  diseased  organs  will  commonly  be  even  more 
susceptible  than  the  healthy  to  irritations  which  provoke  the 
afflux  of  blood. 

If  the  uterus  be  imperfectly  involved  after  pregnancy,  or 
engorged,  or  its  tissues  relaxed  from  other  causes,  this  fluxion, 
otherwise  harmless,  may  give  rise  to  haemorrhages.  And  it  is 
probable  that  the  haemorrhages  so  arising  act  in  some  cases  as 
an  evacuant,  saving  the  uterus  from  passing  into  congestion  or 
inflammation. 

Fluxion,  then,  may  occur  in  healthy  organs,  and  in  diseased 
organs.  Therefore,  when  studying  the  pathology  of  the  ovaries 
and  uterus,  we  must  bear  in  mind  not  only  their  actual  or  essen- 
tial morbid  conditions,  but  also  the  influence,  beneficial  or 
injurious,  of  accesses  of  fluxion  to  which  they  are  liable.  These 
fluxions,  in  fact,  form  a  most  important  element  in  the  history 
of  uterine  and  ovarian  diseases.  They  are  the  immediate  occa- 
sion of  some  of  the  most  distressing  and  dangerous  phenomena. 
By  being  prepared  for  them,  by  moderating  their  intensity,  or 
by  preventing  their  recurrence,  we  shall  often  accomplish  the 
most  useful  therapeutical  results. 

It  may  be  doubted  whether  simple  physiological  fluxion, 
howsoever  frequently  repeated,  will  often  produce  inflammation 
of  the  uterus,  ovaries,  or  their  investing  peritoneum.  It  is  true 
that  peritonitis  and  o6phoritis  are  common  in  prostitutes,  and 
that  these  events  are  attributable  to  sexual  excesses.  But  it  is 
certain  that  in  many  of  these  cases  the  determining  cause  has 
been  the  propagation  of  gonorrhoeal  inflammation,  or  expo- 
sure to  cold  or  other  form  of  violence. 

The  chief  symptoms  of  simple  fluxion  are  subjective.  The 
patient  feels  a  sensation  of  local  heat  and  fulness,  depending 

*  "Elements  cle  Pathologie  Chirurgicale  Generale,"  18G8. 
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upon  the  turgidity  of  the  organs  affected,  and  the  tension  of  the 
plexuses  and  erectile  portions  of  the  vascular  system. 

The  fluxion  may  subside  as  quickly  as  it  arose ;  and  it 
mostly  leaves  the  organs  exactly  in  their  previous  condition, 
unless  they  were  diseased ;  in  which  case  the  fluxion,  especially 
if  often  repeated,  may  produce  injurious  consequences.  Should 
varicose  veins  exist  in  the  legs,  thighs,  or  groins,  the  effect  of 
fluxion  is  seen  in  a  marked  manner  at  the  menstrual  periods. 
The  veins  visibly  swell,  become  tumid,  deeper-coloured;  and 
the  patient  is  conscious  of  the  increased  turgidity. 

When  fluxion  occurs  in  morbid  structures,  the  symptoms  are 
commonly  more  severe.  Pain  is  more  marked ;  the  sense  of 
fulness,  of  weight,  is  more  oppressive ;  dragging  pain  is  felt  in 
the  loins  and  groins  ;  and  often,  sharp  colic  spasms  in  the 
stomach  in  the  region  of  the  umbilicus.  In  the  more  severe 
cases,  and  depending  somewhat  upon  the  kind  and  degree  of 
the  local  morbid  condition,  the  fluxion  developes  all  the  symp- 
toms of  congestion.  The  vascular  fulness  seeks  relief  in 
discharges ;  these  present  themselves  as  haemorrhage,  leucor- 
rhoeal  or  mucous  discharges,  and  escape  from  the  mucous  mem- 
brane of  the  uterus,  vagina,  bladder,  or  rectum.  These  are 
sometimes  accompanied  by  dysenteric  and  dysuric  pains. 

Certain  general  symptoms  precede  and  attend  the  local 
phenomena.  The  premonitory  signs  may  be  defined  as  an  exag- 
geration of  those  which  mark  the  approach  of  the  ordinary 
menstrual  molimen.  There  is  a  state  of  tension  marked  by  a 
chill  or  even  by  a  rigor,  by  spasm,  vague  nervous  phenomena, 
irritability  or  depression  of  temper,  restlessness,  perhaps  hysteria. 

The  attendant  signs  are  the  reactionary  phenomena  which 
reveal  the  participation  of  the  organism  in  the  distress  of  the 
uterus.  There  is  an  exasperation  of  the  nervous  erethism,  cir- 
cumscribed pains  in  certain  parts,  neuralgia,  gastric  disturbance, 
headaches ;  and,  lastly,  when  the  fluxion  is  often  repeated,  or  has 
continued  an  unusual  time,  there  occur  what  seem  to  be  blood- 
determinations  to  the  heart  and  lungs. 

The  objective  signs  are :  distention  of  the  hypogastrium,  increase 
of  heat,  and  slight  development  of  pain  on  pressure.  The 
vagina  is  relaxed,  perhaps  secreting  mucus ;  the  uterus  is 
increased  in  bulk,  lower  in  the  pelvis,  and  is  tender  to  the  touch. 
The  variation  of  volume  observed  in  the  uterus  is  at  times  very 
great.  For  example,  in  a  case  of  anteversion  I  have  felt  the 
uterus,  at  the  time  of  the  menstrual  fluxion,  assume  twice  its 
usual  size,  and  return  to  its  ordinary  bulk  as  the  fluxion  sub- 
sided. The  neck  of  the  uterus  feels  softer,  swollen.  For  the 
time  the  mucous  membrane  of  the  uterus  and  vagina  is  of  a 
deep-red  colour. 

Courty  describes  a  chronic  fluxion.  But  it  appears  to  me  that 
the  essence  of  the  idea  of  fluxion  is  an  active  transitory  flow. 
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When  the  vascular  tension  of  a  part  becomes  permanent,  there 
is  either  hypersemia  or  congestion. 

The  treatment  of  fluxion  will,  of  course,  be  determined  by  the 
degree  of  the  affection,  and  by  the  condition  of  the  organs  to 
which  the  fluxion  is  determined.  Even  the  ordinary  physio- 
logical fluxion  of  the  menstrual  period  requires  some  manage- 
ment, for  influences,  otherwise  harmless  or  even  beneficial,  may, 
as  is  well  known,  act  at  this  time  injuriously.  The  treatment 
consists  in  the  observance  of  hygienic  precautions,  and  these 
may  be  almost  summed  up  in  the  one  word,  "  Rest." 

The  treatment  of  fluxion  in  diseased  organs  resolves  itself 
in  part  in  the  special  treatment  adapted  to  relieve  the  disease. 
But  the  fluxion  itself  demands  special  management.  The 
periodical  fluxions  of  menstruation  we  ought  to  be  prepared  for. 
"  Rest  "  here  is  even  more  important  than  in  the  simple  fluxion. 
But  the  irregular  fluxions,  provoked  by  accidental  emotional 
and  local  irritations,  cannot  always  be  foreseen  or  guarded 
against.  Familiarity  with  the  idiosyncrasy  and  surroundings 
of  the  patient,  however,  will  often  enable  us  to  avert  some  of 
these  irritations. 

We  have  the  indication  of  one  natural  mode  of  relief  of 
fluxion  in  the  haemorrhage  of  menstruation  ;  and  of  another  in 
the  quiet  subsidence  of  the  local  vascular  excitement.  If  the 
fluxion  occur  at  a  menstrual  epoch  it  will  be  pretty  sure  to  seek 
relief  in  haemorrhage  by  an  exaggeration  of  the  normal  menstrual 
flow.  It  will  rarely  be  necessary  to  take  measures  to  excite  or 
to  increase  the  flow.  It  will  more  often  be  necessary  to  moderate 
it ;  for  it  is  one  of  the  remarkable  phenomena  of  hsemorrhage 
that  when  once  begun,  fluxion  is  determined  with  increased 
force  towards  the  organ  whence  blood  finds  a  ready  escape.  The 
bleeding  organ  seems  to  acquire  the  faculty  of  attracting  more 
blood  from  the  aorta,  only  to  pour  it  out  of  the  system.  The 
heart  becomes  excited,  and  acts  with  greater  force  and  frequency. 
The  chain  of  the  circulation  is  broken.  The  blood  escapes  at 
the  capillaries  instead  of  being  carried  on  to  the  veins  ;  and  in 
some  cases,  perhaps  many,  there  is  reason  to  believe  that  the 
raptus  towards  the  accidental  outlet  is  so  active  that  blood  is 
even  drawn  towards  it  in  a  retrograde  course  from  the  veins. 
These  phenomena  are  no  where  so  well  marked  or  so  easily  ob- 
served as  in  the  haemorrhage  of  the  gravid,  puerperal  and 
diseased  uterus.  The  treatment  of  haemorrhage  is  considered 
elsewhere.  Our  only  point  here  is  how  to  manage  the  fluxion. 
There  is  one  very  effective  agent  in  turning  away  the  fluxion 
from  the  organ  predestined  to  be  its  seat,  which  it  is  almost 
hopeless  to  recommend  at  the  present  time.  The  doctrine  of 
revulsion  teaches  that  we  may  divert  the  torrent  of  the  circula- 
tion from  an  organ  towards  which  irritation  conducts  it,  by 
setting  up  an  artificial  fluxion  to  another  part.    This  is  most  cer- 
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tainly  effected  by  venesection.  This  principle  of  controlling  the 
circulation  was,  perhaps  is,  in  great  repute  on  the  Continent.  I 
have  frequently  seen  it  most  beneficially  acted  upon  by  Lisfranc. 
A  small  bleeding  from  the  arm,  timely  practised,  may  not  only 
save  a  greater  effusion,  by  turning  aside  the  current  from  the 
morbid  surface,  but  by  lessening  the  vascular  activity  in  the 
diseased  organ,  may  check  the  progress  of  the  disease. 

The  condition  of  usefulness  from  bleeding  depends  upon  the 
observance  of  the  principle  of  revulsion.  The  bleeding  must  be 
practised  at  a  distance  from  the  organ  we  want  to  relieve.  It 
need  not  be  large  in  amount.  A  few  ounces  drawn  from  the 
arm  by  venesection  or  from  the  temples  or  nucha  by  leeches, 
will  commonly  suffice.  It  should,  however,  be  remembered  that 
all  fluxions  are  not  alike  benefited  by  this  treatment.  It  is 
especially  useful  in  young  plethoric  persons ;  and  when  the 
fluxion  is  recent  or  only  impending.  It  is  also  useful  in  some 
cases  of  more  languid  fluxion  in  women  labouring  under  hepatic 
difficulty,  or  heart  disease  disposing  to  retrograde  portal  obstruc- 
tion. 

Another  form  of  revulsive  treatment,  less  powerful,  and  more 
likely  to  commend  itself  to  current  ideas,  consists  in  causing 
derivation  to  the  skin  or  intestinal  canal.  By  epispastics,  by 
blisters,  or  fomentations,  we  can  excite  some  degree  of  local 
afflux  to  a  distant  part  of  the  body.  By  purgatives  we  can 
cause  a  derivation  to  the  intestines,  and  take  off  some  degree  of 
vascular  tension,  by  exciting  the  flow  of  the  watery  ingredients 
of  the  blood. 

A  revulsive  recommended  by  Hippocrates,  is  the  application 
of  dry-cupping  to  the  breasts.  The  illustrious  father  of  medi- 
cine well  knew  the  sympathy  which  existed  between  the  breasts 
and  the  ovaries  and  uterus.  This  idea  has  in  recent  times  been  ap- 
plied by  the  Germans,  and  the  late  Dr.  Rigby,  to  excite  the  uterus 
to  contract  after  labour,  and  by  Scanzoni,  who  sought  to  provoke 
labour  by  thus  stimulating  the  breasts.  Courty  speaks  highly 
of  the  efficacy  of  dry-cupping  the  breasts  to  obtain  the  revulsive 
effect  we  are  discussing.  I  am  able  to  give  a  qualified  approval 
to  the  practice  of  Rigby.  That  of  Scanzoni  has  been  condemned 
by  the  results  of  observation.  The  irritation  of  the  breasts,  whilst 
not  always  fulfilling  the  purposes  in  view,  not  seldom  caused 
inflammation  and  abscess.  I  should  fear  similar  accidents  from 
Courty's  practice,  especially  as  he  insists  that  the  method,  to  be 
useful,  must  be  kept  up  for  several  hours,  even  days.  It  is 
further  open  to  the  objection  that  irritation  of  the  breasts  is 
likely  to  excite  fluxion  to  the  uterus,  and  thus  to  cause  the  very 
accident  it  is  sought  to  avert.  Again,  it  is  not  desirable,  for 
obvious  reasons,  to  irritate  the  breasts  in  young  women. 

Certain  medicines  possess  the  valuable  property  of  allaying 
and  regulating  vascular  excitation.    Of  these  the  most  useful  are 
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the  acetate  of  ammonia,  nitrate  of  potash,  tartarated  antimony, 
aconite,  digitalis. 

A  very  useful  formula  is —  R  Liquoris  amnionic  acetatis,  3iij ; 
nitratis  potassae,  gr.  xv. ;  vini  antimonialis,  3j. ;  infusi  digitalis, 
3ij. ;  aquae,  §j.  M.  This  dose  may  be  taken  every  three  or  four 
hours.  It  determines  to  the  skin  and  intestinal  canal ;  it  may 
possibly  provoke  nausea  or  vomiting,  but  this  has  a  powerful 
influence  in  checking  haemorrhage. 

2.  Hypercemia  must,  I  think,  be  distinguished  from  fluxion 
on  the  one  hand,  and  from  congestion  on  the  other.  It  is  a 
continuous  or  chronic  fulness  of  the  vessels  of  a  part  which  does 
not  necessarily  imply  morbid  action  in  that  part,  but  which  at 
most  leads  to  languid,  passive  changes. 

Hyperaemia  occurs  especially  in  connection  with  excessive 
menstrual  congestion ;  the  uterus  is  full  of  blood,  dark-red, 
swollen,  softened ;  the  mucous  membrane  is  injected,  red, 
swollen,  with  a  spongy  flocculent  aspect  from  the  development 
of  its  uterine-tubular  glands,  softened  and  bleeding. 

The  development  of  the  uterine  glands  is  at  times  quite 
extraordinary.  Rokitansky  saw  in  the  body  of  a  girl,  who  died 
in  course  of  typhus  whilst  menstruating,  the  mucous  mem- 
brane, especially  on  the  posterior  uterine  wall,  dark-red,  and 
converted  into  a  thick  stratum  of  villous-looking  folds  packed 
together,  in  which  the  uterine  glands  were  elongated  to  6"  or 
more.  I  have  specimens  of  dysmenorrhoeal  decidua  showing 
the  same  thing. 

In  the  course  of  typhus,  cholera- typhoid,  the  exanthemata, 
scurvy,  hyperaemia  of  the  uterine  mucous  membrane  occurs. 

The  uterus  becomes  hyperaeniic  and  swollen  when  the  pelvic 
system  of  veins  is  overloaded,  and  especially  when  flexions  or 
displacements  of  the  organ  exist.  In  the  latter  cases,  the 
hyperemia  is  most  marked  in  the  anterior  or  posterior  wall. 

New  formations  cause  and  keep  up  hyperemia,  sometimes 
more  marked  in  the  uterine  substance,  sometimes  in  the  mucous 
membrane.  It  also  occurs  in  heart  disease,  in  obstructions  to 
the  return  of  blood  through  the  vena  cava.  Often,  it  principally 
affects  the  lower  segment  of  the  cervix  and  the  vaginal-portion. 

Persisting  hyperaemia  leads  to  persistent  secretion  of  mucus, 
and  to  hypertrophy  of  the  uterus,  commonly  of  the  eccentric 
form ;  to  hypertrophy  of  the  vaginal-portion,  with  predomi- 
nance of  the  connective  tissue  ;  and  thence  to  induration,  the 
so-called  infarct  us.  Hyperemia  disposes  to  oedema  of  the 
tissues  and  to  haemorrhage.  The  haemorrhage  takes  place  from 
the  mucous  membrane  into  the  uterine  cavity  as  the  expression 
of  the  hyperemia.  The  outpoured  blood  flows  away,  or  some- 
times, even  without  marked  obstruction  of  the  canal,  forms  clots, 
or  one,  which  compressed  takes  the  form  of  the  uterine  cavity. 

There  is  often  a  chronic  pelvic  hyperaemia  in  aged  women, 
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leading  to  haemorrhage.  The  hyperemia  is  mostly  due  to 
portal  obstruction  and  to  the  general  vascular  want  of  tone 
arising  from  obesity  and  want  of  exercise.  This  state  may 
induce  softening,  fragility  of  the  uterine  substance,  and  fragility 
of  its  vessels. 

Its  seat  is  the  fundus,  and  especially,  almost  exclusively,  says 
Bokitansky,  the  posterior  wall.  The  soft  uterine  substance 
looks  black-red,  infiltrated  with  blood  so  as  _  not^  to  be  recog- 
nisable, and  blood  is  seen  in  variable  quantity  in  the  tissues 
when  section  or  rent  is  made.  The  mucous  membrane  is  com- 
monly in  the  same  condition ;  and  often  blood  is  found  in  the 
uterine  cavity  (the  apoplexia  uteri  of  Cruveilhier) . 

If  the  vaginal-portion  be  examined  by  the  speculum  it  is 
seen  to  be  swollen,  dark-red,  and  the  whole  vagina  commonly 
exhibits  the  same  appearance.  There  is  a  sense  of  weight  and 
heat ;  often  some  degree  of  prolapsus ;  and  also  a  troublesome 
form  of  pruritus. 

Considerable  improvement  sometimes  follows  a  spontaneous 
haemorrhage ;  and  hypereemia  being  essentially  a  passive  con- 
dition due  to  superior  obstruction,  a  few  leeches  applied  to  the 
os  uteri  will  occasionally  be  serviceable.  But  our  chief  effort 
should  be  directed  to  correcting  the  condition  of  the  central 
organs  of  circulation  and  digestion,  to  restoring  the  general 
health,  and  to  removing  any  uterine  complication. 

3.  Congestion  or  engorgement  of  the  uterus  and  ovaries.  This 
condition  implies  a  more  prolonged  fulness  of  the  vessels  than 
mere  fluxion;  it  rarely  exists  without  some  amount  of  re- 
tardation of  the  blood  in  the  vessels,  that  is,  hypereemia  ;  and 
this  retardation  almost  certainly  entails  more  or  less  effusion  of 
the  serous  or  aqueous  elements  of  the  blood  into  the  tissues  of 
the  organs  affected.  This  implies  swelling  or  tumefaction. 
Once  set  up,  this  condition  is  extremely  liable  to  persist.  The 
frequently  dependent  position  of  the  organs  favours  the  accu- 
mulation of  blood  in  them,  whilst  their  liability  to  fluxes,  under 
the  influences  already  mentioned,  is  a  constant  source  of  aggra- 
vation and  impediment  to  cure. 

Congestion  may  arise  from  many  causes.  If  the  organs  are 
caught  whilst  under  the  influence  of  physiological  fluxion  by 
constitutional  shock,  by  exposure  to  cold,  or  protracted  fatigue, 
fluxion  may  pass  into  congestion. 

Congestion  of  the  uterus  very  frequently  takes  its  rise  in  the 
state  of  imperfect  contraction  and  involution  following  preg- 
nancy and  labour.  The  relaxed  tissues  and  dilated  vessels 
form  a  ready  receptacle  for  the  blood,  and  the  want  of  tone  and 
contractility  obviously  favours  its  retention. 

Whatever  the  cause  of  congestion,  it  is  soon  aggravated  by 
displacement  of  the  womb.  Implying,  as  congestion  does,  in- 
creased bulk  and  weight,  and  attended,  as  it  almost  necessarily 
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is,  by  relaxation  of  the  structures  which  ought  to  support  the 
womb,  this  organ  almost  invariably  sinks  lower  in  the  pelvis, 
or  its  body  falls  backwards  or  forwards. 

On  the  other  hand,  an  abnormal  position  of  the  womb  may 
predispose  to  congestion.  [Retroflexion  or  anteflexion  may  be 
primary.  Under  the  repeated  rushes  of  ovulation,  of  sexual 
relations  and  other  causes,  congestion  is  brought  about  by  the 
obstruction  which  the  displacement  interposes  to  the  return  of 
blood. 

The  effect  of  displacement  is  almost  surely  to  add  to  the 
congestion.  Take,  for  example,  the  case  of  anteversion  or 
retroversion.  The  body  of  the  uterus  rolled  over  on  its  trans- 
verse axis  in  the  broad  ligaments,  twists,  distorts,  and  com- 
presses the  vessels  at  the  point  of  entry  and  exit.  Blood  still 
enters  the  uterus  by  virtue  of  the  propelling  vis  d  tergo  through 
the  arteries  ;  but  the  veins,  thin- walled,  flaccid  and  valveless, 
rendered  tortuous  and  compressed,  afford  but  a  difficult  return. 
This  state  gives  rise  to  what  French  authors  distinguish  as 
engorgement,  but  which  it  seems  more  convenient  to  describe  as 
a  phase  or  consequence  of  congestion.  It  is  difficult  to  imagine 
that  pure  congestion  can  long  exist  without  giving  rise  to  the 
infiltration  of  tissue  which  constitutes  engorgement. 

Uterine  congestion  complicates,  or  plays  an  important  part 
in,  a  large  proportion  of  cases  of  uterine  disease.  It  consti- 
tutes one  of  the  most  serious  obstacles  to  their  cure.  It  tends, 
by  its  very  conditions,  to  perpetuate  itself.  It  exhibits  little  or 
no  tendency  towards  spontaneous  recovery.  The  organ  in 
which  it  occurs  is  rendered  permanently  larger,  its  tissues  are 
infiltrated  with  serum  or  semi-plastic  extravasations,  its  con- 
tractile force,  the  tonicity  of  its  vessels  are  impaired ;  the 
blood  brought  to  the  uterus,  either  by  the  ordinary  distribution 
or  by  intermittent  fluxions,  is  delayed  ;  a  kind  of  hsemostasis  is 
induced ;  and  these  conditions  are  aggravated  by  time,  by  the 
increasing  mechanical  impediment  to  the  course  of  the  pelvic 
circulation,  which  displacement  of  the  uterus  in  relation  to  the 
broad  ligaments  induces. 

Uterine  congestion  may  be  primary,  and  for  an  indefinite 
time  constitute  the  chief  morbid  condition.  As,  however,  we 
have  had  frequent  occasions  to  observe,  it  rarely  exists  long 
without  inducing  displacement,  as  prolapsus  of  the  uterus  ;  and 
sooner  or  later,  it  is  likely  to  lead  to  other  evils,  as  hypertrophy 
and  inflammation. 

It  may  be  secondary  upon  other  conditions.  There  is  one 
which  in  my  experience  almost  infallibly  induces  congestion. 
That  is  the  fixing  of  the  womb;  whether  this  be  from  peri- 
metric adhesions,  from  compression  of  tumours,  from  pressure 
against  the  symphysis  pubis  by  retro-uterine  hseniatocele,  or 
other  cause. 
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The  symptoms  of  congestion  are  essentially  the  same  as  those 
which  mark  the  combination  of  fluxion  and  hyperemia;  the 
diagnostic  test  being  the  persistence  of  the  symptoms,  and  the 
accidental  intermittent  character  of  the  fluxions  which  may  or 
may  not  complicate  this  congestion.  There  is  also  more  pain 
than  in  hyperemia.  The  enlarged  uterus,  by  its  proximity  to 
the  bladder  and  rectum,  irritates  these  organs,  keeps  up  hyper- 
semia  or  congestion  in  the  surrounding  pelvic  tissues.  The 
reflex  excitation,  or  the  proximate  irritation,  causes  frequent 
desire  to  void  urine,  and  dysuria;  the  same  causes  induce 
dyschezia,  tenesmus,  straining,  at  times  diarrhoea.  Expulsive 
efforts  are  caused,  at  first  involuntary,  afterwards  perhaps  in- 
tensified by  the  semi-involuntary  bearing-down  excited  by  the 
sensation  that  there  is  something  to  be  expelled.  The  con- 
traction of  the  abdominal  walls,  as  in  the  act  of  defecation,  of 
sneezing,  of  coughing,  is  attended  by  indirect  pelvic  pain,  more 
or  less  acute. 

A  frequent  consequence  of  congestion  is  dysmenorrhcea. 
This  symptom,  when  not  accounted  for  by  obstruction  from 
stenosis  or  angulation  of  the  uterine  canal,  is,  I  believe,  most 
commonly  due  to  the  accumulation  of  blood  in  the  uterine 
cavity,  its  coagulation  there,  and  retention,  which  is  favoured 
by  the  quantity  poured  out.  It  has  time  to  clot,  partly  because 
its  quantity  is  in  excess  of  the  mucus  which  helps  to  keep  it 
fluid,  and  partly  because  it  is  allowed  to  rest  by  the  uterus, 
whose  power  of  contraction  is  enfeebled  by  the  congestion. 
Retention  means  irritation,  and  irritation  means  uterine  colic, 
that  is,  dysmenorrhcea.  This  symptom  is  the  more  certain  to 
follow  in  proportion  to  the  degree  of  displacement  of  the  uterus. 

The  difficulty  which  congestion  occasions  to  the  uterus  in  the 
performance  of  its  functions  becomes  a  source  of  aggravation  of 
the  congestion.  It  not  uncommonly  happens  that  the  menstrual 
function  is  disordered  in  its  periodicity,  as  well  as  in  its  other 
characters.  The  patient  often  becomes  irregular,  sometimes  she 
even  loses  the  reckoning  so  as  no  longer  to  know  when  her  periods 
are  due.  The  menstrual  flow  is  merged  in  haemorrhage.  It 
may  last  for  a  week  or  a  fortnight,  leaving  a  fortnight  or  three 
weeks  interval  only  ;  or  a  flow  of  blood,  which  it  becomes  diffi- 
cult to  distinguish  as  menstrual,  appears  at  irregular  intervals. 
Not  seldom,  however,  the  menstrual  discharge  becomes  scanty, 
or  ceases  to  be  noted  otherwise  than  doubtfully  in  the  shape  of 
irregular  discharges  of  blood. 

Leucorrhoea  is  an  almost  constant  effect  of  congestion  ;  the 
gorged  vessels  of  the  uterus  seek  relief  by  secretion  of  mucus ; 
and  Eokitansky  has  shown  that  the  glands,  under  hyperemia 
and  congestion,  undergo  enormous  development. 

The  local  signs  are  the  increased  bulk  and  weight  of  the  organ, 
involving  diminished  mobility,  and  more  or  less  displacement 
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expressed  by  prolapsus,  anteversion,  or  retroversion,  and  some- 
times flexion.  By  the  speculum  the  vaginal-portion  is  seen 
swollen,  deep  red.  The  vaginal-portion  and  cervical  cavity 
easily  bleed  on  examination  by  touch,  speculum,  or  sound. 

Congestion  is  often  more  or  less  limited  to  the  vaginal-portion 
when  there  is  stenosis  of  the  os  uteri  externum.  This  condition 
is  discussed  under  the  head  of  "  Dysmenorrhea."  Congestion  of 
the  vaginal-portion  also  occurs  in  prolapse  with  hypertrophy  of 
the  vaginal-portion.  In  this  condition  the  vaginal-portion  is 
liable  to  get  constricted  by  the  circular  compression  of  the  vagina, 
and  between  the  bowel  and  bladder.  This  constriction  retards 
the  circulation  in  the  lowest  part  of  the  vaginal-portion,  makes 
it  tumid,  and  increases  the  disposition  to  hypertrophy.  This  is 
exemplified  in  a  figure  from  a  preparation  in  King's  College 
Museum.    (See  Prolapsus  :  hypertrophy.) 

Congestion  may  affect  the  whole  uterus ;  or  it  may  affect  the 
body  or  the  cervix  only.  In  all  cases  the  congestion  bears  most 
obviously  on  the  mucous  membrane. 

The  treatment  of  congestion  and  engorgement  must  be  determined 
greatly,  in  most  instances  primarily,  by  the  indications  for  the 
removal  of  the  complicating  conditions.  Thus,  attending  pro- 
lapsus, version,  or  flexion,  demands  special  care.  The  displace- 
ment corrected,  the  associated  congestion  will  almost  certainly 
be  relieved,  if  not  removed.  The  management  of  the  complica- 
tions is  described  where  they  are  treated  of  as  primary  or 
essential  disorders. 

It  is  necessary  to  remember  that  congestion  or  engorgement 
of  the  uterus  is  curable,  whilst  old-standing  hypertrophy  is  not. 

Again,  many  women  who  have  passed  the  climacteric,  scarcely 
need  to  be  treated  for  congestion.  This  condition,  when  existing, 
is  no  longer  so  liable  to  exacerbation  by  fluxions ;  it  becomes 
more  passive  ;  the  pain  subsides  ;  and  tolerance  is  acquired. 
But,  on  the  other  hand,  youth  is  favourable  to  cure ;  the  activity 
of  the  circulation  and  of  all  the  functions  facilitates  the  absorp- 
tion of  effused  matters  ;  and  the  very  functions  of  the  uterus,  as 
menstruation  and  pregnancy,  by  virtue  of  the  retrograde  invo- 
lution which  seizes  upon  the  uterus  when  these  functions  are 
completed,  may  involve  the  morbid  hyperplastic  structures,  and 
thus  dissolve  them.  A  remarkable  example  of  this  process  is 
seen  in  the  occasional  diminution  or  even  disappearance  of 
fibroid  tumours  after  labour. 

The  question  of  local  depletion  when  there  is  congestion  is 
important.  Its  action  is  powerful,  and  resort  to  it  requires  dis- 
cretion both  as  to  the  selection  of  the  cases  and  the  method  to 
be  employed.  If  the  congestion  is  liable  to  periodical  aggrava- 
tion, especially  if  attended  by  haemorrhages,  from  menstrual 
fluxion,  the  principle  of  derivation  and  revulsion  already  dis- 
cussed, should  be  invoked.  Where  the  congestion  is  accompanied 
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by  intense  pain  and  sense  of  weight,  the  bulk  of  the  uterus  being 
sensibly  increased,  benefit  will  sometimes  be  derived  from  local 
depletion.  This  may  be  practised  either  by  leeching  or  scarifi- 
cation. Leeching  has  been  extensively  employed  in  the  treatment 
of  uterine  disease ;  and  if  one  may  be  permitted  to  judge  from 
the  observation  of  cases  where  it  has  failed  to  do  good,  or  has 
done  harm,  under  the  advice  of  other  practitioners,  I  should  say 
that  it  is  employed  much  too  often.  The  effect  of  the  suction 
of  leeches  on  the  lower  segment  of  the  uterus  is  often  to  attract 
blood  to  the  pelvic  organs.  The  free  anastomoses  of  the  branches 
of  the  internal  iliac,  the  numerous  plexiform  structures,  the 
numerous  valveless  veins  constitute  a  peculiar  formation  un- 
favourable to  local  bleeding  by  exhaustion.  The  vascular  system 
of  the  pelvis  has  been  likened,  not  inaptly,  to  a  sponge.  Draw 
blood  from  any  one  part,  and  it  is  immediately  replaced  by  a  new 
supply  ;  the  vessels  can  hardly  be  emptied  ;  you  may  attract  any 
quantity  of  blood  through  this  channel,  producing  marked  sys- 
temic effect,  but  the  local  engorgement  may  be  little  diminished. 
That  this  is  often  the  effect  of  leeching  the  os  uteri  and  upper 
part  of  the  vagina  I  am  very  confident ;  and,  therefore,  I  now 
resort  to  this  practice  with  very  great  circumspection. 

The  method  of  scarification  is  not  open  to  the  same  objection, 
at  least  not  to  nearly  the  same  extent.  Superficial  scratches  or 
incisions  made  on  the  vaginal-portion  will  give  vent  to  the 
blood  gorging  the  part  operated  upon,  without  entailing  a  fresh 
fluxion  to  the  organ.  The  most  marked  benefit  from  incisions 
in  the  vaginal-portion,  is  often  seen  when  the  os  externum  is 
divided  on  account  of  stenosis  and  dysmenorrhcea,  In  this  con- 
dition the  mucous  membrane  is  often  intensely  gorged  ;  and 
when  cut,  it  is  left  pale  and  less  swollen  by  the  very  moderate 
loss  of  blood  which  attends  the  operation. 

The  mode  of  applying  leeches  to  the  cervix  uteri  is  to  intro- 
duce a  Fergusson's  or  other  tubular  speculum,  bringing  the  cervix 
well  into  the  field ;  wipe  off  any  secretion  with  a  bit  of  cotton 
wool  or  sponge ;  then  put  the  leeches,  three  or  four  in  number, 
into  the  speculum,  and  push  them  down  upon  the  cervix  by  a 
pledget  of  cotton-wool.  The  operation  is  often  troublesome,  and 
this  is  another  objection  to  it.  The  leeches  at  times  refuse  to 
bite,  and  worm  their  way  out  most  insidiously  between  the 
wool  plug  and  the  speculum,  and  easily  escape  altogether  unless 
carefully  watched-.  One  leech  at  a  time  may  be  more  conveni- 
ently applied  by  means  of  a  long  glass  tube  open  at  the  uterine 
end,  and  provided  with  a  piston  to  push  the  leech  onwards.  In 
London  there  are  several  nurses  who  take  charge  of  this  little 
.  operation  for  a  moderate  fee. 

Scarification  is  to  be  preferred  to  leeching  for  the  reason  as- 
signed, and  also  because  it  is  more  convenient  to  carry  out.  The 
operation  is  performed  through  a  speculum.    The  most  suitable 
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specula  are  Sims',  Neugebauer's,  or  Cusco's.  These  have  the  ad- 
vantage of  bringing  the  os  uteri  nearer  to  the  outlet,  of  exposing 
it  more  freely  and  under  greater  tension,  than  the  tubular 
speculum.  Almost  any  bistoury  long  enough,  may  be  used,  but 
it  is  most  convenient  to  employ  such  a  scarificator  as  that  de- 
signed by  Dr.  Eouth.  It  is  a  small  lancet  carried  by  a  forceps 
and  kept  fast  by  two  pins  which  go  through  the  forceps.  It 
gives  stabs  into  the  vaginal-portion  rather  less  than  half  an  inch 
deep.  The  number  and  depth  of  the  stabs  will  be  determined 
by  the  nature  of  the  case,  and  the  flow  which  follows  the  first 
one  or  two  punctures. 
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METRITIS:  ENDOMETRITIS;  FOLLICULAR  EXCORIATIONS; 
APHTHOUS  ERUPTIONS;  VARICOSE  ULCER. 

In  practice  what  is  called  endometritis  or  uterine  catarrh,  meaning, 
more  or  less  precisely,  inflammation  of  the  mucous  membrane  of 
the  uterus,  is  the  form  of  metritis  the  most  frequently  met  with, 
and  that  presumedly  as  a  distinct  disease.  It  might  on  this 
ground  be  considered  desirable  to  describe  it  separately.  But 
regarding  the  frequency  of  its  complication  with  inflammation 
of  the  parenchyma,  either  in  its  origin  or  in  its  course,  it  appears 
to  me  on  the  whole  more  useful  to  study  metritis  and  endo- 
metritis together.  In  discussing  the  treatment,  it  will  not  be 
difficult  to  point  out  the  modifications  which  the  predominance 
of  one  or  the  other  form  may  especially  indicate. 

Metritis  may  be  analyzed  as  follows.  1.  There  is  the  puerperal 
metritis  springing  from  convection  of  foul  matter  in  the  venous 
and  lymphatic  channels,  from  the  cavity  of  the  uterus.  This 
usually  runs  a  rapid  course,  and  when  fatal,  it  is  rather  by 
general  infection  of  the  circulation  and  peritonitis,  than  from 
the  simple  metritis. 

This  puerperal  metritis  may  be :  a,  general,  or  limited 
more  or  less  to  that  portion  of  the  uterine  wall  which  corresponds 
with  the  attachment  of  the  placenta. 

Both  forms  are  likely  to  be  attended  by  peritonitis.  Both 
may  become  chronic.  In  either  case,  the  normal  involution 
will  be  retarded,  and  the  uterus  will  remain  larger  than  normal. 

2.  Yery  similar  conditions  may  follow  in  the  non-pregnant 
state,  from  the  slow  necrotic  inflammation  to  which  polypi  and 
fibrous  tumours  are  prone ;  from  necrotic  or  inflammatory  changes 
in  cancerous  growths ;  from  peculiar  fungoid  or  other  morbid 
conditions  of  the  uterine  mucous  membrane. 

3.  We  are,  perhaps,  most  familiar  with  acute  metritis,  apart 
from  the  puerperal  state,  as  the  result  of  injury  or  irritation 
produced  by  surgical  treatment.  Thus,  operations  upon  the 
uterus,  as  incision  of  the  cervix  ;  scraping,  or  cutting,  or  tearing 
away  of  fibroid  tumours;  the  application  of  caustics  to  the 
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interior  of  the  uterus,  especially  in  the  form  of  injections ;  the 
use  of  tents,  laminaria  or  sponge ;  and  above  all  the  wearing 
intra-uterine  pessaries,  may  induce  metritis.  In  all  these  cases 
there  may  be  absorption  of  foul  matter  by  the  vessels  which 
permeate  the  walls  of  the  uterus. 

In  all  these  cases,  the  inflammation  mostly  invades  all  the 
tissues  of  the  uterus,  mucous,  muscular,  vascular,  and  peritoneal, 
and  almost  invariably  spreads  to  the  cellular  tissue  on  either 
side  of  the  neck,  involving  the  broad  ligaments.  Generally, 
the  extra- uterine  inflammation  predominates  over  the  metritis 
proper. 

Metritis  may  be  simple  or  complicated.  The  inflammatory  com- 
plications are  :  inflammation  of  the  ovary,  of  the  tubes,  of  the 
perimetric  cellular  tissue,  of  the  pelvic  peritoneum,  perimetric 
phlegmons  or  abscesses,  lymphangitis,  phlebitis,  phlegmasia 
dolens.  All  these  complications,  or  some  of  them,  may  arise 
not  only  as  consequences  of  labour,  but  also  from  suppressed 
menstruation,  cold,  local  injury,  conditions  arising  out  of  uterine 
tumours,  or  of  tubercular  or  cancerous  disease. 

Dr.  West  has  described  as  "metritis  hemorrhagica "  the 
intense  acute  inflammation  which  occurs  when  a  piece  of  nitrate 
of  silver  falls  into  the  cavity  of  the  uterus.  In  such  a  case,  free 
haemorrhage  is  very  apt  to  arise. 

The  difference  of  structure  and  of  function  of  the  cervical 
portion  of  the  uterus  confers  upon  it  pathological  liabilities 
distinct  from  those  of  the  body  of  the  organ.  It  may  be  true 
that  by  continuity  of  tissue,  and  by  receiving  its  blood  supply 
in  great  part  from  the  same  vascular  system,  inflammation  of 
the  cervix  is  apt  to  spread  to  the  body,  and  vice  versa;  but 
practically,  we  often  have  to  deal  with  cases  in  which  one  or  the 
other  part  is  so  much  more  profoundly  affected  than  the  other, 
that  it  demands  special  attention. 

This  consideration,  and  the  advantage  of  avoiding  much 
repetition,  have  led  me  to  curtail  in  this  place  the  description  of 
inflammation  of  the  cervical  portion.  The  complement  of  this 
subject  will  be  found  in  the  section  devoted  to  tne  changes 
consequent  on  labour,  and  in  that  on  prolapsus  and  hypertrophy. 

Inflammation  of  the  Substance  of  the  Uterus.  Metritis. 

The  inflammation  of  the  submucous  stratum  which  occurs  in 
acute  endometritis  spreads  sometimes  to  the  whole  uterine 
substance,  and  rises  to  such  a  height  that  the  uterus  swells  to 
the  size  of  a  goose's  egg,  becomes  softened,  reddened,  unusually 
succulent  and  infiltrated  with  small  extravasations.  This  acute 
metritis  next  invades  the  peritoneal  covering  of  the  uterus  and 
of  the  neighbouring  organs.    In  some  rare  cases  the  issue  has 
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been  in  suppuration,  and  the  formation  of  abscesses  in  the  walls 
of  the  uterus,  which  like  the  puerperal  abscesses,  lead  to  various 
secondary  destructive  actions. 

Chronic  metritis  proceeds  from  the  acute  form,  or  is  developed 
out  of  persistent  hyperemia.  It  not  uncommonly  arises  slowly, 
even  insidiously,  out  of  irritation  produced  by  other  morbid 
conditions,  as  tumours  or  cancer ;  and  that  without  being  pre- 
ceded by  any  condition  that  can  rightly  be  called  acute  inflamma- 
tion. It  leads  to  hypertrophy  of  the  uterus,  with  preponderance 
of  the  connective  tissue,  which  affects  the  whole  organ  or  prevails 
in  the  body,  cervix,  or  vaginal-portion.  Its  most  frequent 
foundation  is  undoubtedly  laid  in  retarded  involution  after 
labour.  Much,  therefore,  of  what  might,  in  strict  order,  be  dis- 
cussed in  this  place,  has  been  anticipated  in  the  chapter  on  the 
consequences  of  labour  ;  and  which  should,  therefore,  be  read  in 
connection  with  the  description  of  metritis. 

Chronic  metritis  thus  takes  its  rise  in  hypereemia.  Whatever 
produces  retardation  and  accumulation  in  the  uterus  or  in  the 
utero-ovarian  system  of  vessels,  leads  to  chronic  metritis. 
Scanzoni*  says  the  influence  of  heart  disease  in  producing  chronic 
metritis  is  under-estimated.  Stenosis  and  insiifnciency  of  the 
mitral  valves,  by  inducing  retrograde  venous  stagnation,  causes 
hypereemia  of  the  uterus.  He  also  insists  that  chlorosis  and 
other  forms  of  anaemia,  by  favouring  pelvic  hyperemia,  frequently 
lead  to  chronic  metritis. 

Scanzoni  has  distinguished  two  stages  of  metritis:  namely, 
1,  a  stage  of  infiltration  or  softening,  in  which  is  observed  more 
or  less  extensive  hypereemia,  a  sero-sanguinolent  infiltration  of 
the  uterine  tissue,  which  in  consequence  becomes  soft,  relaxed, 
thickened ;  and  2,  a  stage  of  thickening  or  induration,  in  which 
general  or  partial  anaemia  of  the  organ,  dryness,  firmness,  and 
hardness  of  tissue  are  the  principal  lesions. 

In  the  first  stage,  that  of  softening  and  hypersemia,  there  may 
be  excess  or  alteration  in  the  secretions  of  the  mucous  follicles ; 
especially,  new  formations  may  arise,  or  there  may  be  general 
hypertrophy  of  the  organ.  In  this  stage  the  softened  uterus  is 
flaccid,  so  that  it  can  be  bent  backwards  or  forwards,  and  pressure 
of  the  finger  leaves  a  depression.  The  surface  of  the  organ  often 
exhibits  stringy  peritoneal  adhesions  to  the  neighbouring  struc- 
tures. When  a  section  is  made  with  a  scalpel,  there  is  absence 
of  that  crying  sound  which  is  heard  when  the  healthy  dense 
tissue  is  cut  through.  It  is  like  cutting  through  an  ordinary 
muscle  Fluid  blood  flows  from  the  cut  vessels,  and  serum  from 
the  tissue.  The  cut  vessels  are  seen  of  larger  calibre,  gaping  in 
places,  but  not  universally.  In  intervening  spaces  the  vessels 
may,  to  the  naked  eye,  show  no  alteration.    The  parenchyma 


*  Die  Chronische  Metritis,  1863. 
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itself  has  lost  something  of  its  resistance,  it  is  more  succulent 
and  friable.  The  increase  in  thickness  of  the  wall  at  this  stage, 
Scanzoni  says,  is  not  demonstrably  due  to  increase  of  muscular 
fibre,  but  mainly  to  the  serous  infiltration.  It  is  more  swelling 
than  new  growth.  He  has  also  observed  advanced  fatty  meta- 
morphosis of  the  muscular-bundles,  and  in  the  interposed  con- 
nective tissue  a  great  number  of  free  fat-globules.  This  more 
especially  applies  to  the  upper  part  of  the  organ.  The  mucous 
membrance  is  almost  invariably  the  seat  of  chronic  catarrh. 

In  the  second  stage,  that  of  thickening  or  induration,  there  is 
a  general  or  partial  anaemia  of  the  organ.  The  tissue  is  dry, 
tough,  and  hard.  This  hardness  strikes  the  observer  as  the  next 
feature  after  the  increase  of  volume.  The  hardness  resembles 
that  of  dense  fibroid  tumours.  These  characters  are  very  clearly 
seen  when  the  hypertrophied  vaginal-portion  is  amputated. 
This  tissue-change,  Scanzoni  says,  is  more  evident  in  the 
posterior  than  in  the  anterior  wall,  and  he  attributes  this  to  the 
fact  that  the  hinder  wall  is  the  more  frequent  seat  of  the  placenta. 
The  indurated  places  look  pale,  yellow,  or  yellowish-red,  and 
this  appearance  is  made  more  striking  in  those  cases  where  these 
places  are  surrounded  by  others  still  in  the  stage  of  infiltration, 
and  which  will  be  soft  and  red.  But  cases  are  frequently 
observed  in  which  the  whole  organ  is  thickened  and  indurated. 
In  the  hardened  parts  the  vessels  are  contracted.  The  chief 
contribution  to  the  increase  of  volume  of  the  tissue  is  made  by 
excessive  growth  of  the  connective  tissue,  although  the  muscular 
element  may  to  some  extent  contribute.  As  far  as  I  can  trust 
my  own  observations  made  upon  the  hypertrophied  vaginal- 
portion  after  amputation,  I  must  concur  in  this  statement.  The 
same  operation  also  gives  evidence  of  the  contraction  of  the 
vessels.  Incision  made  with  the  knife  divides  no  large  vessels ; 
there  is  at  most  an  oozing  from  the  surface.  The  greatest  part 
of  the  blood  comes  from  the  divided  mucous  membrane. 

Chronic  metritis,  although  it  may  predominate  in  the  body  or 
cervix,  almost  invariably  affects  the  entire  uterus,  more  or  less. 
Scanzoni  has  taken  great  pains  to  verify  the  statements  of  those 
pathologists  who  contend  that  the  anterior  or  posterior  wall  or 
the  fundus  may  be  the  especial  seat  of  hypertrophy  from  chronic 
inflammation.  He  has  occasionally  found  a  part  more  thickened 
than  the  rest ;  but  invariably  the  entire  body  of  the  organ 
is  enlarged.  The  growth  is  outwards  ;  it  leaves  the  cavity  ex- 
panded, impairing  more  or  less  its  triangular  shape,  so  that  it 
becomes  more  ovoid. 

The  mucous  membrane  is  swollen,  softened ;  the  glandular 
orifices  are  prominent,  open,  visible  under  water.  ^  The  gland- 
tubes  themselves  are  much  elongated.  Mucus,  stained  with  pus, 
is  generally  found  in  the  cavity. 

The  origin  of  the  increase  of  bulk  undoubtedly,  in  many  cases, 
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lies  in  acute  metritis.  The  effused  fluids  not  being  entirely  ab- 
sorbed, that  which  remains  becomes  organized.  But  there  are 
many  cases  in  which  it  is  difficult  to  prove  the  existence  of 
inflammation.  Under  simple  hyperemia  fluids  are  effused  into 
the  tissue,  and  the  non-absorbed  excess  may  undergo  the  same 
change  into  dense  tissues.  It  is  thus  that  during  long-persistent 
hypersemia  there  may  be  intercurrent  attacks  of  metritis.  But 
this  is  not  shown  to  be  necessary — the  process  is  one  of  disordered 
nutrition. 

The  changes  produced  in  the  cervix  uteri  by  chronic  inflam- 
mation involving  the  whole  uterus  have  been  partly  described 
in  a  preceding  chapter.  Those  which  are  necessarily  dependent 
upon  antecedent  pregnancy,  are  the  following  : — 

The  follicular  excoriations  of  the  cervical  canal  arise,  according 
to  C.  Mayer,  in  the  following  manner  :  There  is  an  inflamma- 
tory process  in  the  mucous  membrane,  so  that  the  follicles  being 
involved,  their  excretory  orifices  are  closed.  Then  three  several 
pathological  changes  proceed :  1.  The  follicles  swell  gradually 
to  the  size  of  a  millet  seed,  and  form  round,  smooth,  elastic  cysts, 
containing  a  delicate,  viscid,  stringy  matter,  known  as  ovula 
Nabothi.  Often  the  contents  assume  a  purulent  condition  ;  and 
at  length  the  follicles  burst,  and  leave  round,  follicular  ulcera- 
tions. 2.  The  follicles  do  not  reach  the  above-described  develop- 
ment, but  stop  as  it  were  on  the  way,  as  small,  roundish  bodies 
with  thickened  investments,  and  scanty  contents,  like  hard  knots 
on  the  surface,  and  so  persist.  3.  Or  the  follicles  project  more 
and  more  out  of  the  mucous  membrane,  like  ovula  Nabothi, 
become  bigger,  and  hang  down,  stalked,  like  scarlet-red  pearls 
out  of  the  os  uteri.    These  are  called  mucous  polypi. 

These  three  forms  give  rise  to  three  distinct  forms  of  follicular 
erosions  and  ulcerations,  different  in  their  symptoms  and  in  their 
appearance. 

In  the  first  form  the  os  uteri  is  nearly  always  large,  gaping, 
its  scarred  borders  everted  ;  its  whole  surface  feels  rough,  un- 
even. The  profuse  secretion  is  often  yellowish,  puriform,  not 
seldom  mixed  with  blood,  and  offensive.  The  lips  are  dark-red, 
even  purple,  hyperaemic.  The  prominent  smooth  follicles  are 
easily  recognised ;  they  have  a  turgescent,  often  finely  granular 
surface.  A  thick  stream  of  opaque,  yellowish-white  secretion 
flows  from  the  cervix.  Where  the  follicles  have  burst,  roundish 
ulcers  remain.  This  condition  is  not  limited  to  the  os  uteri, 
it  extends  to  the  interior  of  the  cervix. 

These  follicular  affections,  C.  Mayer  says,  are  almost  always 
associated  with  chronic  metritis.  Scanzoni  associates  them  with 
retarded  involution  of  the  uterus.  The  mucous  membrane,  with 
its  glandular  apparatus,  hypertrophied  during  pregnancy,  re- 
main stationary,  and  give  rise  to  the  affections  described.  That 
this  is  in  many  cases  true,  I  do  not  doubt.  But  the  explanation 


METRITIS. 


503 


I  have  given  in  the  chapter  on  the  changes  the  cervix  undergoes 
after  labour  is,  I  am  equally  sure,  more  generally  true.  The 
mucous  membrane,  at  least  its  epithelial  element,  falls  by  a 
necrotic  process ;  and  one  does  not  usually  see  in  the  post- 
puerperal  cases  distinct  rounded  follicular  ulcers,  but  a  large 
surface  bared  of  epithelium ;  the  granular  aspect  being  due,  not 
so  much  to  the  enlarged  follicles,  as  to  the  swollen  villi  no 
longer  bound  down  by  their  epithelial  investment.  The  roundish 
erosions  resulting  from  burst  follicles  described  by  Mayer,  are 
often  seen  independently  of  pregnancy,  that  is,  years  after  the 
last  pregnancy,  and  even  in  women  who  have  never  had 
children. 

There  is  another  form  of  erosions  described  by  Scanzoni  and 
others,  which  ought  not  to  be  confounded  with  the  foregoing. 
These  result  from  aphthous  eruptions.  Partly  in  the  immediate 
proximity  of  the  os  uteri,  partly  scattered  at  some  distance  are 
small  vesicular  points  as  big  as  a  pin's  head.  The  epithelium 
is  easily  rubbed  off  by  a  brush,  leaving  a  small  vivid  red  spot. 
Sometimes  several  of  these  vesicles  run  together,  and  give  rise 
to  a  large  erosion.  This  kind  of  erosion  is  distinguished  from 
the  preceding  one  in  the  absence  of  follicular  swelling  of  the 
cervical  mucous  membrane,  by  the  thinness  of  the  superficial 
wall  of  the  vesicle,  by  the  ease  with  which  the  vesicles  burst ; 
and  in  their  leaving,  not  a  sharp  deep  ulcer,  but  a  superficial, 
perhaps  irregular,  erosion.  This  appears  to  be  the  herpetic, 
dartrous  or  eczematous  ulceration  of  Huguier  and  Courty,  terms, 
which  I  think  Aran  rightly  finds  fault  with,  since  they  imply  a 
connection  with  herpetic  disorders  of  the  skin,  of  which  there  is 
no  proof.  On  the  other  hand,  Scanzoni  relates  a  case  of  an 
otherwise  healthy  woman  who  suffered  from  aphthae  of  the 
mouth,  who,  whenever  she  had  a  fresh  eruption  here,  always  had 
attacks  of  pruritus  vulvae  and  slight  leucorrhoea,  attended  by 
vesicular  eruption  on  the  mucous  membrane  of  the  vaginal- 
portion.  These  were  speedily  cured  by  light  touches  with  nitrate 
of  silver  ;  but  a  relapse  always  followed  the  formation  of  aphthae 
in  the  mouth. 

The  papillary  erosions  I  have  described  under  the  changes 
following  labour  under  the  name  of  "  villous."  I  believe  they 
are  more  frequently  the  cause  than  the  consequence  of  chronic 
metritis.  Dating  from  the  act  of  labour,  arising  in  traumatism, 
they  precede  metritis.  Although  the  metritis  may,  and  often 
does,  arise  out  of  the  hypersemia  attending  retarded  involution, 
yet  even  in  cases  where  involution  has  proceeded  fairly  well,  the 
raw  surface  left  by  the  fall  of  the  epithelium,  keeps  up  irritation, 
and  attracts  an  undue  flow  of  blood  to  the  part ;  maintaining  a 
condition  constantly  liable  to  merge  into  subacute  inflammation. 

In  connection  with  chronic  metritis,  it  is  not  rare  to  find  a 
form  of  erosions  to  which  the  name  of  "  cock's-comb  ulceration  " 
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lias  been  given.  It  appears  to  be  a  transition- form  from  the 
papillary  or  villous  erosion  to  the  cauliflower-excrescence. 
When  this  occurs,  the  tumefaction  and  enlargement  of  the 
whole  cervix  as  well  as  of  the  vaginal-portion  are  consider- 
able. There  is  intense  hyperemia,  and  often  some  degree  of 
loss  of  mobility  of  the  lower  segment  of  the  uterus.  This 
appears  to  be  due,  at  least  in  those  cases  where  evidence  of 
malignant  disease  is  not  pronounced,  to  infiltration  of  serum, 
with  some  inflammatory  process  in  the  cellular  tissue  imme- 
diately outside  the  cervix.  These  cases  are  difficult  to  deal 
with.  Absolute  rest  is  essential.  Local  applications  of  chromic 
or  nitric  acid  answer  the  most  effectually. 

Scanzoni,  in  1856,  described  the  ' 1  varicose  ulcer"  as  a  form 
of  disease  of  the  cervix  uteri  arising  in  this  way  :  Some  time 
after  the  existence  of  a  marked  increase  of  volume  of  the  uterus, 
and  of  a  profuse  secretion  from  its  cavity,  a  bluish-red  colora- 
tion is  developed  on  the  vaginal-portion  and  the  adjoining  part 
of  the  vagina ;  some  dark  blue  spots  gradually  appear,  upon 
which,  after  a  time,  numerous  varicose  venous  branches  become 
manifest.  Upon  these  spots  the  mucous  membrane  softens,  and 
forms  elevations  recognisable  by  sight  and  touch.  The  epithe- 
lium is  thrown  off,  and  an  erosion  is  the  result.  At  a  further 
stage  the  loss  of  substance  extends  deeper,  usually  giving  rise  to 
free  hsemorrhage.  The  surface  of  the  sore  looks  remarkably 
pulpy,  so  that  the  sound  easily  penetrates  it.  Scanzoni  has 
only  seen  these  varicose  ulcers  in  women  who  had  borne  child- 
ren, and  in  whom  there  had  long  existed  obstruction  to  the 
portal  circulation,  or  in  the  subjects  of  heart  disease.  I  have, 
however,  notes  of  a  case  taken  at  the  London  Hospital,  in 
which  there  was  a  vascular  nsevus-like  growth  on  the  os  uteri 
of  a  woman  who  had  never  had  children.  She  was  said  to  have 
had  three  abortions  ;  but  the  cervix  and  os  uteri  had  the  features 
which  I  have  almost  invariably  found  significant  of  sterility. 
This  woman  had  frequent  metrorrhagia.  Under  applications 
of  nitrate  of  silver  the  varicose  mass  disappeared,  and  the 
hsemorrhage  ceased. 

Chronic  metritis  sometimes  brings  about  a  papillary  swelling 
of  the  mucous  membrane  of  the  vagina.  This  was  at  one  time 
called  "  follicular."  But  since  Hassall,  Henle,  Mandl,  Kolliker, 
and  others,  have  shown  that  the  mucous  membrane  of  the  vagina 
is  nearly  destitute  of  glands,  the  papillary  nature  of  the  affection 
has  been  recognised.  It  is  generally  attended  by  a  profuse 
milky  or  creamy  leucorrhcea.  This  papillary  hypertrophy  is 
often  observed  in  the  course  of  pregnancy,  which  condition  must 
be  regarded  as  its  chief  cause.  After  labour  it  is  sometimes  so 
marked  as  to  resemble  a  papilloma. 

The  Course  of  Metritis. — Inflammation,  if  it  does  not  terminate 
in  resolution,  may  become  chronic,  and  lead  to  hypertrophy,  or 
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it  may  tend  to  softening  and  liquefaction.  This  termination  is, 
I  believe,  not  very  uncommon  in  women  past  the  climacteric. 
In  such  cases  the  whole  organ  is  enlarged.  It  feels  flaccid, 
swollen,  pulpy,  between  the  internal  and  external  examining 
fingers.  The  body  falls  either  forwards  or  backwards,  or  may 
seem  to  squat  down  on  the  vagina.  The  sound  passes  the  os 
internum  easily,  provided  there  is  no  flexion,  or  when  the  down- 
bent  body  is  tilted  up.  It  penetrates  usually  rather  more  than 
two  and  a-half  inches  before  resistance  is  encountered;  and  the 
wall  of  the  uterus  is  so  pulpy,  that  the  point  might  easily  pene- 
trate into  or  through  its  substance.  More  or  less  oozing  of 
blood  commonly  follows  the  examination.  By  the  speculum  the 
os  externum  and  vaginal-portion  are  seen  deep  purple  or  dark 
red ;  the  mucous  membrane  is  villous-looking,  it  easily  bleeds. 

If  there  be  a  tubercular  element  complicating  this  metritis, 
recovery  is  hardly  to  be  expected.  It  may  be  doubted  whether, 
even  apart  from  such  complication,  recovery  takes  place,  if  the 
softening  be  general  or  far  advanced. 

Abscess  in  the  uterine  wall  is,  I  believe,  rarely  seen  unless  in  the 
puerperal  state ;  and  in  this  case  it  does  not,  unless  exceptionally, 
arise  in  the  parenchyma,  but  may  be  traced  from  the  foci  formed 
in  the  venous  tissues  or  lymphatics,  whose  walls  are  first  inflamed 
by  the  reception  of  septic  matter  from  the  cavity  of  the  uterus. 
Abscess  does  not  occur  readily  in  purely  muscular  tissue. 

Metritis  proper  may,  however,  run  on  rapidly  to  the  formation 
of  abscess,  as  in  the  following  case  told  by  Scanzoni.  A  young 
woman  had  violent  metritis  after  suppression  of  menstruation. 
The  pains  were  very  acute,  resisting  all  treatment  for  eight  days. 
The  sensibility  increased,  rigors  were  repeated  several  times,  and 
suddenly  there  was  developed,  above  the  horizontal  portion  of 
the  pubes,  a  tumour  the  size  of  a  hen's  egg,  somewhat  resisting, 
and  accurately  defined.  On  the  twenty-second  day  of  the  illness, 
symptoms  of  violent  and  extensive  peritonitis  set  in,  and  the 
patient  died  on  the  thirty-first  day.  Dissection  proved  that 
the  cause  of  death  was  the  rupture  of  an  abscess,  situated  in 
the  right  and  upper  part  of  the  uterus,  the  pus  from  which  had 
worked  through  the  outer  strata  of  the  uterus  and  its  peritoneal 
investment. 

It  can  hardly  be  doubted  that  this  case  was  one  of  metritis 
proper  passing  into  abscess.  But  a  case  related  by  Hervez  de 
Chegoin  (Soc.  de  Chirurgie,  1868),  in  which  an  abscess  was  found 
at  the  fundus  of  the  uterus  quite  closed,  the  size  of  a  uterus  at 
the  fifth  month  of  pregnancy,  with  enormous  development  of  the 
fleshy  fibre,  was  probably  the  result  of  suppuration  in  a  fibro- 
cystic tumour. 

Amongst  the  consequences  of  chronic  metritis,  Scanzoni  lays 
stress  upon  the  frequent  implication  of  the  ovaries.  Supplied 
by  the  same  system  of  vessels,  these  readily  partake  in  the  like 
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hyperemia,  and  in  the  increased  action  attending  the  uterine 
condition.  He  says  ovarian  cysts  are  a  frequent  complication. 
They  arise  out  of  chronic  oophoritis ;  probably  in  this  way  an 
ovum  may  ripen,  but  owing  to  the  thickened  condition  of  the 
surrounding  stroma  the  follicle  cannot  burst,  and  the  fluid  cannot 
escape.  Succeeding  menstrual  periods  with  attendant  hyper- 
semia  cause  fresh  exudation  into  the  follicular  cavity,  and  so 
this  grows  to  a  cyst.  The  other  forms  of  cystoid  of  the  ovary 
are  also  often  found  as  complications  of  chronic  metritis. 

Chronic  catarrh  of  the  Fallopian  tubes  often  comes  as  an  ex- 
tension of  the  affection  of  the  uterus  ;  and  one  of  its  consequences 
is  adhesion  to  the  ovary.  And,  either  by  adhesion  or  by  simple 
closure  of  the  tube  at  its  abdominal  end,  the  tube  may  become 
distended  by  accumulation,  producing  dropsy. 

The  vagina,  in  the  higher  grades  of  the  disease,  is  almost 
constantly  in  the  state  of  chronic  catarrh,  with  more  or  less 
swelling  and  relaxation  of  its  tissues.  This  is  especially  true  of 
the  upper  part  or  fundus  of  the  vagina. 

The  bladder  participates  in  the  disordered  circulation  of  the 
pelvis,  being  involved  in  chronic  catarrh,  and  perhaps  thickening 
of  its  coats. 

The  rectum  is  also,  in  like  manner,  liable  to  chronic  catarrh, 
attended  with  various  dilatations  of  the  hemorrhoidal  veins, 
especially  when  there  is  retroversion  or  retroflexion  of  the  uterus 
with  enlargement. 

In  various  ways  the  skin  shows  evidence  of  disordered  nutrition. 
Hebra  says  the  influence  which  uterine  disorder  exerts  over  the 
origin  of  skin  diseases,  especially  of  the  eczemata,  is  manifested 
in  the  fact  that  all  the  chronic  skin  affections  in  women  undergo 
a  marked  deterioration,  a  fresh  irritation,  during  menstruation. 
Many  women,  he  says,  feel  a  day  or  two  before  this  process — 
commonly  in  the  course  of  the  vessels  of  the  extremities — smart- 
ing, burning,  and  twitching,  so  that  by  these  symptoms  they  can 
foretell  with  certainty  the  speedy  appearance  of  menstruation. 

Hebra  also  calls  attention  to  the  frequency  with  which  women 
suffering  from  uterine  disorder  lose  their  hair.  Every  one  who 
sees  much  of  these  disorders  is  familiar  with  this  complaint.  In 
not  a  few  cases  it  is  associated  with  syphilitic  complication. 
But  I  am  satisfied  that  in  a  great  number  of  cases  there  is  no 
reason  to  invoke  this  explanation.  It  appears  to  be  induced  by 
the  deteriorated  nutrition  which  follows  upon  chronic  uterine 
disease.  It  is  often  cured,  the  hair-growth  being  quite  restored 
when  the  uterine  disease  is  removed. 

The  influence  on  pigmentation  is  often  very  striking.  Inde- 
pendently of  the  pale,  sallow,  or  dull  earthen  hue,  the  result  of 
the  circulation  of  impoverished  blood,  more  or  less  tainted  with 
unhealthy  elements,  there  are  frequently  seen  on  the  face, 
namely,  on  the  forehead,  cheeks,  or  skin,  brownish  spots  or 
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patches  of  lentigo  or  chloasma  uterinum.  This  chloasma  is  a  form  of 
pityriasis  versicolor.  I  have  seen  marked  examples  on  the  chest, 
which  underwent  striking  increase  in  depth  of  colour  during  men- 
struation. Although  in  all  likelihood  due  to  disordered  nutrition 
of  the  skin,  it  is  not  determined  whether  the  yellowish-brown 
colour  of  the  epidermic  scales  depends  upon  the  peculiar  fungus 
developed  in  this  disease,  as  Gr.  Simon  believes,  or  upon  the 
marked  accumulation  of  fat — smegma — as  Wedl  suggests. 

Acne  is  not  at  all  uncommon.  I  have  known  this  disfiguring 
eruption  disappear  soon  after  cure  of  uterine  disorder,  aided  by 
iodide  of  potassium,  arsenic,  and  other  appropriate  remedies. 

Fugitive  attacks  of  erythema,  erysipelas,  or  furuncle,  are  more 
frequently  observed  during  the  anaemia  of  amenorrhea,  but  are 
not  uncommon  at  the  climacteric  period. 

Nervous  symptoms  or  complications. — The  seat  and  intensity  of 
the  pain  are  very  variable.  There  is  most  commonly  a  painful 
sense  of  weight,  pressure,  at  times  of  forcing,  in  the  hypogastrium 
and  pelvis.  This  is  more  or  less  constant,  but  is  aggravated  by 
standing,  walking,  or  other  exertion.  There  is  often  a  sensation 
as  of  a  large  body  tending  to  force  its  way  out  of  the  vulva.  On 
coughing,  sneezing,  or  other  forcible  expiratory  acts,  the  pain  is 
increased,  and  these  bring  out  new  pains  in  the  loins,  sacrum, 
and  groins.  There  is  often  distress  at  the  anus,  and  down  the 
thighs.  At  the  menstrual  epochs,  the  hyperesthesia  is  more 
generally  diffused.  The  frequency  with  which  pain  is  felt  in 
those  regions  which  are  supplied  by  the  lumbar  plexus,  is 
remarkable.  It  is  deserving  of  attention  in  a  diagnostic  point 
of  view,  that  the  intense  pain  often  complained  of  in  chronic 
metritis  in  the  inguinal  regions  is  so  explained,  and  is  therefore 
not  indicative  of  oophoritis.  In  two  cases,  says  Scanzoni,  in 
which  an  autopsy  was  made  of  women  who  had  suffered  intensely 
from  pain  in  the  ovarian  region,  so  that  he  was  all  but  convinced 
that  they  had  organic  disease  of  the  ovaries,  these  organs  were 
found  perfectly  sound.  Bennet,  as  we  have  seen,  has  long 
insisted  that  this  pain  is  pathognomonic  of  chronic  inflammation 
of  the  cervix.  I  have  on  several  occasions  known  intense 
ovarian  pain  produced  at  the  moment  of  touching  an  abraded 
surface  of  the  os  uteri  with  caustic. 

The  nerve  most  frequently  affected  appears  to  be  the  ileo- 
hypogastric.  The  pain  often  runs  along  the  course  of  this 
nerve  from  the  anterior  border  of  the  crest  of  the  sacrum,  down- 
wards to  the  inguinal  ring.  When  the  pain  extends  to  the 
labia  pudendi,  we  have  to  conclude  that  the  external  pudic 
nerve  has  been  seized.  I  have  known  this,  or  the  external 
pudic  nerve,  to  be  the  seat  of  persistent  pain  concentrated  there, 
of  the  most  distressing  kind.  It  seems  as  if,  after  long  irrita- 
tion of  the  nerves  involved,  pain  settles  in  a  particular  branch, 
and  becomes  difficult  to  dislodge,  even  after  the  disease  which 
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provoked  the  nervous  trouble  had  ceased.  This  remark  applies 
peculiarly  to  the  lumbar,  dorsal,  and  sacral  aching  pain  which 
often  lasts  weeks  and  months  after  the  uterus  has  been  restored 
to  a  comparatively  healthy  condition.  In  these  cases,  it  seems 
highly  probable  that  the  long- continued  irritation  of  the  lower 
part  of  the  spinal  cord  has  induced  a  chronic  alteration  of  nutri- 
tion. This  lingering  ill  is  often  the  source  of  disappointment 
and  discouragement  to  patients  who  have  really  recovered  from 
metritis.  It  is  necessary  to  explain  that  effects  do  not  imme- 
diately cease  after  the  cause  is  removed ;  that  the  return 
to  healthy  nervous  function,  to  vigorous  muscular  power,  is 
necessarily  gradual.  Muscles  long  disused  have  fallen  away  ; 
all  the  functions  exhibit  the  weakness  of  structure  of  the  organs 
which  execute  those  functions.  Healthy  tissues  can  only  be 
built  up  by  regulated  exercise  and  other  hygienic  measures. 

A  not  uncommon  attendant  symptom  of  chronic  metritis  is 
the  "  Ooccygodynia "  of  Simpson.  This  is  sometimes  so  dis- 
tressing that  the  sufferer  cannot  sit  in  the  ordinary  way,  but  is 
obliged  to  rest  upon  one  or  other  ischium  ;  and  some  women  on 
this  account  constantly  use  an  air-cushion.  Pain  is  often  felt 
on  defecation.  Since  the  metritis  to  which  this  pain  is  due, 
itself  probably  arose  after  labour,  it  is  natural  to  conjecture  that 
the  sacro-coccygeal  joint  received  injury  during  labour,  and 
became  the  seat  of  chronic  inflammation.  In  some  instances 
this  is  really  the  case.  But  in  most  no  evidence,  beyond  the 
pain,  will  be  found  of  local  mischief.  It  is  a  form  of  neuralgia. 
It  is,  however,  desirable  to  determine  the  local  condition  by 
examination.  For  this,  the  forefinger  of  one  hand  is  passed 
into  the  rectum,  whilst  the  other  hand  feels  along  the  sacrum 
or  down  the  joint  externally.  In  this  way  the  joint  is  closely 
approached  on  either  side,  and  the  relation  of  its  constituent 
bones,  the  mobility  of  the  coccyx,  the  condition  of  the  joint 
can  be  accurately  made  out.  The  removal  of  this  sacro-coccy- 
geal neuralgia  must  be  waited  for  in  the  same  way  as  the  sub- 
sidence of  other  nervous  disorders,  when  the  causing  disease  is 
cured. 

A  nervous  affection  of  a  peculiarly  distressing  kind,  is  pru- 
ritus vaginae  et  vulvae.  This  is  not  an  uncommon  symptom  of 
chronic  metritis.  It  is  due  to  the  general  hyperesthesia  of 
the  pelvic  nerves,  and,  in  some  cases,  to  inflammation  of  the 
mucous  membrane.  The  nervous  filaments  distributed  in  the 
papillae  being  involved,  of  course  present  extensive  points  of 
peripheral  irritation.  Where  there  is  inflammation  of  the 
mucous  membrane,  there  will  commonly  be  more  or  less  spas- 
modic contractility  of  the  vulva,  constituting  vaginismus. 
But  an  equal  degree  of  irritability  is  not  uncommon  where 
there  is  no  local  inflammation.  This  distressing  complication 
is  sometimes  successfully  treated  by  belladonna  or  morphia 
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pessaries.  But  the  only  effectual  remedy  is  the  use  of  the 
"  vaginal-rest." 

The  wear  and  tear  of  the  nervous  system,  and  the  degrada- 
tion of  the  blood  attending  chronic  metritis,  hardly  ever  fail 
to  bring  about  disturbance  of  distant  parts.  This  is  manifested 
in  various  sympathetic  nervous  disorders.  One  of  the  most 
frequent  is  facial  neuralgia.  The  association  of  this  disorder 
with  uterine  and  ovarian  trouble,  is  placed  beyond  doubt  by 
the  exacerbations  which  so  often  accompany  the  menstrual 
periods.  Hysteria  is  another  frequent  attendant.  Where  the 
disease  has  lasted  some  years,  being  prolonged  into  the  climac- 
teric age,  the  nervous  disorders  characteristic  of  that  epoch  will 
be  earlier  and  more  strikingly  produced. 

A  symptom,  says  Peaslee,*  almost  pathognomonic  of  uterine 
affections,  is  the  "  uterine  headache,"  referred  to  the  top  of  the 
head,  usually  extending  over  a  circular  or  oval  surface,  and 
relieved  by  pressure.  Sometimes  a  "  crazy  feeling,"  a  sensation 
of  cold  or  heat,  or  a  numbness  is  complained  of,  or  the  surface 
is  tender  on  pressure,  or  hot. 

The  Sympio7ns  and  Diagnosis. — The  disease  is  usually  so  pro- 
tracted, coming  under  treatment,  perhaps,  long  after  its  earlier 
stages  have  been  passed  through,  that  it  is  difficult  to  gather  up 
a  complete  orderly  history  of  the  symptoms.  The  later  symp- 
toms will,  in  many  respects  differ  from  the  earlier  ones.  Still, 
the  subjective  symptoms,  when  corrected  and  complemented 
by  the  objective  ones,  are  clear  enough  to  mark  what  is 
going  on. 

The  most  marked  symptom  is  acute  hypogastric  pain,  differ- 
ing from  the  pains  of  retention  by  being  persistent,  and  be- 
coming more  intense.  It  frequently  comes  on  suddenly,  with 
initial  protracted  rigor.  Fever  is  constant  in  acute  metritis, 
and  not  rare  in  the  chronic  form.  Inflammation  is  apt  to  spread 
to  the  surrounding  organs,  and  if  the  peritoneum  become  in- 
volved, as  it  frequently  does,  the  pain  may  extend  from  the 
pelvis  to  the  abdomen.  The  patient  complains  of  a  feeling  of 
burning  heat  in  the  hypogastrium,  vagina,  and  vulva. 

On  examination,  the  vagina  feels  hot,  tense,  tumid ;  pressing 
the  cervix  uteri  produces  acute  pain,  especially  if  so  pressed  as 
to  move  the  uterus.  Arterial  pulsations  may  be  felt  in  the 
utero-vaginal  sinuses.  The  uterus  is  felt  to  be  increased  in 
bulk.  If  the  sound  be  introduced — and  this  ought  to  be  avoided 
if  we  find  the  foregoing  signs  present — the  most  acute  pain  is 
caused  by  the  passage  along  the  cervix,  and  some  oozing  of 
blood  is  very  likely  to  ensue. 

The  diagnosis,  indeed,  admits  of  being  perfectly  established 
without  the  sound.    The  state  of  the  uterus — perhaps  softened, 
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easily  bleeding,  even  easily  penetrable  by  the  point  of  the  in- 
strument— is  a  valid  reason  for  not  using  it. 

The  pain  is  intensified  by  movement,  by  the  slightest  jar  or 
shock,  and  even  by  the  action  of  the  bowels  or  bladder.  If  acute 
metritis  attack  during  menstruation,  the  menstrual  flow  is  com- 
monly suppressed.  In  the  chronic  form  it  may  also  be  sup- 
pressed ;  but  sometimes  an  attack  of  menorrhagia  or  metror- 
rhagia supervenes.  Dysmenorrhea  is  almost  inevitable.  Sup- 
pression of  menstruation  is  more  characteristic  of  parenchyma- 
tous metritis.  When  the  mucous  membrane  is  principally 
affected,  there  is  more  often  menorrhagia. 

Nausea  and  vomiting  are  hardly  ever  absent.  Bennet  looks 
upon  nausea  as  a  characteristic  symptom  of  parenchymatous 
inflammation.  The  active  engorgement  of  the  vessels  and 
tissues  stretching  the  uterine  fibre  accounts  for  this  symptom. 

The  "  facies  uterina  "  is  commonly  well  marked.  Sterility 
is  almost  constant  in  metritis.  In  the  acute  stage  pain  would 
prevent  intercourse,  and  in  the  slower  chronic  forms  the  altered 
tissues  and  secretions  are  unfavourable  to  conception,  and  to 
the  retention  of  the  embryo  in  the  rare  event  of  conception 
taking  place. 

In  the  more  chronic  forms  of  metritis,  the  simple  vaginal 
touch  may  not  in  every  case  produce  pain.  If  the  surrounding 
structures  be  not  involved,  so  as  to  impede  the  mobility  of  the 
uterus,  and  the  body  of  the  organ  be  the  chief  seat  of  the 
inflammation,  it  rises  and  retreats  before  the  examining  finger, 
so  that  the  tender  inflamed  part  escapes  pressure.  But  when 
we  combine  external  pressure  by  the  hand  above  the  pubes, 
pushing  the  fundus  down,  we  evoke  pain  by  bringing  the 
inflamed  part  under  compression. 

By  this  mode  of  examination  we  are  sure  to  bring  out  with 
precision  the  signs  of  disease  in  the  uterus ;  and  by,  in  like 
manner,  examining  the  remaining  organs  in  the  pelvis,  we  may 
exactly  trace  the  disease  to  the  uterus. 

The  enlargement  of  the  uterus  which  always  attends  metritis, 
chronic  or  acute,  is  easily  determined  by  the  abdomino- vaginal, 
or  the  recto-abdominal  touch.  The  fundus  of  the  uterus  in 
acute  puerperal  metritis  almost  invariably  rises  above  the  sym- 
physis pubis.  In  the  non-puerperal  acute,  and  in  the  chronic 
forms,  it  is  usually  not  difficult  to  feel  the  fundus  by  pressing 
the  fingers  a  little  firmly  behind  the  symphysis,  having  previ- 
ously emptied  the  bladder.  If  the  inflammation  arise  out  of,  or 
be  associated  with,  cancerous,  fibroid,  or  other  disease,  the  en- 
largement of  the  body  of  the  uterus  is  usually  greater,  and  the 
fundus  rises  proportionally  so  as  to  be  easily  reached. 

This  enlargement  of  the  uterus  imparts  some  degree  of 
tumefaction  to  the  lower  abdomen.  And  it  is  a  point  to  attract 
attention,  that  the  tumefaction  or  distention  of  the  abdomen  is 
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almost  always  much  greater  than  the  mere  increase  in  size  of 
the  uterus  can  account  for.  The  surplus  is,  I  believe,  often  due 
to  the  disturbance  in  the  state  of  the  intestines,  which  the 
neighbouring  inflamed  organ  produces.  All  parts  in  contact 
with  an  inflamed  organ  are  constantly  disordered.  This  is 
especially  the  case  when  movement  is  a  necessary  condition  to 
the  due  performance  of  the  organs  implicated  by  proximity. 
The  intestines  are  in  this  case  ;  and  they  appear  to  be  com- 
pelled to  a  state  of  inaction  or  paralysis,  in  order  to  spare  the 
sensitive  inflamed  uterus.  Hence  distention.  This  is  made 
manifest  by  a  degree  of  tympanitis. 

So  long  as  the  inflammation  is  limited  to  the  uterus,  not  in- 
volving the  peritoneum  or  the  broad  ligaments,  the  uterus 
remains  morbid.  If  it  be  found  at  all  fixed,  we  may  conclude 
that  the  inflammation  has  extended  to  the  surrounding  struc- 
tures. Although  in  a  large  proportion  of  the  cases  of  chronic 
metritis  the  uterus  retains  its  mobility,  we  must  always  be 
prepared  for  extension  of  inflammation  to  the  neighbouring 
parts.  When  this  occurs,  as  it  may  do  under  the  influence 
of  cold,  over-exertion  or  violence,  especially  if  encountered 
during  a  menstrual  period,  there  will  be  exacerbation  of  pain, 
and  this  more  widely  spread ;  and  there  will  be  some  febrile 
excitement. 

Metritis  may  be  mistaken  for  congestion,  flexion,  uterine 
tumour,  or  perimetric  disease.  I  do  not  here  stop  to  point  out 
the  special  means  of  diagnosis,  because  these  will  be  discussed 
when  describing  these  several  disorders. 

In  simple  congestion,  fever  is  usually  absent.  There  is  not 
the  burning  heat  in  the  vagina,  nor  the  same  degree  of  tender- 
ness of  the  uterus. 

The  duration  of  acute  parenchymatous  metritis,  if  not  com- 
plicated with  septic  conditions,  or  perimetritis,  is  generally  from 
three  weeks  to  a  month.    The  usual  termination  is  in  resolution. 

But  in  patients  who  have  neglected  care,  rest,  and  appro- 
priate treatment,  and  especially  in  those  who  are  the  subjects 
of  strumous  or  other  morbid  diathesis,  or  who  are  simply  of 
weak  constitution,  the  inflammation  merges  into  the  chronic 
form,  and  is  not  unlikely  to  spread  to  neighbouring  structures. 

Perimetritis,  or  inflammation  of  the  peritoneal  investment  of 
the  uterus,  will  be  more  conveniently  described  in  connection 
with  pelvic  cellulitis  and  pelvic  peritonitis  in  a  subsequent 
chapter. 

The  Curability  of  Metritis,  Acute  and  Chronic. — There  can  be 
no  doubt  in  the  mind  of  those  who  have  had  large  opportunities 
of  observing  puerperal  diseases,  that  acute  and  even  sub-acute 
metritis  is  often  followed  by  substantial,  if  not  complete, 
recovery.  We  cannot  avoid  this  conclusion,  if  we  accept  as 
evidence  of  restoration  the  return  to  healthy  functional  activity. 
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"Who  has  not  known  women  who  have  suffered  metritis  after 
labour  or  abortion,  subsequently  menstruate  easily,  become 
pregnant,  go  through  labour,  lactation,  and  resume  the  duties  of 
life  with  comfort  ?  It  is  scarcely  possible  that  a  history  such 
as  this  should  be  frequent,  if  any  decided  uterine  disease 
persisted. 

The  case  is  somewhat  different,  however,  with  chronic 
metritis.  Slow  changes  of  tissue,  continuing  over  months  and 
years,  are  with  difficulty  counteracted.  Still,  appealing  to  the 
same  evidence  which  proves  the  cure  of  acute  metritis,  we 
cannot  absolutely  deny  the  curability  of  chronic  metritis. 
Pregnancy  is  assuredly,  if  I  may  trust  my  own  observation, 
not  infrequent.  It  sometimes,  no  doubt,  takes  place  whilst  the 
uterus  is  still  in  an  imperfectly  restored  condition.  But  the 
value  of  this  test  of  return  to  functional  work  is  strong.  I 
think  this  fact  should  qualify  the  discouraging  conclusion  of 
Scanzoni  that,  perhaps,  with  the  exception  of  some  extraordi- 
narily rare  instances,  it  is  not  in  the  power  of  the  physician  so 
to  cause  the  tissue-changes  of  chronic  metritis  to  disappear, 
that  the  uterus  is  completely  brought  back  to  its  normal  con- 
dition. When  once  the  process  of  hypertrophic  induration 
with  condensation  of  tissue  has  been  accomplished,  it  is  certainly 
contrary  to  experience  to  find  that,  either  by  internal  remedies 
or  by  local  applications,  we  can  reverse  the  process  which  has 
taken  place,  cause  the  new  material  to  be  absorbed,  and  restore 
the  uterus  to  its  pristine  condition.  We  have  the  clearest 
evidence  of  the  permanent  character  of  the  tissue-changes 
wrought  by  chronic  metritis  brought  directly  under  our  senses 
in  the  chronic  hypertrophic  elongation  of  the  cervix.  Growth 
with  induration  having  taken  place,  it  may  be  confidently  said 
that  nothing  short  of  surgical  agency  will  remove  the  disease. 
It  may  by  analogy  be  contended  that  like  changes  in  the  body 
of  the  uterus  will  be  equally  permanent.  Although  this  part 
is  liable  to  similar  tissue-changes,  still  this  does  not  appear  to  be 
so  frequent.  Now  if,  as  Scanzoni  himself  asserts,  there  is  no 
such  thing  as  chronic  metritis  absolutely  limited  to  one  part  of 
the  organ,  of  course  when  we  have  hypertrophic  induration  of 
the  cervix,  about  which  there  can  be  no  doubt,  before  us,  we 
must  infer  that  the  body  of  the  uterus  is  similarly  affected. 
Now,  it  is  a  fact  beyond  dispute  that  pregnancy  is  not  uncom- 
mon in  cases  of  very  advanced,  even  extreme,  hypertrophic 
elongation  of  the  cervix.  I  have  notes  of  many  such  cases. 
We  are  driven,  then,  to  conclude  that  the  hypertrophy  resulting 
from  chronic  metritis  may  either  be  so  far  cured  that  the  uterus 
can  resume  its  highest  function,  or  that  the  persistence  of  the 
hypertrophic  change  is  not  an  absolute  bar  to  this  resumption 
of  function.  Practically,  whichever  alternative  we  adopt,  there 
is  a  cure. 
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This  brings  us  to  another  question  of  great  practical  interest. 
What  is  the  influence  of  pregnancy  in  curing  chronic  metritis 
and  its  results  ?  If  we  assume  that  all  must  be  cured  before 
gestation  can  go  on,  of  course  the  question  falls  to  the  ground. 
But  if,  on  the  other  hand,  we  assume  that  conception  may  take 
place  and  gestation  proceed  to  term,  in  an  organ  which  is  the 
seat  of  chronic  metritis  and  its  results,  what  will  be  the  effect 
upon  the  disease?  Speaking  from  clinical  observation  and 
analogical  reasoning,  I  feel  confident  that,  under  this  condition, 
a  cure  may  be  effected,  that  is,  that  the  new  hypertrophied 
tissue  may  be  removed,  and  the  uterus  brought  back  to  its 
pristine  state,  or  nearly  so.  Instances  have  come  under  my 
observation  as  well  as  under  that  of  others,  proving  that  fibroid 
tumours  have  been  dispersed  by  absorption — I  do  not  mean  by 
sloughing  or  by  casting  off  in  mass,  more  common  events — 
under  the  influence  of  pregnancy.  These  tumours,  composed 
of  tissue,  not  dissimilar  from  that  of  the  morbid  hypertrophic 
element,  are  caught  in  the  involution-process,  which  reduces 
the  normal  hypertrophic  element,  and  like  it,  they  vanish.  Is 
it  not  in  the  highest  degree  probable  that  the  new  hypertrophic 
matter,  uniformly  distributed  in  the  midst  of  the  proper  uterine 
tissue,  may  be  equally  caught  in  this  absorption-process,  and  be 
thus  removed  ?  I  believe  I  have  seen  distinct  diminution  in 
bulk  of  the  hypertrophied  cervix  follow  upon  labour. 

I  think,  then,  we  may  conclude  that  the  uterus  hypertrophied 
under  chronic  metritis  may  be  restored,  at  least,  sufficiently  for 
the  resumption  of  its  duty.  If  the  morbid  hypertrophic  matter 
can  be  removed  by  gestation,  why  not  by  other  means  ?  I  do 
not  pretend  that  other  means  at  our  disposal  are  of  equal 
efficacy  with  pregnancy.  But  if  we  can  establish  a  reasonable 
presumption  that  the  condition  is  curable  by  any  means,  surely 
we  need  not  despair  of  finding  other  means  that  may  accomplish 
the  same  end. 

Again,  uterine  fibroids  occasionally  undergo  a  process  of 
degeneration  or  atrophy,  the  senile  involution,  after  the 
climacteric.  The  proper  uterine  tissue  itself  undergoes  this 
atrophic  involution.  Why  should  not  the  abnormal  hyper- 
trophic tissue  undergo  the  like  change  ?  As  a  rule  new  for- 
mations are  more  ready  to  undergo  atrophy  by  absorption  or 
degeneration  than  healthy  tissue ;  and,  as  a  matter  of  obser- 
vation, I  think  I  shall  be  supported  when  I  affirm  that  hyper- 
trophic induration,  the  result  of  chronic  metritis,  does  undergo 
atrophy  under  this  condition. 

It  is  in  accordance  with  general  opinion  that  active  in- 
flammatory process  of  the  uterus  and  ovaries  tends  to  spon- 
taneous remission  and  cure  at  the  climacteric  period.  Ceasing 
to  be  stimulated  by  the  periodical  hyperaemia  of  ovulation,  the 
local  inflammation  naturally  subsides.   But  we  must  not  hastily 
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conclude  that  uterine  disease  will  always  undergo  spontaneous 
cure  or  alleviation  at  this  period.  In  many  cases  the  disease 
continues,  often  attended  with  haemorrhage.  The  morbid 
action,  once  set  going,  is  maintained  by  the  hyperemia  of 
obstructed  venous  circulation,  and  by  this  disposition  to  local 
hsemostasis  so  common  at  this  period  of  life.  And  there  seems 
to  be  also  a  more  or  less  persistent  ovulation-effort  going  on,  in 
many  cases,  for  years  after  the  climacteric  has,  according  to  all 
presumption,  arrived. 

Scanzoni  urges  many  reasons  why  sterility  is  the  doom  of 
women  suffering  from  chronic  metritis.  1.  There  is  the  ac- 
cumulation of  more  or  less  unhealthy  secretion.  2.  Pre- 
mising that  the  shedding  of  the  mucous  membrane  itself  is 
much  more  common  than  is  generally  thought,  he  says  he 
has  never  known  a  case  in  which  considerable  fragments  of 
mucous  membrane  having  been  regularly  cast  at  each  menstrua- 
tion the  woman  has  conceived.  The  membrane  is  cast  just  at 
the  end  of  the  period,  the  very  moment  when  the  impregnated 
ovum  wants  a  decidua  to  attach  itself  to.  3.  The  ovaries  are 
frequently  implicated  in  chronic  metritis.  4.  There  is  pain  or 
indifference  attending  the  sexual  act. 

Certainly  sterility  is  a  frequent  consequence,  but  it  is  far 
from  universal.  Scanzoni  himself  admits  that  pregnancy  may 
occur,  and  he  rightly  says  that  its  course  is  generally  unfavour- 
ably affected  by  the  morbid  state  of  the  uterus. 

Can  the  so-called  benign  tumefactions  caused  by  chronic 
hyperaemia  and  inflammation  pass  into  cancerous  degeneration  ? 
This  is  another  question  often  anxiously  put. 

The  treatment  of  acute  metritis  will  be  governed  by  the 
opinion  we  may  form  as  to  whether  the  case  is  one  of  metritis 
simple,  or  of  metritis  complicated  with  septic  infection.  In  the 
former  case  the  treatment  will  be  more  purely  antiphlogistic. 
Twelve  to  twenty  leeches  may  be  usefully  applied  above  the 
pubes.  Aran  and  most  French  physicians  advise  six  or  eight 
leeches  to  the  cervix  uteri.  Fomentations  give  relief.  A 
pasma  consisting  of  one  drachm  of  extract  of  belladonna  mixed 
with  half-an-ounce  of  mild  blue  ointment  and  two  ounces  of 
simple  cerate,  spread  in  a  thin  layer  on  a  piece  of  lint,  and 
applied  to  the  hypogastric  region,  the  whole  covered  over  with 
a  light  packing  of  cotton-wool,  will  not  only  give  ease,  but  be 
of  material  use  in  subduing  the  inflammation.  Experience 
has  proved  the  importance  of  completely  securing  the  surface 
covering  inflamed  organs  from  contact  with  the  air.  It  is  by 
acting  in  this  way  that  the  cotton-wool  packing  undoubtedly 
does  good. 

It  is  desirable  to  unload  the  rectum  of  any  fsecal  accumula- 
tion by  an  enema.  But  this  done,  it  is  not  advisable  to  disturb 
the  inflamed  parts  by  purging  until  the  acute  stage  is  past. 
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"When  the  stage  of  resolution  is  advanced,  purgatives  are  very 
useful.    Piillna  or  Friederickshall  waters  are  excellent  forms. 

Tepid  vaginal  irrigations  with  water  or  decoction  of  poppy- 
heads,  or  with  a  little  laudanum,  are  useful. 

Salines,  especially  the  acetate  of  ammonia  and  nitrate  of 
potash  combined  with  sedatives,  constitute  the  best  internal 
remedies. 

It  is  needless  to  add  that  absolute  rest  is  the  essential  con- 
dition of  successful  treatment  in  the  more  acute  forms  of  the 
affection.  Precaution  is  especially  necessary  when  the  men- 
strual epoch  is  approaching. 

When  there  is  septic  complication,  leeching  must  be  avoided. 
The  mercurial  belladonna  ointment  may,  however,  still  be  useful. 
Salines  must  be  early  combined  with,  or  give  place  to  bark, 
quinine,  and  general  tonic  treatment. 

The  discharges  should  be  carefully  examined.  If  they  be  in 
any  degree  offensive,  tepid  intra-uterine  injections  of  weak  solu- 
tion of  permanganate  of  potash  should  be  used.  Septicaemia  is 
kept  up  by  the  continuous  or  intermittent  imbibition  into  the 
vascular  system  of  fresh  doses  of  septic  matter.  The  system 
may  frequently  be  able  to  throw  off  a  moderate  amount  of 
the  poisonous  element,  and  the  local  inflammation  as  well  as  the 
general  disturbance  may  soon  subside  if  the  renewal  of  the 
irritating  cause  be  prevented. 

The  treatment  of  chronic  metritis  is  conducted  essentially  on 
the  same  principles  as  that  of  arrested  involution.  The  first 
question  to  decide  is  as  to  the  application  of  what  is  called 
antiphlogistic  treatment. 

Upon  the  usefulness  of  local  abstraction  of  blood,  opinions  are 
very  much  divided.  The  indication  seems  clear  to  relieve  the 
local  hypersemia  which  is  so  essentially  concerned  in  the  genesis 
and  maintenance  of  the  disease.  And  I  am  willing  to  admit 
that  great  ease  is  often  felt  by  patients  after  leeching  the  cervix 
uteri.  But  it  has  appeared  to  me  that  this  benefit  is  chiefly 
experienced  when  the  disease  is  in  the  early  or  sub-acute  stage, 
that  is,  during  Scanzoni's  first  stage  of  infiltration.  When 
induration  has  set  in,  I  believe  not  much  good  is  to  be  expected 
from  bleeding.  And  the  indication  to  relieve  the  tension  of  the 
local  circulation  may  often  be  greatly  met  by  supporting  the 
loaded  organ  at  its  proper  level  by  a  lever  or  other  suitable 
pessary.  This  contrivance  will  often  not  only  facilitate  the 
return  of  blood  by  the  veins,  but  it  also,  by  nursing  the  uterus, 
as  it  were,  secures  a  degree  of  rest  which  is  essential  to  cure. 
There  is  always  some  degree  of  prolapsus,  if  not  of  version  or 
flexion,  which  involves  more  or  less  strangulation  of  the  vessels 
at  the  point  of  their  entry  and  exit.  If  this  sinking  or  dis- 
placement be  counteracted,  one  great  cause  of  the  maintenance 
of  the  disease  h  pro  tanto  mitigated.    This  mechanical  support 
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will  be  useful  chiefly  in  the  earlier  stages,  but  it  will  be  of 
service  at  times  all  through.  One  great  recommendation  of  it, 
is  that  it  renders  "  lying  down  "  less  necessary.  I  am  sure  that 
in  many  cases  a  woman  will  obtain  more  effectual  "  rest "  for 
the  uterus,  by  a  properly  adapted  pessary,  whilst  taking  a 
moderate  amount  of  exercise,  than  she  will  by  rigorous  "  lying 
down  "  without  it. 

If,  therefore,  leeches  be  employed,  it  will  be  wise  to  watch  the 
effect  well,  and  not  to  repeat  them  unless  we  are  well  assured 
that  they  do  what  is  wanted  of  them  by  relieving  gorged  vessels. 

It  is  well  to  remember — I  do  not  mention  this  as  an  objection 
to  the  proper  use  of  leeches — that  more  or  less  troublesome 
events  may  attend  their  use.  1st,  a  leech  may  make  its  way 
into  the  cervical  canal  and  bite  there ;  the  pain  is  generally 
excruciating.  To  avoid  this  it  is  well  to  insert  a  small  plug  of 
lint  in  the  os  uteri,  if  this  be  patulous.  2nd,  the  bleeding  may 
be  too  profuse.  To  stop  this,  it  will  usually  be  enough  to  wipe 
off  the  congealed  blood  so  as  to  expose  the  bite,  and  to  apply  to 
it  a  small  compress  steeped  in  a  styptic  solution  of  perchloride 
or  persulphate  of  iron.  If  the  bleeding  break  out  some  time 
after  the  leeches  have  been  withdrawn,  and  the  patient  has  been 
left,  the  same  course  is  still  the  best.  Get  at  the  wound,  and 
apply  the  styptic  to  it  direct.  As  a  temporizing  measure  we  may 
sometimes  apply  first  one  plug  soaked  in  a  strong  solution  of 
alum,  carying  this  up  to  the  fundus  of  the  vagina,  and  then  a 
succession  of  other  plugs  of  lint  lightly  lubricated  with  oil,  so  as 
to  exert  compression.  3rd,  sometimes  the  most  agonizing  pain 
follows  the  bleeding.  This  may  be  allayed  by  opium  by  the 
mouth,  or  by  an  opiate  lotion,  or  by  a  narcotic  pessary. 

Scanzoni,  who  is  a  strenuous  advocate  for  leeching,  signalizes 
another  consequence.  He  describes  a  peculiar  erythema  or 
urticaria  which  comes  on  a  few  minutes  after  the  leeches  have 
taken.  A  shudder  or  even  a  rigor  is  followed  by  swimming  in 
the  head,  disorder  of  the  senses,  even  delirium.  Then  the 
urticaria  blebs  come  out. 

Leeches  should  not  be  applied  when  there  is  marked  anaemia  ; 
when  the  signs  of  acute  hyperemia  are  not  present ;  when  the 
disease  is  of  long  standing,  and  the  induration  process  has 
made  way. 

"Warmth  is  of  the  greatest  service  in  the  treatment  of  chronic 
metritis.  When  there  is  an  exacerbation  of  pain  from  fatigue 
or  exposure,  heat  may  be  applied  dry,  by  heated  bags  of  salt  or 
bran  to  the  hypogastrium.  But  in  almost  every  stage,  warmth; 
combined  with  moisture,  renders  eminent  service.  The  whole 
bath  at  a  temperature  •  of  90°  to  95°  F.  is  perhaps  the  best 
method  of  applying  it.  It  acts  in  a  twofold  manner.  It  exerts 
a  not  unimportan  t  resolutive  influence  upon  the  gorged,  loaded 
uterus.    Not  that  any  marked  power  can  be  proved  in  promoting 
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absorption  when  the  organ  has  become  hypertrophied  and 
indurated.  But  in  the  earliest  stages,  there  seems  reason  to 
believe  that  warm  moisture  may  aid  in  relieving  congestion. 
No  one  doubts  the  beneficial  soothing  action  of  hot  fomentations 
on  superficial  phlegmasise.  A  similar  action  can  be  exerted  on 
the  uterus.  Secondly,  warm  baths  are  useful  in  promoting  a 
healthy  secreting  action  of  the  skin ;  and  this  is  an  essential 
condition  of  the  relief  of  internal  hypersemic  processes. 

The  hip-bath  may  often  be  conveniently  substituted  for  the 
whole  bath,  although  it  is  open  to  the  objection  that  it  compels 
an  uncomfortable  position. 

To  get  the  full  benefit  from  warm  baths,  it  is  necessary  to 
give  the  water  free  access  to  the  vagina.  This  can  be  accom- 
plished by  the  use  of  the  bath-speculum.  The  most  convenient 
form  is  a  conical  one,  with  a  very  wide  inferior  opening.  The 
cone — the  part  introduced  into  the  vagina — is  perforated  with 
holes  the  size  of  a  sixpence.    The  patient  can  easily  apply  it. 

In  many  cases,  the  value  of  warm  baths  is  enhanced  by  the 
addition  of  various  medicinal  substances.  Amongst  those  I 
have  found  the  most  useful  are  Yichy  salts,  or  the  Woodhall 
Spa  waters.  Grallard,  however,  cautions  against  the  prolonged 
use  of  Yichy  or  other  alkaline  or  mineral  waters.  He  advises, 
in  preference,  more  simply  thermal  springs,  as  Plombieres. 

The  general  treatment  should  be  sustaining  and  tonic.  Iodine, 
iron,  strychnine,  quinine,  and  arsenic,  become  extremely  useful 
when  active  inflammatory  conditions  have  been  subdued. 

Of  late  years,  so-called  resolutive  pessaries  of  iodine,  made  up 
into  conical  balls,  with  cocoa-nut  butter  or  other  ingredients,  have 
been  largely  used.  Most  patients  find  it  troublesome,  if  not 
difficult,  to  apply  them  properly ;  often,  whether  from  being 
badly  made  or  other  causes,  they  fail  to  melt  down  in  situ  as 
desired ;  and,  not  seldom,  they  are  a  source  of  so  much  irrita- 
tion that  they  have  to  be  given  up. 

I  have,  for  some  time  past,  found  it  better  to  introduce  into 
the  cervical  canal,  or  into  the  cavity  of  the  uterus  some  weak 
iodine  ointment  by  means  of  the  instrument  figured  at  p.  138, 
Fig.  44. 

The  subject  of  infra-uterine  medication  will  be  more  fully 
discussed  when  dealing  with  Endometritis. 

Since  intra-uterine  medication  can  only  be  carried  out  by  the 
physician,  and  as  it  is  essential  to  apply  iodine  frequently, 
the  method  of  Scanzoni  can  be  employed  at  the  same  time. 
This  consists  in  introducing,  by  means  of  a  small  bath-speculum, 
a  drachm  of  iodide  of  potassium  in  an  ounce  of  glycerine  to  the 
fundus  of  the  vagina,  keeping  it  there  all  night.  A  better  plan 
is  to  apply  a  pledget  of  cotton-wool  soaked  in  the  iodized  glyce- 
rine by  means  of  the  speculum  figured  at  p.  140. 

C.  Mayer  speaks  highly  of  the  value  of  pyroligneous  acid  in 
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treating  the  bleeding  papillary  affections  of  the  os  uteri  and 
cervical  canal.  He  says  there  is  no  more  efficacious  means.  He 
applies  it  either  alone  or  with  equal  parts  of  aqua  creasoti, 
through  the  speculum.  It  is  left  in  contact  long  enough  to 
stop  the  bleeding,  and  until  the  abraded  spot  assumes  a  white 
appearance.    It  is  then  washed  away  by  a  syringe. 

Amongst  the  most  effective  measures  for  substituting  a 
healthy  for  the  morbid  nutritive  process  going  on,  and  of  pro- 
moting absorption  of  morbid  tissue,  are  the  various  forms  of 
cautery,  actual  and  potential.  The  actual  cautery  was  exten- 
sively used  by  the  late  M.  Jobert.  It  was  in  the  clinique  of 
St.  Louis  that  I  first  became  acquainted  with  its  action  and 
use.  I  think  it  would  have  become  more  firmly  established  as 
a  resource  in  the  treatment  of  the  results  of  chronic  metritis, 
were  it  not  for  the  natural  deterrent  influence  of  fear  lest  so 
potent  an  agent  may  do  harm,  and  the  formidable  preparations 
which  the  use  of  the  hot  iron  involves. 

The  following  precautions  are  necessary  when  applying  the 
incandescent  iron  to  the  vaginal-portion  : — 1.  To  use  a  horn 
speculum,  which  is  less  heat-conducting  than  metal ;  or  else,  if 
using  a  metal  speculum,  to  interpose  a  packing  of  lint  outside 
the  blades,  so  as  to  protect  the  vagina.  2.  To  be  careful  to 
have  nothing  in  the  field  of  the  speculum  but  the  vaginal- 
portion,  so  that  no  risk  be  run  of  cauterizing  the  vagina.  3.  To 
apply  the  cautery  to  the  outer  edge  of  the  os  uteri,  avoiding  the 
cervical  cavity. 

The  galvano-caustic  apparatus  would  always  be  used  in  pre- 
ference to  the  heated  iron,  were  it  not  so  cumbersome  and  in- 
convenient in  preparation.  It  admits  more  easily  of  precision  ; 
the  point  which  carries  the  heat  can  be  adjusted  when  cold  to 
the  spot  to  be  burned,  and  being  thus  deliberately  and  accurately 
applied,  the  heat  is  then  turned  on,  and  maintained  as  desired  ; 
it  is  even  possible  to  shift  the  cautery  to  different  parts  of  the 
morbid  surface,  and  by  turning  off  the  heat,  as  may  be  done  at 
will  by  breaking  the  galvanic  current,  the  instrument  can  be 
removed  without  danger  of  burning  more  than  is  desired.  It 
also  possesses  the  great  advantage  of  being  worked  with  a  much 
shorter  handle  than  is  necessary  with  the  heated  iron,  so  that 
both  hand  and  eye  can  be  brought  nearer  to  the  seat  of  opera- 
tion, and  work  with  more  exact  command. 

The  best  substitute  for  the  actual  cautery  is  the  potential 
cautery.  Various  caustics  have  been  used.  They  all  act  sub- 
stantially in  the  same  way.  By  chemical  action  they  kill  a 
portion  of  tissue,  which  is  thrown  off  as  a  slough  or  eschar, 
leaving  a  sore  which  has  to  heal  by  granulation.  During  this 
healing,  some  amount  of  absorptive  action  is  set  up  in  the  proxi- 
mate tissues  ;  and  the  healing  taking  place  by  cicatrix,  further 
diminution  of  bulk  is  effected  by  the  contraction. 
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The  substances  most  employed  are  :  the  acid  nitrate  of  mer- 
cury— this  is  very  convenient  and  effective ;  potassa  cum  calce 
fused  in  sticks — this  is  the  most  convenient  and  generally  useful 
caustic  with  which  I  am  acquainted,  it  was  recommended  to 
me  by  Dr.  Henry  Bennet.  It  differs  from  the  acid  caustics, 
such  as  nitric,  chromic,  and  sulphuric  acids,  which,  absorbing 
moisture  rapidly,  and  coagulating  albumen,  produce  only  a 
superficial  slough.  Potash  also  has  a  great  affinity  for  water  ; 
but  not  possessing  the  property  of  coagulating  albumen,  it  is 
carried  more  deeply  into  the  substance  of  the  part  to  which  it. 
is  applied.  Herein  consists  the  advantage  it  possesses.  Upon 
this  penetration  it  is  that  the  absorptive  action  it  sets  up 
depends. 

The  time  selected  for  applying  it  should  be  within  a  few  days 
after  the  termination  of  a  menstrual  period,  so  as  to  secure  ten 
days  or  more  for  the  granulating  process  to  go  on  undisturbed 
by  the  menstrual  flux. 

The  mode  of  using  it  is  to  introduce  the  speculum  so  as  to 
get  the  vaginal-portion  well  into  the  field ;  to  wipe  off  all 
adhering  secretion ;  then,  holding  a  small  piece  of  the  potassa 
cum  calce  in  a  long  speculum-forceps,  to  rub  it  across  one  or 
both  lips  of  the  os  uteri  several  times.  This  produces  a  blackish 
bar.  Care  should  be  taken  not  to  touch  beyond  the  hard  sub- 
stance of  the  cervix,  avoiding  the  vagina.  When  a  sufficient 
application  has  been  made,  a  pledget  of  cotton- wool  steeped  in 
vinegar  is  immediately  applied  to  the  part.  This,  neutralizing 
any  remains  of  the  caustic,  obviates  extension  of  its  action  to 
the  vagina.  A  bit  of  string  attached  to  the  wool,  enables  the 
patient  to  withdraw  it,  which  may  be  done  in  a  few  hours. 

After  such  an  application  no  further  local  treatment  is 
necessary  until  after  the  lapse  of  ten  days.  The  granulating 
surface  may  then  be  lightly  touched  with  nitrate  of  silver. 

At  one  time  a  very  favourite  remedy,  one  employed,  it  is  true, 
without  precise  diagnosis  of  metritis,  was  blistering  by  tartar- 
emetic  ointment.  By  rubbing  this  substance  over  the  groins 
or  hypogastrium,  or  inside  the  thighs,  a  revulsive  action  is 
produced,  which  is  sometimes  serviceable. 

It  has  been  recommended  to  establish  a  seton  in  the  vaginal- 
portion  as  a  derivative  and  resolutive.  I  have  not  put  this  to 
the  test ;  but  I  can  quite  understand  that  it  may  act  beneficially. 
The  potassa  cum  calce,  however,  answers  the  same  indication. 

Dr.  Robert  Johns  recommended  as  a  derivative  the  establish- 
ment of  a  blister  on  the  cervix  uteri  by  the  application  of 
blistering  fluid.  I  very  much  prefer  the  application  of  potassa 
cum  calce  or  the  actual  cautery.  Far  less  irritation  is  caused ; 
and  the  small  eschar  falling  leaves  a  healthy  sore  which  must 
heal  by  granulation.  This  process  usually  sets  up  an  absorptive 
action  in  the  neighbouring  infiltrated  tissues.  And  when  the  sore 
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is  healed,  almost  always  something  is  gained  in  the  diminished 
bulk  and  lessened  hypersemia.  The  cautery,  potential  or  actual, 
should  not  be  employed  whilst  there  is  any  degree  of  active 
inflammation.  It  comes  in  most  beneficially  when  vascularity 
is  subdued,  where  there  is  a  languid  process  of  tissue-change 
going  on. 

Laxatives  become  important  in  chronic  metritis.  The  com- 
pound decoction  of  aloes,  or  lenitive  electuary  are  useful  forms. 
But  I  have  found  the  greatest  benefit  from  the  daily  or  occasional 
use  of  a  pill  containing  two  grains  of  watery  extract  of  aloes, 
half  a  grain  of  extract  of  belladonna,  half  a  grain  of  extract  of 
nux  vomica  with  Castille  soap. 

Scanzoni  speaks  emphatically  against  the  plan  of  enforcing 
the  "  repos  absolu"  that  is,  "  lying-down,"  as  one  of  the  most 
serious  errors  that  can  be  committed.  I  have  seen  so  much  evil 
from  this  course,  and  have  seen  so  many  women  who  had  been 
kept  for  months  in  the  recumbent  posture,  not  only  without 
benefit,  but  with  decided  detriment,  get  well  quickly  when 
subjected  to  a  more  liberal  treatment,  that  I  heartily  endorse 
Scanzoni's  conclusion. 

Scanzoni  says  the  Friedrickshall,  Pullna,  Kissingen,  Ems, 
Carlsbad,  and  the  other  waters,  act  only  on  the  diseased  uterus 
through  their  virtue  as  purgatives. 

In  all  chronic  uterine  diseases  the  habitat  becomes  an  im- 
portant matter.  Women,  far  more  than  men,  especially  when 
invalids,  are  "  adscriptse  glebse."  If  the  soil  be  damp,  or  other 
hygienic  conditions  be  unfavourable,  women  suffer  seriously, 
and  often  in  such  a  degree  as  to  frustrate  the  best- directed 
medical  treatment.  Change  of  air,  then,  which  means  change 
of  soil,  is  often  essential  to  recovery.  A  dry  elevated  site  is 
generally  the  most  suitable. 

The  restorative  treatment  comes  into  use  when  the  local 
disease  has  subsided,  at  least,  in  part.  Iron  is  usually  badly 
borne  whilst  inflammation,  no  matter  how  slight,  is  going  on. 
The  way  must  also  be  prepared  by  salines,  laxatives,  bismuth, 
and  other  agents  which  regulate  and  allay  all  irritation  of  the 
stomach. 

Ulcerative  Processes. 

Besides  the  uterine  abscesses,  the  result  of  acute  metritis,  the 
cancerous  and  tuberculous  ulcerations,  and  the  puerperal  sup- 
purations, ulcers  occur  on  the  vaginal-portion. 

In  the  course  of  uterine  and  vaginal  catarrh  there  arise 
excoriations  or  abrasions  of  a  stellate  or  annular  form  around 
the  os  externum  which  commonly  extend  into  the  cervical  canal. 
These  at  times  pass  into  erosions  and  ulcerations  marked  by 
papillary  granulations,  of  a  fungoid  aspect,  or  the  surface  is 
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tuberous  through  the  exuberant  development  of  ovula  Nabothi. 
The  origin  and  persistence  of  this  state  is  favoured  by  hyper- 
trophy, hypersemia,  and  varicosity  of  the  vessels  of  the  vaginal- 
portion. 

The  so-called  phagedenic  ulcer,  the  corroding  ulcer  of  Charles 
M.  Clarke,  of  the  os  uteri,  is  very  rare.  Its  existence  otherwise 
than  as  a  stage  of  cancroid  or  cancer  is  questioned.  But  I 
believe  I  have  seen  it  as  an  indented  hollowed  ulcer  on  a 
hypertrophied,  hard,  callous  vaginal-portion,  eating  away  the 
cervix  uteri,  and  seizing  upon  the  neighbouring  structures,  in  a 
manner  very  similar  to  that  of  lupus  exedens. 

The  syphilitic  ulcer  possessing  the  proper  characters  of  the 
primary  chancre  is  not  common  ;  but  it  may  at  times  be  observed 
exhibiting  a  closely  similar  aspect  to  that  which  is  seen  on  the 
penis,  and  producing  in  like  manner  sores  more  or  less  sharply 
defined  on  the  vaginal  duplicature  which  lies  in  contact  with 
the  cervix  uteri.  On  examining  by  the  finger,  the  sharply- 
defined  edge  of  the  syphilitic  sore  may  at  first  impose  on  the 
sense  of  touch  for  the  os  uteri,  the  pit  or  depression  formed  in 
the  fundus  of  the  vagina  is  so  distinct. 

Endometritis  :  Uterine  Catarrh. 

Inflammation  may  be  more  or  less  limited  to  the  lining  mem- 
brane, constituting  endometritis.  This  may  take  its  rise  in 
childbirth  ;  and  it  may  be  general,  or  chiefly  restricted  to  the 
original  seat  of  the  placenta.  The  placental  seat  remains 
rough,  presenting  papillary  projections ;  perhaps  one  may  be 
large  enough  to  deserve  the  name  of  a  polypus. 

In  the  case  of  endometritis  proper,  the  uterine  contraction 
after  labour  has  been  efficient,  so  as  to  prevent  the  entrance  of 
septic  matter  into  the  venous  channels  and  lymphatics,  and 
thus  to  obviate  metritis. 

Where  the  constitution  is  sound,  free  from  morbid  diathesis, 
endometritis,  treated  early,  admits  of  easy  cure.  Rest  alone 
may  be  sufficient.  The  regenerative  power  of  the  uterine 
mucous  membrane  is  so  active,  that  the  degenerated  tissue 
being  cast  off,  a  new  sound  one  is  easily  formed.  But  if  there 
be  a  morbid  diathesis,  as  strumous,  tubercular  or  syphilitic,  the 
cure  may  be  indefinitely  protracted.  The  mucous  membrane 
of  the  uterus  and  its  glands  are  not  less  prone  to  receive  the 
stamp  of  these  diatheses  than  is  the  mucous  membrane  of  other 
organs.  The  strumous  mucous  membrane  of  the  uterus  is  tumid, 
undergoing  constant  epithelial  shedding,  its  glands  are  hyper- 
trophied, and  secrete  an  excess  of  mucus.  This,  in  fact,  is  one 
of  the  most  troublesome  forms  of  uterine  catarrh, 

Chronic  endometritis  leads   to   the  exuberant  production 
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of  ovula  NabotHi  ( in  the  cervix  and  on  the  vaginal-portion. 
Indeed,  Lancereaux  has  designated  this  as  "  cystic  metritis." 
In  some  cases  the  cervix  is  virtually  closed  by  a  collection  of 
cysts  disposed  in  a  loculated  stroma,  and  containing  gelatinous 
mucus,  compressing  each  other.  The  vaginal-portion  is  hard, 
tuberous,  from  the  distention  caused  by  these  projecting  dis- 
tended sacs.  Often,  one  or  more  of  these  cysts  make  their  way 
through  the  os  externum,  and,  becoming  more  pedunculated 
than  the  rest,  appear  in  the  vagina  as  vesicular  polypi. 

When  these  occur  in  women  past  the  climacteric,  the  touch 
and  appearance  forcibly  suggest  the  suspicion  of  commencing 
malignant  disease.  The  shot-like  hard  projections  around  the 
os,  the  red,  or  bluish-red,  angry-looking  mucous  membrane  in 
which  they  are  set,  make  up  a  condition  hard  to  distinguish. 
Usually,  however,  the  vaginal-portion  does  not  become  so 
large  as  in  cancer,  and  it  does  not  become  fixed.  It  is  best 
treated  by  decided  applications  of  actual  cautery,  or  of  potassa 
cum  calce. 

The  ovula  Nabothi  are  partly  closed  dilated  mucous  sacs 
of  the  mucous  membrane  of  the  cervix,  but  much  more 
frequently  they  appear  as  small  collections  of  nuclei  at  various 
depths  in  the  submucous  tissue  of  the  cervix ;  these  capsules 
grow  with  transformation  of  the  nuclei  to  cells,  and  project 
upon  the  surface  where  they  dehisce,  or  prolapse  as  polypi. 
They  contain  a  gelatinous  mucus,  mixed  with  cells  and  nuclei, 
fat-globules,  spindle-shaped  and  many-branched  cells,  and 
colloid  granules. 

When  there  is  free  secretion  of  mucus,  these  polypous,  mucous- 
membranous  growths,  vesicular  polypi,  and  small  sarcomata 
lead  to  contraction  or  even  closure  of  the  os  uteri,  by  means  of 
a  richly  nucleated,  fibrillous  outgrowth  of  connective  tissue. 
This  leads  to  retention  of  the  gradually  increasing  pus  or 
mucus  in  the  uterine  cavity  and  cervical  canal.  The  uterus 
may  thus  be  distended  to  the  size  of  a  goose's  egg,  of  a  fist,  or 
even  to  that  of  a  man's  head  ;  its  walls  become  hard,  sometimes 
thinned  ;  its  mucous  membrane  is  transformed  into  a  smooth  or 
papillary  connective  tissue  growth ;  its  contents  are  a  colourless 
synovial-like,  or  yellowish,  red-brown,  or  chocolate-coloured 
glutinous-fatty  fluid  showing  cholesterine  or  pus.  This  is  the 
so-called  hydrometra.  When  the  canal  of  the  cervix  gets  dis- 
tended, in  like  manner,  the  os  internum  remaining  narrow,  the 
hour-glass  form  of  uterus  is  produced — the  uterus  bicameratus. 
In  some  rare  cases,  perforation  has  occurred  through  an  ulcera- 
tive process  allowing  the  contents  to  escape  into  the  peritoneum. 

This  distention  of  the  uterus  almost  necessarily  leads  to  re- 
trograde distention  of  the  Fallopian  tubes,  which  are  even  more 
likely  than  the  uterus  to  undergo  perforation. 

Within  the  period  of  generative  capacity,  chronic  catarrh 
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may  lead  to  hypertrophy  of  the  uterus.  During  decrepitude,  it 
leads  to  relaxation  and  a  pulpy  state. 

An  exudative  or  croupous  endometritis  is  seen  in  rare  cases  as 
a  secondary  appearance  in  the  course  of  typhoid,  cholera,  exan- 
themata, and  especially  with  a  diphtheritic  inflammation  of  the 
vagina. 

Bonnet  says  internal  metritis  is  a  rare  form  of  uterine  in- 
flammation ;  that  it  has  only  been  considered  common  because  it 
has  been  confounded  with  inflammation  of  the  cavity  of  the 
cervix,  a  disease  which  is  very  common.  On  the  other  hand, 
it  may  perhaps  not  unfairly  be  said  that  internal  metritis, 
being  out  of  sight,  may  often  escape  recognition.  Certain  con- 
siderations, however,  incline  me  to  think  that  the  reaction 
against  Bennet's  too  exclusive  limitation  of  inflammation  to  the 
cervix,  has  been  carried  too  far : — 1.  In  a  large  number  of 
cases,  treatment  directed  solely  to  the  os  and  cervix  uteri  cures 
all  the  disease.  2.  Not  infrequently,  before  the  cervical  disease  is 
healed,  pregnancy,  a  function  which  pertains  to  the  body  of  the 
uterus,  and  which  therefore  implies  a  healthy  condition  of  that 
part,  occurs.  3.  The  proportion  of  cases  in  which  it  is  necessary 
to  resort  to  intra-uterine  medication,  although  certainly  greater 
than  Bennet  would  seem  to  acknowledge,  is  limited.  4.  The 
cervix  is  far  more  subject  to  injury  in  parturition. 

Generally  speaking,  endometritis  proper  takes  its  origin  in 
imperfect  involution  after  labour  or  abortion,  in  obstructed  or 
interrupted  menstruation,  and  in  irritation  from  foreign  bodies  ; 
whilst  inflammation  of  the  cervical  cavity  far  more  frequently 
takes  its  rise  in  the  traumatic  process  of  labour,  in  excessive 
sexual  intercourse,  and  in  infection.  Under  common  origin,  or 
by  extension,  there  may  be,  and  frequently  is,  co-existent  in- 
flammation of  the  mucous  membrane  of  both  cervix  and  body. 

It  is  especially,  however,  subjects  of  strumous  or  lymphatic 
diathesis  who  are  prone  to  this  disease.  It  is  remarkable  what 
slight  causes  will  in  such  subjects  produce  it.  And  it  is  in 
these  that  the  disease  is  also  most  rebellious  to  treatment. 

Uterine  and  Vaginal  Catarrh. — The  uterine  and  vaginal 
mucous  membrane  is  liable  to  similar  morbid  influences  to  those 
which  attack  other  mucous  membranes.  For  example,  it  is 
liable  to  inflammation  from  suppression  of  function,  as  from  cold 
acting  whilst  the  membrane  is  in  physiological  hyperemia. 
It  is  liable  to  be  affected  by  morbid  poisons,  as  variola,  scarlatina, 
measles,  which  are  carried  to  it  in  the  blood.  It  is  liable  to  be 
affected  by  poisons  or  irritants  directly  applied,  as  the  poison  of 
syphilis  or  gonorrhoea,  or,  as  in  labour,  by  the  poison  of  scarla- 
tina carried  by  the  touch. 

Just  as  catarrh  is  produced  in  the  air-tubes  and  intestinal 
canal  by  exposure  to  cold,  damp,  and  irritating  agents,  so  it  is 
with  the  mucous  membranes  of  the  genital  tract.    The  catarrh 
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so  produced  is  a  subacute  form  of  inflammation.  The  membrane 
becomes  vivid  red,  there  is  a  sense  of  local  heat ;  and  almost 
always  there  is  a  mucous  discharge,  more  or  less  tenacious,  and 
varying  in  colour  from  cream-white  to  yellow  and  yellowish- 
green,  sometimes  it  is  sero-mucous.  If  the  discharge  is 
yellowish-green,  very  abundant,  and  coming  from  a  highly- 
injected  surface,  and  the  vagina  and  urethra  be  implicated,  so  that 
there  is  pain  on  micturition,  the  presumption  is  that  the  source 
of  the  inflammation  is  gonorrhoeal  infection.  But  the  greatest 
circumspection  is  necessary  in  giving  an  affirmative  opinion. 

Gronorrhoeal  infection  is  only  one  of  numerous  causes  of 
colpitis.  In  very  many  cases  it  is  impossible  to  assign  the  par- 
ticular cause.  There  is  often  no  distinctive  mark.  Colpitis  is 
colpitis.  It  is  often  no  more  possible — apart  from  history — to 
declare  that  a  particular  colpitis  arose  from  a  specific  cause, 
than  it  is  to  declare  the  actual  cause  of  a  case  of  bronchitis. 
The  practitioner,  who  is  not  on  his  guard,  is  constantly  in 
danger  of  falling  into  etiological  errors  that  may  entail  the 
most  painful  social  and  domestic  consequences  to  the  patient 
and  others,  and  involve  himself  in  serious  complications.  I 
have  known  the  existence  of  leucorrhoeal  discharges  in  girls 
give  rise  to  the  suspicion  of  their  having  been  abused,  when 
there  was  the  strongest  reason  to  believe  that  the  true  source 
was  struma,  and  in  one  or  two  cases,  scarlatina.  Here,  as  in 
so  many  difficult  positions  in  medical  practice,  we  must  be 
content  to  limit  our  utterances,  verbal  or  written,  to  the 
strictest  conclusions  from  exact  observations.  The  history  or 
extraneous  considerations  must  be  rigorously  excluded.  To 
admit  in  these  delicate  scientific  questions  the  historical  element 
in  forming  a  diagnosis,  is  to  make  our  opinion  the  reflection  of 
the  errors,  the  prejudices,  the  suspicions,  the  malice  of  others. 
Science  has  nothing  to  do  with  all  this.  The  only  safe 
course  is  to  discard  from  our  consideration  everything  but 
what  we  can  subject  to  actual  observation.  The  physician 
can  diagnose  colpitis  when  the  disease  is  before  him.  He 
can  only  form  a  conjecture  as  to  the  cause,  which  cannot  be 
before  him. 

The  most  common  form  is  the  catarrhal  endometritis.  This 
may  be  acute  or  chronic. 

The  acute  catarrhal  endometritis  arises  from  the  sudden  action 
of  cold,  especially  if  acting  at  a  menstrual  period,  from  exces- 
sive sexual  intercourse,  from  gonorrhoeal  infection ;  it  occurs  in 
acute  fevers,  especially  the  exanthemata.  It  is  in  cases  of  the 
latter  kind  that  opportunities  of  studying  the  affection  in  the 
dead  body  occur.  The  mucous  membrane  of  the  body  of 
the  uterus  presents  red  streaks  or  spots  from  injection,  or  it  is 
uniformly  red,  more  or  less  swollen,  softened,  here  and  there 
bleeding,  and  covered  with  a  red -streaked  mucus,  or  creamy 
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fluid  with  pus.  The  submucous  layer,  is  in  severer  cases, 
hypereemic,  softened,  pulpy.  The  mucous  membrane  of  the 
cervix  is  at  times  greatly  injected,  the  contents  of  the  ovula 
Nabothi  are.  turbid;  when  burst,  they  yield  a  thinner  fluid. 
The  mucous  membrane  of  the  vaginal-portion  is  remarkably 
reddened,  its  papillae  are  swollen,  near  the  os  externum  abraded. 
The  parenchyma  of  the  vaginal-portion  is  itself  swollen.  The 
acute  endometritis  often  passes  into  the  chronic.  The  vagina 
also  is  frequently  involved. 

Chronic  catarrhal  endometritis. — This  is  frequently  a  con- 
tinuation of  the  acute  form,  and  especially  of  repeated  acute 
endometritis  in  cachectic  persons.  It  is  also  frequent  as  the 
result  of  morbid  deposits  or  processes  in  the  mucous  membrane, 
as  tuberculization,  or  from  the  irritation  of  tumours  protruding 
into  the  uterine  cavities. 

The  mucous  membrane  of  the  body  of  the  uterus  appears 
uniformly  or  in  patches  reddened,  swollen,  spongy,  decidua- 
like,  or  has  a  granular  papillary  aspect ;  it  is  covered  with  a 
mucous-purulent  moisture  or  pus.  Yery  often,  chronic  catarrh 
consists  essentially  in  blennorrhoea,  that  is,  in  a  condition  of 
profuse  secretion  of  a  more  or  less  hyaline  or  creamy  opaque 
mucus,  from  a  swollen,  partly  pale,  partly  injected,  dark 
brown  or  greyish  pigmented  membrane. 

The  mucous  membrane  of  the  cervix  is  very  often,  but  not 
constantly  reddened,  swollen,  especially  on  the  summit  of  its 
folds.  It  is  commonly  studded  with  Nabothean  ovules,  and 
covered  with  a  clear  or  yellow-streaked  turbid  mucus. 

The  vaginal-portion  is  often  swollen,  the  mucous  membrane 
reddened,  its  papillae  swollen  and  injected.  This  condition  and 
the  simultaneous  presence  of  small  cysts,  give  it  a  villous  granu- 
lating appearance.  And  not  seldom  there  is  actual  excoriation 
or  ulceration. 

Although  we  can  only  admit  the  word  "  ulceration "  as 
desciibing  the  loss  of  epithelial  investment  in  the  case  which 
forms  the  subject  of  the  last  chapter  with  some  qualification,  it 
seems  impossible  to  discard  the  term  "  inflammation "  as  in- 
applicable. It  may  be  described  as  engorgement,  congestion  ; 
but  if  this  congestion,  or  whatever  else  it  may  be  called,  pro- 
duce all  the  effects  usually  attending  upon  inflammation,  the 
distinction  becomes  too  subtle  to  be  followed  out.  And  when 
it  is  remembered  that  the  increased  action  going  on,  takes  place 
in  a  part  exposed  to  frequent  fluxions  of  blood,  to  functional 
work,  to  accident,  it  is  hard  to  imagine  how  it  can  long  escape 
passing  the  imperceptible  boundary  which  rigorous  theory, 
rather  than  actuality,  places  between  it  and  inflammation. 

One  fact  may  at  any  time  be  verified,  which  appears  to  lend 
support  to  the  theory  that  inflammation  is  an  essential  factor  in 
the  case.    It  is  the  abundance  of  chlorides  in  the  viscous  secre- 
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tion  exuding  from  the  cervix.  The  concentration  of  chlorides 
in  inflamed  tissues  is  an  established  fact.  The  moment  nitrate 
of  silver  is  allowed  to  touch  the  cervical  surface  bared  of 
epithelium,  a  dense  opaque  white  layer  is  produced,  and  any 
viscid  secretion  is  instantly  turned  into  a  white  clot  charac- 
teristic of  chloride  of  silver.  It  has  often  appeared  to  me  that 
the  indication  thus  obtained  of  the  presence  of  an  excess  of 
chlorides  is  very  marked,  and  that  it  may  be  explained  in  the 
way  described. 

"What  is  the  seat  of  this  inflammation  ?  I  should  say  it  is 
exactly  that  of  the  original  traumatism  sustained  in  labour, 
namely,  the  cervix  uteri,  more  especially  the  lower  part  of  the 
vaginal-portion. 

So  far  as  it  concerns  the  case  under  consideration,  I  agree 
with  Henry  Bennet.  It  is  essentially  inflammation  of  the 
neck  of  the  womb,  sub-acute,  or  chronic.  I  rest  this  conclusion 
more  upon  clinical  observation  than  upon  the  anatomical 
grounds  so  much  insisted  upon  by  him.  It  is  true  that  the 
structure  of  the  body  of  the  uterus  differs  from  that  of  the 
cervix  in  that  there  is  more  connective  tissue  in  the  cervix,  and 
also  that  the  latter  part  is  in  more  direct  communication  with 
the  source  of  vascular  supply.  But  the  great  reason  why  the 
cervix  is  more  frequently  the  seat  of  inflammation  is,  that  it  is 
more  directly  exposed  to  injury.  At  the  same  time  I  am  of 
opinion  that  chronic  inflammation  of  the  body,  in  a  less  intense 
degree  perhaps,  commonly  attends  inflammation  of  the  cervix. 
Indeed,  it  is  hardly  possible  for  one  part  to  escape  being 
involved  in  a  process  which  has  seized  upon  the  other.  The 
tissue,  muscular  and  mucous,  is  continuous ;  the  vascular  supply 
is  nearly  the  same.  And,  as  a  fact,  we  observe  by  the  touch  and 
sound,  that  in  these  cases  there  is  frequently  some  enlargement, 
and  increased  sensitiveness  of  the  body  of  the  uterus. 

Still,  there  is  a  striking  feature  in  uterine  pathology  which 
lends  weight  to  Dr.  Bennet's  views.  The  frequent  sharp  limi- 
tation of  tubercular  disease  to  the  body  of  the  uterus,  and  of 
cancerous  disease  to  the  cervix,  seem  to  point  to  some  decided 
distinction  in  the  pathological  proclivities  of  these  regions. 
And  their  physiological  destination  is  equally  distinct.  Both 
incontrovertible  facts  point  to  a  difference  of  structure  which 
greatly  favours  the  idea  of  a  difference  in  liability  to  inflamma- 
tion. Another  fact  forcibly  insisted  upon  by  I)r.  Bennet  is, 
that  treatment  applied  to  the  cervix  uteri  is  in  the  majority 
of  cases  sufficient  to  cure  the  patient.  This  appeal  to  the 
Hippocratic  maxim,  "  Curationes  morbum  ostendunt,"  is  diffi- 
cult to  resist.  But  it  is  not  unanswerable.  Counter-irritants 
applied  to  one  part  of  a  diseased  structure  may,  by  derivation, 
or  by  setting  up  healthy  nutrition  in  contiguous  parts,  cure  the 
whole  diseased  organ.    And  I  am  in  a  position  to  affirm  from 
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observation  in  many  cases,  that  the  cure  is  much  more 
quickly  attained  if  the  treatment  is  extended  to  the  body  of 
the  uterus. 

It  appears  to  me  that  attention  has  been  too  strictly  fixed 
upon  the  visible  changes  in  the  cervix  and  os  uteri  ;  and  that, 
thus  engrossed,  the  mind  has  been  closed  against  the  less  telling 
evidence  of  changes  in  the  body  of  the  uterus. 

The  body  of  the  uterus  which  formed  the  nidus  of  the 
embryo,  which  underwent  the  most  wonderful  process  of  de- 
velopment, is  liable  to  interruption  in  a  process  which  concerns 
the  cervix  in  a  very  secondary  degree.  Involution  especially 
affects  the  body  of  the  uterus.  It  has  to  repair  the  placental 
seat  and  to  restore  the  mucous  lining. 

Disorders  of  involution,  then,  principally  affect  the  body  of  the 
uterus.  Traumatism  principally  affects  the  cervix.  But  in  some 
degree  both  processes  affect  the  whole  uterus. 

Although  the  formative  elements  of  a  new  mucous  lining 
exist  in  the  cavity  of  the  uterus  at  the  time  of  the  separation  of 
the  placenta  and  decidua,  it  can  hardly  be  said  that  a  mucous 
membrane,  comparable  in  development  to  that  of  the  cervix, 
exists.  "Whatever  changes,  then,  of  a  pathological  character 
occur  in  the  body  of  the  uterus  after  labour  must  have  their 
chief  seat  in  the  walls  of  the  body,  if  we  except  the  placental- 
seat.  That  inflammation  may  spread  from  the  lining  mem- 
brane to  the  substance  of  the  uterine  wall  can  scarcely  be 
doubted ;  but  this  inflammation  does  not  often  extend  deeply. 
The  more  usual  origin  of  metritis  is  in  the  invasion  of  the 
vessels  and  lymphatics  by  foul  matter  ;  the  coats  of  the  vessels 
are  so  delicate  that  irritation  easily  spreads  from  them  to  the 
substance  of  the  uterus  in  which  they  run.  The  veins  of  the 
uterus  can  scarcely  be  said  to  possess  distinct  coats  ;  at  least,  it 
is  difficult  to  isolate  a  venous  channel  from  the  wall  in  which  it 
runs  ;  fibre-cells,  identical  with  those  of  the  uterine  wall,  are 
always  seen  in  abundance  in  the  walls  of  the  veins.  It  is  easy 
to  conceive  how  a  tissue,  permeated  by  channels  which  carry 
irritating  matter,  may  become  inflamed  in  its  substance.  This 
may  be  actually  seen  in  the  acute  septicemic  metritis  of  child- 
bed. Collections  of  pus  are  seen  in  the  venous  channels,  and 
the  surrounding  muscular  structure  is  softened.  There  is  evi- 
dence enough  to  show,  apart  from  analogical  argument,  that  a 
similar  process  takes  place  in  the  non-pregnant  uterus. 

But,  especially  in  young  women,  in  whom  the  affection  is  the 
result  of  menstrual  suppression  from  cold,  the  inflammation 
may  be  strictly  limited  to  the  body  of  the  uterus.  The  neck 
being  less  concerned  in  the  menstrual  hyperemia,  and  not  sub- 
ject to  the  same  physical  disturbance  as  in  married  women, 
more  often  escapes. 

In  such  cases,  examination,  limited  to  inspection  through  the 
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speculum,  will  fail  to  detect  the  intra-uterine  disease.  But  in 
most  cases,  the  cervix  becomes  involved  at  no  distant  period. 

Endometritis  is  a  frequent  consequence  of  obstruction  at  the 
os  internum  or  os  externum.  Hence  it  is  not  uncommon  in 
women  who  have  never  been  pregnant,  and  even  in  virgins. 
The  contracted  os  externum,  by  impeding  the  discharge  of  the 
menstrual  fluid  and  ordinary  uterine  mucosities,  leads  to  con- 
gestion, irritation,  and  inflammation  of  the  lining  membrane  of 
the  body  as  well  as  of  the  cervix.  Retention  by  valvular  closure 
of  the  os  internum  from  flexion  leads  to  the  same  consequences. 
The  cavity  enlarges  under  the  distending  influence  of  accumu- 
lation ;  the  retained  discharges  undergo  decomposition,  resulting 
in  irritating  matter.  It  is  not  uncommon  for  women  subject  to 
this  affection,  to  describe  themselves  as  subject  to  "  gathering 
and  bursting  of  an  abscess."  That  is,  there  is  a  stage  of  accu- 
mulation of  muco-purulent  matter,  during  which  the  pain  of 
distention  is  felt,  merging  in  spasm  or  colic,  the  pain  of  expul- 
sion ;  and  then,  expulsion  effected,  relief  is  felt.  The  quantity 
of  the  fluid  thus  collected  varies,  and  it  is  difficult  by  direct 
observation  to  define  it  correctly.  But  there  is  little  doubt 
that  it  amounts  in  some  cases  to  an  ounce  or  more.  The 
condition  and  the  symptoms  resemble  in  many  points  those 
of  dysmenorrhoea  from  retention.  Indeed,  dysmenorrhoea  is 
often  associated  with  it,  as  arising  from  similar  mechanical 
causes. 

The  discharge  occasionally  becomes  exceedingly  offensive, 
has  acrid  properties  causing  redness  of  the  vaginal  canal  and 
vulva ;  and  is,  in  all  probability,  capable  of  exciting  blennor- 
rhagia  in  the  male. 

Endometritis  may  occur  at  all  ages,  beginning  from  the  out- 
set of  menstrual  life  down  to  old  age. 

I  have  already  said  that  endometritis  may  be  limited  to  a 
particular  area  of  the  uterine  cavity,  and  that  this  area  is  that 
which  was  originally  the  seat  of  the  placenta.  In  many  cases 
the  return  of  this  area  to  the  normal  state  is  slow  and  imperfect ; 
and  for  weeks  and  months  after  labour  it  may  present  a  rough 
surface,  secreting  a  muco-purulent  discharge,  cut  off  by  a  sharp 
line  of  demarcation  from  the  smooth,  perhaps  healthy,  mucous 
membrane  of  the  rest  of  the  cavity.  In  the  earlier  periods  after 
labour,  the  uterine  wall  at  this  part  is  thicker,  and  remains  more 
vascular  than  at  other  parts;  and  this  comparative  thickness 
may  persist  for  some  considerable  time.  There  is,  in  fact, 
imperfect  involution,  especially  of  this  part  of  the  uterus,  as  the 
first  step  of  a  condition  which  merges  into  partial  endometritis 
and  metritis. 

Since  the  most  common  seat  of  the  placenta  is  near  the  fundus, 
this  variety  of  disease  might  be  called  "  Fundal  Endometritis." 
But  this  name  has  been  used  by  Dr.  Routh  to  describe  a 
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condition*  which  does  not  necessarily  depend  upon  pregnancy. 
He  says  that  part  of  the  mucous  membrane  which  lies  between 
the  Fallopian  tubes  is  especially  prone  to  inflammation.  If  he  is 
correct  in  his  interpretation  of  the  cases  he  relates,  he  establishes 
the  conclusion  that  there  is  an  endometritis  limited  to  this  par- 
ticular area,  which  has  been  confounded  with  general  endome- 
tritis. Quoting  Dr.  Beck,  he  shows  that  the  fundus  is  supplied 
with  nerves  by  a  branch  coming  from  the  ovary,  that  is,  from  a 
different  source  from  that  which  supplies  the  lower  part  of  the 
body  and  the  neck  of  the  womb.  The  symptoms  are  exactly 
those  described  by  Dr.  Grooch  as  belonging  to  the  "  irritable 
uterus."  "  The  abdomen  is  painful  just  over  the  pubes.  Indeed 
pressure  here  will  often  make  the  patient  sick."  If  the  sound 
be  passed  per  anum  or  per  vesicam,  and  the  point  be  turned  upon 
the  fundus,  pain  will  be  produced.  If  passed  into  the  uterus, 
there  may  be  no  pain  until  the  point  has  passed  the  os  internum 
and  has  struck  the  fundus.  "  If  it  be  pressed  at  all  forcibly 
against  the  fundus,  absolute  agony  may  result,  which  may  pro- 
duce vomiting,  an  hysterical  faint  or  fit,  sometimes  a  regular 
epileptic  fit."  The  disease,  Dr.  Eouth  says,  is  often  the  result 
of  the  use  of  intra-uterine  pessaries,  of  retained  menstruation,  or 
the  retention  of  mucoid  discharges.  Eecognising,  as  my  own 
observations  compel  me  to  do,  the  limited  endometritis  of  the 
placental  seat,  to  which  I  confess  to  have  been  led  more  by  post- 
mortem inspections  at  various  periods  after  labour,  than  by 
clinical  diagnosis,  I  am  not  prepared  to  accept  without  further 
evidence  the  description  of  Dr.  Eouth.  I  concur  in  the  opinions 
expressed  by  Dr.  Tilt  and  Dr.  Fordyce  Barker,  at  a  discussion 
on  the  subject  in  the  Obstetrical  Society  (Obstetr.  Trans.,  vol. 
xiii.),  that  the  symptoms  relied  upon  are  not  sufficiently  dis- 
tinctive. As  Dr.  Barker  pointed  out,  undoubtedly  the  fundus 
is  more  sensitive  than  other  parts  of  the  uterus.  When  the 
sound  touches  it,  pain  is  almost  always  felt ;  and  this  whether 
the  organ  be  diseased  or  healthy. 

Dr.  Eouth  describes  one  form  of  fundal  endometritis  as 
"  convulsive,"  because  he  has  found  some  cases  to  be  attended 
with  hysteria  or  other  variety  of  convulsion. 

I  am  disposed  to  merge  fundal  endometritis  in  general 
endometritis. 

The  inflammation  may  be  chiefly  limited  to  the  cervical  cavity. 
To  specify  this  form, 'the  objectionable  term  endocervicitis,  a 
barbarous  compound  of  Greek  and  Latin,  is  in  common  use.  It 
would  be  better  to  sacrifice  conciseness,  and  to  speak  of  "endo- 
metritis cervicalis"  This  is  a  very  common  affection  ;  and  from 
its  seat  being  partly  within  direct  observation  by  touch  and 
sight,  it  has  engrossed  an  undue  share  of  attention. 

*  On  "  Fundal  Endometritis,"  Obstetrical  Trans.,  vol.  xii. 
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The  course,  symptoms,  and  diagnosis. — The  diagnosis  of  endo- 
metritis rests  upon  the  subjective  symptoms,  the  history,  and  the 
objective  signs.  The  patient  complains  of  pain  referred  to  the 
uterus,  increased  by  exertion,  attended  often  by  dysuria;  the 
pelvic  pain  radiates  to  the  back,  and  there  is  more  or  less  constant 
lumbo-sacral  heavy  aching  distress.  Headache  is  also  frequent, 
and  various  nervous  symptoms  of  a  depressing  character  arise  as 
the  disease  becomes  chronic. 

The  history  begins  with  pregnancy,  with  arrest  of  menstruation, 
with  intra-uterine  irritation  or  injury,  as  from  wearing  a  pessary, 
with  retention  of  menstrual  discharge,  with  flexion  or  version  ;  in 
short,  the  origin  is  in  many  cases  the  same  as  that  of  other  forms 
of  uterine  inflammation.  The  symptoms  have  probably  at  first 
been  acute  ;  the  uterine  pain  was  intense,  setting  in  with  rigor, 
perhaps  vomiting,  and  attended  by  fever.  Passing  into  the 
chronic  or  subacute  form,  the  pain  has  become  less  severe  ;  it 
has  been  intermittent,  brought  out  into  exacerbations  by  over- 
exertion or  by  menstruation. 

The  objective  signs  are  made  out  by  palpation,  by  the  sound, 
and  by  the  speculum.  Palpation,  vagino-abdominal  or  recto- 
abdominal,  will  generally  establish  increased  weight  and  bulk 
of  the  uterus,  and  bring  out  pain  or  tenderness  in  the  body  of 
the  uterus.  The  sound  will  commonly  cause  more  pain  than  is 
usual  on  entering  the  healthy  uterus ;  it  will  often  cause  a  little 
oozing  of  blood.  Unless  there  be  flexion,  the  sound  passes  easily, 
because  the  orifices  are  almost  certain  to  be  expanded.  And 
when  the  point  is  in  the  cavity,  the  dilatation  of  this  part  is 
made  manifest  by  the  freedom  with  which  the  sound  can  be 
turned  round.  The  uterus  has  lost  its  flattened  condition, 
having  become  more  pear-shaped. 

Diagnostic  purpose  being  fulfilled,  it  is  henceforth  desirable 
to  use  the  sound  as  little  as  possible.  It  is  often  a  source  of 
irritation.  The  speculum  will  in  most  cases  show  some  amount 
of  congestion  of  the  vaginal-portion,  perhaps  abrasion  or  other 
lesion ;  but  this  is  an  accidental  not  a  necessary  complication. 

Gosselin  and  Aran,  describing  the  frequency  of  so-called 
ulcerations  seen  around  the  margin  of  the  os  uteri  in  chronic 
endometritis,  affirm  that  they  have  little  significance,  and  are 
generally  the  result  of  the  maceration  of  the  epithelium  in  the 
mucous  secretions.  As  soon  as  the  discharge  lessens  the  ulcera- 
tion heals  rapidly.  I  must,  however,  remark  that  in  most  cases 
which  follow  labour,  the  loss  of  epithelium  is  due  to  the 
necrotic  action  I  have  described. 

Very  acute  pain,  evoked  by  touching  the  fundus  externally 
is  either  an  indication  of  extreme  hyperesthesia  in  the  subject, 
or  of  inflammation  of  the  substance  of  the  uterus. 

When  chronic  or  subacute  catarrh  arises  primarily,  that  is, 
without  acute  beginning,  leucorrhoea  is  often  the  first  symptom 
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which  attracts  attention.  Then  pain  on  excretion  follows. 
Dysmenorrhcea  becomes  more  prononnced.  This  last  symptom 
is  the  more  important  in  women  who  previously  had  not  suffered 
from  dysmenorrhcea.  There  are  many  women  in  whom  dys- 
menorrhoea  may  be  called  secondary,  that  is,  it  is  acquired  as  a 
consequence  of  metritis  or  non-involution  after  labour. 

Menorrhagia  is  a  frequent  attendant.  The  tumid,  engorged, 
vascular  mucous  membrane  easily  allows  blood  to  exude.  The 
catamenia  return  in  advance  of  the  proper  period,  that  is,  every 
three  weeks  or  fortnight,  and  last  for  a  week  or  more,  sometimes 
profusely.  The  blood-flow  is  commonly  succeeded  by  a  muco- 
puriform  discharge ;  and  not  seldom,  slight  causes  will  deter- 
mine a  flow  of  blood  in  the  intermenstrual  periods.  A  common 
remark  is  that  the  flow  returns  a  day  or  two  after  having 
apparently  ceased,  so  that  the  subject  hardly  knows  when  the 
period  is  fairly  at  an  end.  Sometimes  clots  of  dark  blood  "  like 
leeches  "  are  voided.  In  one  case  of  intense  endometritis  the 
woman  passed  every  morning  a  cylindrical  mass  about  three 
inches  long,  slimy  and  streaked  with  blood. 

Dysmenorrhcea  more  especially  attends  the  catarrhal  inflam- 
mation of  the  body  of  the  uterus,  probably  because  this  condition 
is  apt  to  involve  some  degree  of  inflammation  of  the  uterine 
wall  itself.  The  form  in  which  dysmenorrhoea  appears  is 
uterine,  that  is,  pain  is  felt  shortly  before  and  at  the  time  of  the 
uterine  flux  ;  it  is  referred  to  the  uterus  or  middle  of  the  pelvis, 
and  radiates  to  the  loins  and  sacrum. 

In  the  milder  forms  of  catarrh,  the  discharge  is  chiefly  mucus 
entangling  epithelial  cells;  it  may  be  clear  or  opaque.  The 
hypertrophied  uterine  glands  at  times  pour  out  a  profuse,  even 
exhausting,  secretion.  In  severer  forms  it  is  often  tinged  with 
blood.  This,  Bennet  says,  is  as  characteristic  as  is  the  rusty 
sputa  of  pneumonia.  It  is  due  to  the  intense  congestion,  the 
blood  easily  permeating  the  thin  epithelial  covering. 

The  neighbouring  organs  are  commonly  somewhat  disturbed. 
In  the  acute  forms,  even  dysenteric  symptoms  may  be  produced. 
In  the  chronic  forms  diarrhoea  is  not  uncommon,  alternating 
perhaps  with  constipation.  Diarrhoea  in  the  acute  form,  how- 
ever, is  not  alone  the  consequence  of  proximate  irritation ;  it  is 
more  likely  to  be  due  to  septicaemia.  Both  in  the  acute  and 
chronic  forms  some  bladder-distress  is  a  frequent  attendant. 
Dysuria  and  frequent  micturition,  and  sometimes  cystitis,  are 
observed. 

Disorder  of  nutrition  and  of  the  nervous  system  are  sure  to 
follow  sooner  or  later  upon  chronic  uterine  catarrh.  The 
abnormal  derivation  of  vascular  and  nervous  action  leaves  the 
digestive  organs  imperfectly  supplied ;  and  the  constant  wear 
and  tear  of  pain  exhausts  the  nervous  centres.  Hence  the 
appetite  is  impaired,  capricious,  difficult  to  stimulate.  Despon- 
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dency,  fretfulness,  sometimes  hysterical  symptoms  harass  the 
patient.  Nausea,  vomiting,  gastralgia,  distention  of  the 
stomach  follow.  The  urine  becomes  turbid,  loaded  with  uric 
acid  or  phosphates,  and  sometimes  with  mucus.  This  is 
especially  the  case  in  women  towards  middle  age,  with  a 
tendency  to  obesity  and  sluggish  liver. 

In  other  cases,  the  discharges  and  the  impaired  nutrition 
entail  emaciation.  The  face  puts  on  a  dull,  languid,  worn 
expression ;  the  fades  titer  ina  becomes  formed.  The  features 
fall ;  dark  circles  surround  the  eyes. 

Acute  endometritis  may  end  in  spontaneous  recovery.  Per- 
haps rest  and  careful  regimen  for  a  few  weeks  may  suffice  for 
cure.  But  of  the  accomplishment  of  this  we  cannot  be  certain, 
until  one  or  two  menstrual  periods  have  passed  by  without 
rekindling  the  symptoms.  The  signs  of  cure  are  :  the  cessation 
of  febrile  movement  and  of  local  pain;  the  moderation  of 
discharge,  the  closure  of  the  os  externum  uteri,  and  the  return 
of  the  mucous  membrane  of  the  cervix  to  its  natural  pink 
colour. 

Chronic  endometritis,  on  the  other  hand,  is  a  most  obstinate 
disorder.  It  shows  little  disposition  to  spontaneous  cure.  Some 
observers,  indeed,  doubt  whether  it  can  even  be  cured  by  art. 
But  this  doubt  I  do  not  share.  A  well-directed  local  treatment 
will  almost  certainly  be  followed  by  success,  unless  there  be 
diathetic  or  other  morbid  complications. 

Scanzoni  throws  almost  equal  doubt  upon  the  curability  of 
chronic  endometritis,  that  he  does  upon  chronic  metritis. 
Chronic  catarrh,  he  urges,  is  the  almost  never-failing  com- 
panion of  chronic  parenchymatous  metritis,  and  how  shall  it 
be  healed  whilst  the  disorders  of  the  circulation  in  the  walls  of 
the  organ  persist  ?  How  shall  the  hypersemia,  swelling,  and 
hypersecretion  of  the  mucous  membrane  disappear  whilst  the 
causative  disorders  in  the  wall  of  the  uterus  persist  ?  I  have 
already  discussed  the  possibility  of  cure  of  parenchymatous 
metritis.  If  this  possibility  be  admitted,  then  the  possibility  of 
curing  endometritis  follows  as  a  corollary. 

I  cannot  help  attributing  this  eminent  physician's  unfavour- 
able opinion,  in  some  measure,  to  his  imperfect  estimate  of  the 
etiological  importance  of  constriction  of  the  os  externum  uteri, 
and  of  flexion.  Treatment  which  fails  to  take  cognizance  of 
these  conditions  must  necessarily  be  imperfect,  and  will  there- 
fore often  fail. 

The  indication  to  begin  by  removing  any  complication,  such 
as  flexion,  inflammation  of  the  vaginal-portion  or  cervix,  or 
atresia,  is  obvious.  Indeed,  the  principal  remedies,  those  to  be 
applied  to  the  interior  of  .the  uterus,  cannot  be  brought  into  use 
until  the  cervical  canal  is  made  permeable  for  at  least  a  No.  8 
or  No.  9  catheter. 
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Inflammation  or  engorgement  of  the  cervix  must  be  subdued 
by  the  methods  already  described.  And  when  this  is  done,  it 
will  sometimes  be  found  that  the  signs  of  endometritis  have 
disappeared.  Whether  it  be  by  derivation  or  by  other  agency, 
curing  inflammation  of  the  cervix  will  sometimes  cure  inflam- 
mation of  the  body  too.  But,  although  this  is  an  essential 
part  of  the  treatment,  it  ought  not  to  be  trusted  to  alone.  For, 
if  it  occasionally  is  sufficient  to  cure,  yet  the  process  being 
indirect  is  slow  and  tedious.  It  is  remarkable  and  gratifying 
to  observe,  in  some  cases,  how  quickly  a  long-standing  case  of 
endometritis  is  cured  by  direct  treatment. 

The  treatment. — In  the  acute  stage,  which  is  most  likely  com- 
plicated with  metritis  proper,  the  application  of  twenty  leeches 
to  the  hypogastrium,  fomentations,  sedatives,  salines,  will  be 
necessary.  In  the  chronic  stage,  the  cure  will  depend  greatly 
upon  the  judicious  use  of  intra-uterine  remedies.  Just  as  in 
the  case  of  chronic  inflammation  and  hypertrophy  of  the  fauces 
with  its  glands,  topical  applications  offer  the  most  effective 
means  of  bringing  about  a  healthy  condition  of  the  altered 
tissues.  The  solid  nitrate  of  silver,  which  acts  so  well  else- 
where, is  of  signal  service  in  this  case.  The  sulphate  of  zinc  I 
have  found  almost  equally  beneficial ;  and  it  has  the  advantage  of 
being  safer.  But  tincture  of  iodine,  carbolic  acid,  chromic  acid, 
chlorate  of  potash,  perchloride  and  persulphate  of  iron,  nitric 
acid,  acetic  acid,  have  all  been  extolled.  These  remedies  are 
best  applied  either  solid  or  in  the  form  of  ointment,  or  as  liquid 
carried  on  swabs.  The  practice  of  injecting  liquids  into  the 
uterine  cavity  offers  no  marked  advantages  over  the  methods 
described,  and  the  attendant  objections  are  so  serious  that  it  is 
desirable  to  discuss  the  subject  of  intra-uterine  medication  with 
special  care. 


The  various  Modes  of  applying  Remedies  to  the  Internal  Surface 

of  the  Uterus. 

The  treatment  of  morbid  conditions  of  the  body  of  the 
uterus  by  intra-uterine  injections  is  a  subject  that  calls  for  earnest 
discussion  on  account  of  its  utility  and  its  dangers.  If  we 
treat  morbid  conditions  of  the  eye,  mouth,  throat,  larynx, 
bladder,  rectum,  and  vagina  by  injections  with  such  manifest 
advantage  that  we  have  come  to  look  upon  this  method  as  in 
many  cases  indispensable,  it  seems  reasonable  to  expect  equal 
advantage  from  its  action  on  the  mucous  membrane  of  the 
cavity  of  the  uterus.  Experience  amply  justifies  this  expecta- 
tion. Topical  applications  to  the  diseased  mucous  membrane 
are  in  many  cases  essential  to  cure.  But  in  the  form  of  in- 
jected fluids  they  are  not  free  from  danger.    Almost  every 
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author  who  has  written  upon  the  subject,  refers  to  cases  of 
accidents,  ranging  from  severe  pain  to  shock,  collapse,  metritis, 
perimetritis,  and  death.  It  is  desirable  to  refer  to  some  of 
these  cases  which  best  illustrate  the  conditions  of  danger. 

Henry  Bennet  relates  a  case  which  occurred  under  Jobert. 
A  girl,  aged  twenty-four,  had  a  large  fibroid  of  the  uterus.  Jobert 
made  an  astringent  injection  into  the  cavity  of  the  neck.  Almost 
immediately  there  arose  shiverings,  agonizing  pains  in  the  ab- 
domen, then  fever,  then  death  in  a  few  days  from  metro-peri- 
tonitis. Bennet  performed  the  autopsy.  He  found  nothing 
besides  the  marks  of  peritonitis. 

In  my  work  on  "Obstetric  Operations"  (2nd  Ed.  1871),  I 
have  related  a  case  which  occurred  in  the  London  Hospital 
after  I  had  left  that  institution.  The  history  was  supplied  to 
me  by  Mr.  Hermann,  resident-accoucheur  at  the  time,  and  the 
account  of  the  autopsy  by  Dr.  Sutton.  A  woman,  aged  forty- 
eight,  had  had  six  children  and  five  abortions.  For  eighteen 
months  she  had  suffered  from  menorrhagia.  On  admission  there 
was  decided  retroflexion  of  the  uterus.  An  injection  of  per- 
chloride  of  iron,  in  the  proportion  of  one  part  of  the  saturated 
solution  to  six  of  water  was  used.  About  half  a  pint  of  this 
was  injected  through  a  double-channel  catheter  attached  to  a 
Higginson's  syringe,  the  patient  lying  on  her  left  side.  The 
fluid  appeared  to  flow  out  as  fast  as  it  entered.  The  catheter 
was  kept  half- rotated,  so  as  to  hold  the  uterus  in  its  proper  axis 
during  the  injection.  The  os  uteri  had  been  well  dilated.  Im- 
mediately after  the  operation  the  patient  complained  of  intense 
pain  in  the  abdomen.  In  the  evening  the  pain  was  worse,  and 
she  had  vomited.  The  pulse  and  temperature  rose,  and  she  died 
in  collapse  fifty-eight  hours  after  the  injection.  In  the  peritoneal 
cavity  was  found  a  quantity  of  blackish-green  opaque  puriform 
fluid.  Much  of  the  peritoneum  covering  the  intestines  around 
the  uterus  was  of  a  black  colour.  There  was  a  quantity  of  pus 
in  the  pelvis.  The  left  Fallopian  tube  was  enlarged,  and  the 
vessels  on  its  peritoneal  surface  highly  injected.  The  outer 
half  of  the  tube  was  much  dilated,  and  filled  with  dirty,  pus- 
like fluid.  There  was  marked  retroflexion  of  the  uterus.  Dr. 
Sutton's  opinion  was  that  the  fatal  peritonitis  was  caused  by 
the  iron  solution  escaping  through  the  Fallopian  tube  into  the 
peritoneal  cavity. 

Dr.  Y.  Haselberg  relates  an  instructive  case.*  A  paella 
publico.,  having  had  an  abortion  six  months  before,  came  under 
treatment  with  anteflexion  of  the  uterus  to  such  an  extent  as  to 
render  the  passage  of  the  sound  difficult.  She  suffered  from 
profuse  menorrhagia,  and  it  was  determined  to  try  injection  of 
perchloride  of  iron.    It  was  only  after  repeated  trials  that  the 

*  Monatsschrift  fur  Geburtskunde,  1869. 
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syringe  was  made  to  pass  beyond  the  seat  of  flexion  into  the 
cavity  of  the  uterus.  The  patient  suffered  no  pain  at  the  time, 
but  at  night  had  a  severe  rigor.  On  the  fifth  night  rigor  was 
accompanied  by  severe  vomiting,  and  abdominal  pains  imme- 
diately ensued.  On  the  following  night  this  was  repeated, 
whereupon  she  fainted  and  died.  The  intestines  were  found 
united  by  recent  exudation.  The  lower  parts  of  the  pelvis 
were  filled  with  stinking  pus ;  the  source  of  this  was  discovered 
in  a  cyst  in  the  right  ovary,  which,  through  a  small  opening, 
gave  issue  to  like  matter.  The  right  tube  was  permeable 
throughout  its  whole  length  by  a  large  sound.  The  mucous 
membrane  of  the  uterus  was  stained,  as  if  with  ink,  and  the 
same  appearance  extended  along  the  right  tube.  The  black 
patches  showed  iron  by  chemical  tests.  One  fact,  at  least,  is 
clear  from  this  case — that  perchloride  of  iron,  like  other  fluids, 
may  run  along  the  Fallopian  tubes.  But  it  is  not  so  obvious 
that  the  fatal  result  was  due  to  this  accident.  No  immediate 
symptoms  followed  the  injection.  The  signs  of  intra-abdominal 
injury  seem  due  to  the  perforation  of  the  ovarian  cyst  under  the 
pressure  of  vomiting. 

Hourmann,  of  Lourcine,  relates  the  following  : — A  girl,  aged 
nineteen,  had  profuse  leucorrhcea.  He  injected  a  decoction  of 
nut  by  a  clysopompe  into  the  uterus.  At  the  first  stroke  she  cried 
out,  and  put  her  hand  to  the  left  iliac  region.  Severe  shivering 
set  in,  and  lasted  several  hours ;  then  febrile  reaction  followed. 
The  pain  spread  to  the  abdomen,  indicating  metro-peritonitis. 
Haemorrhage  appeared  in  two  days,  and  she  was  relieved. 

It  deserves  notice  that  the  intense  pain  called  forth  by  apply- 
ing various  substances  into  the  cavity  of  the  uterus  is  most 
frequently  of  the  nature  of  colic  ;  it  does  not  generally  indicate 
metritis. 

Metritis  may,  however,  be  caused  if  the  substances  used  are 
caustic,  as  distinguished  from  styptic  or  astringent.  This 
difference  of  course  depends  upon  the  degree  of  concentration  of 
the  agents  employed.  It  is  a  point  which  has  been  strangely 
neglected  by  some  practitioners,  who  having  used  caustic  solutions 
of  perchloride  of  iron  to  arrest  haemorrhage,  have  caused  slough- 
ing of  the  uterus,  and  have  straightway  condemned  the  agent, 
instead  of  their  own  want  of  discretion  in  the  use  of  it. 

The  danger  of  fluids  running  along  the  Fallopian  tubes  seems 
to  depend  upon  undue  patency  of  these  canals.  This  undue 
patency  in  its  turn  is  owing  in  many  cases,  at  least,  to  obstruction 
at  some  lower  part  of  the  utero-vaginal  canal.  Thus  in  V. 
Haselberg's  case,  and  in  the  one  at  the  London  Hospital,  there 
were  decided  flexion  of  the  uterus  and  dilatation  of  the  tubes. 

It  is  not  enough  to  know  that  patients  occasionally  die  after 
injections  are  thrown  into  the  uterine  cavity — we  want  to  know 
why  they  die.    Knowing  this,  we  may  learn  how  to  avoid  the 
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causes  of  danger,  without  abandoning  the  use  of  a  mode  of 
treatment  which  renders  in  a  great  number  of  cases  incontestable 
service. 

Many  experiments  have  been  made  on  the  dead  body  to 
ascertain  the  behaviour  of  injections.  Hennig,  Klemm,  Gruyon, 
Fontaine  (on  puerperce) ,  Alph.  Gruerin,  Gruichard,  Scanzoni,  and 
others  have  done  this.  The  experiments  generally  show  that 
there  is  extreme  difficulty  in  making  fluids  run  along  the  tubes, 
especially  if  the  injecting  syringe  does  not  completely  fill  the  os 
uteri  internum.  I  will  not  relate  or  analyze  these  experiments, 
because  they  appear  to  me  to  be  of  little  practical  value.  The 
conditions  of  the  dead  and  of  the  living  tissues  are  essentially 
different.  For  example,  in  the  dead  body  there  is  no  muscular 
contractility,  no  irritability  under  stimulus,  no  response  of  the 
nervous  centres  to  peripheral  injury.  Yet  these  are  conditions 
which  come  into  play  when  injections  are  thrown  into  the  living 
uterus.  It  may,  indeed,  seem  at  first  sight  that  these  experi- 
ments would  at  any  rate  illustrate  the  problem  of  the  per- 
meability of  the  Fallopian  tubes.  But,  even  here,  their  value 
is  small.  They  may  prove  that  great  force  is  necessary  to  drive 
fluid  along  these  canals  ;  and  that,  unless  the  cavity  of  the  uterus 
be  closed  below,  as  at  the  cervix,  fluids  will  rather  regurgitate 
than  run  onwards.  But  it  is  certain  that  in  some  of  the  cases 
where  fluid  injected  into  the  living  uterus  ran  along  the  tubes, 
the  accident  could  not  be  accounted  for  by  the  very  small  amount 
of  injecting-force  employed.  Another  power,  therefore,  must  have 
been  in  action,  and  this  could  be  no  other  than  that  exerted  by 
the  uterus  itself  contracting  spasmodically  upon  the  irritating 
fluid  thrown  into  it.  This  force,  the  lower  or  cervical  orifice  of 
the  uterus  being  closed,  would  pump  the  fluid  onwards  into  the 
tubes. 

Dr.  J.  "Whitehead,  in  a  valuable  practical  paper  (Brit.  Med. 
Journal,  1873),  suggests  that  fluids  may  be  carried  onward  into 
the  peritoneum  by  capillary  or  ciliary  action.  He  prefers  the 
use  of  solid  or  unctuous  substances. 

Again,  it  is  not  necessary  for  the  production  of  alarming  or 
even  fatal  accidents,  that  the  fluid  should  run  along  the  tubes. 
The  fluid  injected  into  the  cavity  of  the  uterus  may  cause  metritis, 
and  the  inflammation  may  spread  to  the  adnexa  and  to  the 
peritoneum.  Or  severe  pain,  shock  and  collapse  may  be  the 
immediate  and  simple  result  of  the  irritation  produced  on  the 
uterine  superficies  by  the  contact  and  retention  of  the  fluid. 
The  agony  attending  some  cases  of  dysmenorrhoea  is  simply  due 
to  the  irritation  set  up  by  retained  blood  causing  uterine  con- 
tractions or  colics.  The  pain,  the  prostration,  the  other  nervous 
phenomena  attending  dysmenorrhoea  are  sometimes  as  severe  as 
those  attending  intra-uterine  injections. 

In  some  unfortunate  cases,  as  in  one  related  by  Tessier,  the 
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fluid  injected  has  been,  not  simply  of  styptic  and  coagulating 
power,  but  actually  caustic.  It  ought  to  be  needless  to  point 
out  so  fundamental  an  error.  But  it  has  been  committed  more 
than  once ;  and  the  fault  of  the  operator  has  been  assigned  to 
the  method. 

It  is  not  even  necessary  that  fluids  should  be  injected  into  the 
uterus  at  all.  I  have  seen  pain  and  collapse  so  severe  as  to 
cause  the  utmost  anxiety  for  the  result,  follow  an  ordinary  injec- 
tion of  weak  sulphate  of  zinc  into  the  vagina.  This  occurred  in 
the  case  of  a  lady,  whose  maid  was  administering,  as  she  had 
often  done  before,  a  zinc  solution,  by  means  of  a  Higginson's 
syringe.  The  cervix  in  this  case  was  patulous,  but  it  is  certain 
that  the  pipe  of  the  syringe  was  not  inserted  into  it.  She 
recovered  in  some  hours,  no  inflammation  supervening. 

It  will  further  be  remembered  that  the  mere  touch  of  a  sound 
or  bougie  against  the  fundus  uteri  will  in  some  cases  produce 
severe  pain,  and  even  prostration. 

Again,  symptoms  resembling  in  character  and  severity  those 
caused  by  injected  fluids,  are  occasionally  observed  when  solid 
or  unctuous  substances  are  used,  which  cannot  from  their  nature 
flow  along  the  tubes,  which  must,  in  short,  act  in  loco. 

Thus,  Aran  says  he  has  known  three  cases  of  fatal  peritonitis 
from  actual  cauterization  of  the  os  uteri,  and  one  case  of  fatal 
ovaritis  from  the  application  of  Vienna  paste, 

I  have  known  the  most  severe  pain  and  prostration  followed 
by  haemorrhage  and  metritis,  caused  by  the  application  of  solid 
nitrate  of  silver  to  the  interior  of  the  uterus ;  and  I  have  seen 
fatal  peritonitis  follow  the  simple  application  of  nitrate  of  silver 
to  the  cervix  uteri. 

The  severity  of  the  accidents  is  not  explained  by  the  nature 
of  the  fluids  injected.  Alarming  symptoms  have  followed  the 
use  of  comparatively  weak  solutions.  It  has  been  supposed  in 
these  and  other  cases  that  the  untoward  phenomena  were  due  to 
the  forcible  propulsion  of  air  along  with  the  fluid.  In  some 
cases  this  hypothesis  may  be  well  founded.  But  I  think  its 
importance  has  been  exaggerated.  It  is  even  doubtful  whether  a 
quantity  of  air  at  all  calculated  to  produce  serious  distress  can 
be  driven  into  the  vessels  or  tissues  of  the  unimpregnated  uterus  ; 
and  the  small  quantity  that  might  possibly  run  along  the 
Fallopian  tubes  into  the  peritoneal  cavity  could  hardly  do  much 
harm. 

One  all-important  caution  is  to  be  religiously  observed, 
namely,  never  to  use  any  topical  application  to  the  uterus,  or  to 
perform  any  surgical  operation  upon  the  uterus,  when  a  menstrual 
period  is  impending. 

It  is  at  this  time  when  the  menstrual  flux  is  imminent,  when 
the  nervous  system  is  at  its  acme  of  excitability,  that  even 
slight  causes  are  sufficient  to  light  up  acute  inflammation. 
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At  this  time,  it  may  be  said,  the  uterus  resents  all  inter- 
ference. 

Dr.  Cohnstein  gives*  a  careful  historical  survey  of  the  practice 
and  opinions  of  those  who  have  related  their  experience  upon 
this  subject.  The  general  conclusion  arrived  at  is  that  injection 
of  very  powerful  caustics  is  likely  to  cause  inflammation  of  the 
uterus  and  peritoneum,  or  severe  prostration  and  uterine  colics ; 
and  that  these  dangers  are  less  urgent  if  care  be  taken  first  to 
dilate  the  cervix. 

Dr.  Lentef  discusses  this  question,  passing  under  review  the 
various  topical  methods  of  treating  disease  of  the  cavity  of  the 
uterus.  Iodine  in  solution  he  has  known  cause  intense  pain 
and  alarming  collapse, which,  however,  passed  away,  no  further 
bad  effect  ensuing. 

The  leading  gynaecologists  of  New  York  have  also  discussed 
this  question.  Instances  of  serious  accidents  were  adduced. 
The  general  opinion  seemed  adverse  to  the  use  of  intra-uterine 
injections,  whilst  Dr.  Thomas  was  especially  emphatic  in  his 
condemnation. 

To  avoid  the  dangers  of  intra-uterine  injections,  several  pre- 
cepts have  been  enjoined.  The  great  object  aimed  at  is  to  avoid 
or  lessen  the  risk  of  the  fluid  running  along  the  tubes.  This  it 
is  sought  to  attain — 

1st.  By  securing  free  dilatation  of  the  cervix  uteri  before  in- 
jecting, so  that  the  fluid  may  readily  run  back  into  the  vagina. 
For  this  purpose  the  preliminary  use  of  lamin  aria- tents  is  advised. 

2nd.  By  using  only  graduated  quantities  of  fluids,  and  inject- 
ing very  gently  and  slowly. 

3rd.  By  using  a  double  canula,  so  as  to  secure  a  return- 
current.  To  effect  this  the  more  surely,  the  openings  of  the 
canulae  at  the  uterine  end  are  made  at  different  levels. 

I  have  not  much  faith  in  the  double  canula.  The  end  which 
should  serve  for  the  return- current  is  liable  to  be  choked.  The 
preliminary  free  dilatation  of  the  cervix  and  the  use  of  gentleness 
in  propelling  the  fluid  should  never  be  omitted.  But  I  do  not 
believe  that  the  observance  of  these  precautions  is  an  absolute 
guarantee  against  accidents.  It  is  probable  that  the  mere 
forcible  impact  of  any  fluid  striking  upon  the  inner  surface  of 
the  uterus,  especially  upon  the  fundus,  may  cause  severe  pain 
and  prostration.  Since  nothing  is  gained  by  forcible  injection, 
this  consideration  affords  additional  reason  for  injecting  with  all 
possible  gentleness.  Hence,  it  is  well  to  use  injecting-pipes 
having  lateral  openings  of  very  fine  calibre,  so  as  to  "  pulverize  " 
the  liquid.  I  strongly  advise  not  to  use  injections  at  all  in  cases 
of  marked  flexion  of  the  uterus.  Even  if  we  dilate  the  cervix 
first  by  tents,  and  maintain  the  uterus  erect  during  the  injection, 

*  Beitrage  zu  Chronischeti  Metritis,  1S68. 
f  New  York  Journal  of  Medicine,  1870. 
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we  cannot  always  be  sure  that  the  flexion  will  not  be  reproduced, 
so  as  to  prevent  the  issue  of  the  fluid  ;  and  it  must  not  be  for- 
gotten that  it  is  especially  in  these  cases  that  the  uterine  cavity  is 
likely  to  be  enlarged,  and  the  Fallopian  tubes  dilated. 

The  general  conclusion  at  which  I  have  arrived  is  to  restrict 
the  use  of  intra-uterine  injections  within  the  narrowest  limits. 
I  rarely  employ  them  now,  except  in  cases  of  urgent  danger 
from  metrorrhagia. 

We  may  obtain  almost  all  the  advantages  that  injections  are 
capable  of  giving  by  other  means.  For  example,  the  same 
agents  which  are  so  useful  in  the  form  of  solutions  for  injection, 
may  be  applied  either  by  swabbing,  or  solid,  or  in  the  form  of 
ointment.  Thus,  where  the  use  of  chromic  or  nitric  acid,  perchlo- 
ride  of  iron,  iodine,  or  bromine  is  indicated,  these  agents  can  be 
applied  soaked  on  a  sponge  or  piece  of  cotton,  or  on  a  glass  or 
hair  pencil,  having  previously  well  dilated  the  cervix.  Nitrate 
of  silver  is  far  better  applied  in  the  solid  form.  Even  then  it  is 
liable  to  cause  severe  colic.  The  risk  of  this  may  be  lessened 
by  reducing  the  caustic  by  fusing  it  with  equal  parts  of  nitrate 
of  potash. 

The  ordinary  way  of  using  the  solid  nitrate  of  silver,  that  is, 
by  holding  a  piece  of  the  stick  in  a  forceps  or  porte-crayon,  is 
objectionable.  The  piece  may  fall  out  or  break,  and  a  fragment 
left  behind  in  the  cervix  or  body  of  the  uterus  may  give  rise  to 
intense  agony,  and  even  metritis.  To  avoid  this  accident  I  have 
for  many  years  used  the  contrivance  figured  p.  137  (Fig.  42). 

This  is  far  the  best  way  of  applying  nitrate  of  silver  to  the  os 
and  cervix  uteri,  and  it  is  the  only  safe  way  of  applying  it  to 
the  interior  of  the  uterine  cavity.  The  armed  end  of  a  probe 
may  be  passed  into  the  uterus  without  the  speculum,  although 
the  aid  of  this  instrument  is  sometimes  convenient.  For  example, 
unless  the  armed  probe  is  protected  by  a  canula,  the  caustic  will 
first  touch  the  vulva  and  vagina  in  its  passage,  which  is  apt  to 
have  unpleasant  effects,  and  the  guiding  finger  of  the  operator 
will  be  stained. 

One  of  the  most  widely-useful  topical  applications  to  the 
mucous  membrane  of  the  cervix  and  body  of  the  uterus  is  sul- 
phate of  zinc.  The  value  of  this  agent,  when  applied  to  the 
relaxed  or  morbid  mucous  membrane  of  the  vagina  in  the  form 
of  injections,  is  familiarly  known.  How  to  apply  it  to  the 
uterine  mucous  membrane  is  therefore  a  matter  of  great  interest. 
A  solid  stick  of  two  or  three  grains  can  be  carried  quite  into  the 
uterus  without  having  touched  the  vagina  by  the  way  by  means 
of  my  canula  (Fig.  43,  p.  137),  now  generally  sold  by  instru- 
ment makers. 

It  is  a  great  advantage  of  this  contrivance  that  the  use  of  the 
speculum  is  quite  unnecessary  after  it  has  aided  in  establishing 
the  diagnosis  which  supplies  the  indication  in  treatment.  When 
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the  instrument  has  gone  the  proper  depth,  the  piston  pushes 
out  the  stick,  and  the  instrument  is  withdrawn,  leaving  the 
stick  to  dissolve.  This  it  soon  begins  to  do,  and  by  its  speedy 
effect  in  constringing  the  mucous  membrane,  it  keeps  itself  in 
situ  until  it  is  completely  dissolved. 

Nitrate  of  silver  reduced  by  admixture  with  nitrate  of  potash 
may  be  used  in  the  same  way.  So  may  persulphate  of  iron,  but 
this  should  be  considerably  reduced.  When  used  nearly  pure 
I  have  known  it  cause  severe  colic  and  bleeding. 

A  most  precious  way  of  applying  astringents,  caustics,  sol- 
vents, or  alteratives  to  the  interior  of  the  uterus,  is  in  the  form 
of  ointment  or  pasma.  In  this  way  almost  any  substance  may 
be  applied.  Where  grease  is  objectionable  as  a  vehicle,  a  pasma 
of  suitable  consistence  may  be  made  by  glycerine  or  other 
substances.  In  this  form  we  may  use  remedies  which  cannot 
easily  be  applied  in  any  other  way.  For  example,  we  can 
hardly  use  bromine,  or  iodine,  or  mercury  in  a  solid  shape  ;  and 
to  use  them  in  the  liquid  form  is  open  to  the  objections  already 
discussed.  Almost  anything  can  be  made  into  an  ointment  or 
pasma ;  and  we  thus  get  a  complete  practical  command  over  a 
large  range  of  useful  agents. 

To  introduce  ointment  into  the  cavity  of  the  uterus,  the  in- 
strument figured  at  p.  138,  Fig.  44,  is  both  convenient  and 
effective.  It  is  used  without  aid  of  the  speculum.  It  is  charged 
by  dipping  the  end  into  the  ointment.  This  carries  a  sufficient 
quantity  into  the  uterus,  when,  by  pushing  home  the  piston,  the 
ointment  is  deposited  there. 

If  it  be  desired  to  apply  a  powerful  liquid  caustic,  as 
chromic  acid  or  strong  bromine  to  the  interior  of  the  uterus, 
this  can  be  done  by  the  same  instrument.  A  few  shreds  of 
asbestos  may  be  packed  in  the  space  between  eyelet-holes,  and 
charged  with  the  fluid.  On  ramming  down  the  piston  the 
fluid  exudes. 

Yaginal  lotions  of  tannin,  sulphate  of  zinc,  acetate  of  lead, 
or  alum,  render  important  aid.  There  is  often  some  complica- 
tion of  chronic  inflammation  of  the  fundus  of  the  vagina,  with 
ulceration ;  and  it  is  useful  to  remedy  this  condition.  This  is 
the  more  important  since  the  patient  can  herself  keep  up  this 
treatment.  A  mode  of  medication  applicable  to  the  vagina  I 
have  often  found  useful  is  to  wrap  about  twenty  grains  of  alum 
in  powder  in  a  pledget  of  cotton-wool ;  and  to  insert  this 
in  the  vagina  daily  or  every  other  day.  This  contrivance 
acts  in  two  ways ;  first,  there  is  the  astringent,  corrective 
action  of  the  alum  gradually  acting  as  the  powder  melts  down  ; 
and,  secondly,  the  cotton  plug  acts  by  keeping  the  irritable 
vaginal  walls  from  contact  and  friction.  It  secures  "  rest." 
Sometimes,  however,  plugs  act  as  foreign  bodies,  cause  irritation, 
and  are  not  tolerated.    They  should  not  be  allowed  to  remain 
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more  than  four  hours.  They  can  be  applied  by  help  of  the  plug 
speculum  figured  at  page  140. 

In  Dublin  and  America  the  fuming  nitric  acid  is  highly 
extolled.  Dr.  Lombe  Atthill*  advises  first  local  blood-letting 
by  scarification.  Then  he  proceeds  to  the  swabbing  the  interior 
of  the  uterine  cavity  with  strong  nitric  acid.  In  order  to 
secure  its  due  application,  he  dilates  the  cervix  uteri  with  a 
faggot  of  laminaria- tents ;  then  he  introduces  an  intra-uterine 
speculum,  which  makes  a  channel,  protecting  the  cervix,  through 
which  the  charged  swab  can  be  carried  direct  to  the  fundus  of 
the  uterus.  The  uterus  is  drawn  down  and  steadied  by  seizing 
the  os  uteri  with  a  vulsellum.  Dr.  Kidd,  Dr.  Eingland,  Dr. 
Evory  Kennedy,  Dr.  J.  A.  Byrne,  all  speak  highly  of  the  effi- 
cacy and  safety  of  this  method.  For  my  own  part,  I  feel  com- 
pelled to  repeat  that  experience  has  amply  proved  that  the  dila- 
tation by  tents  of  the  cervix  uteri,  howsoever  necessary  it  may 
be  in  some  cases,  is  almost  invariably  a  painful,  and  sometimes  a 
dangerous  proceeding.  The  action  of  the  nitric  acid,  itself,  I  do 
not  doubt  is  useful,  and  as  safe  as  most  other  agents. 

Constitutional  treatment  should  not  be  neglected.  In  the 
acuter  stages  salines  and  sedatives,  with  a  bland  unstimulating 
diet,  should  be  given.  In  the  stages  of  debility,  when  nutrition 
has  become  impaired,  and  when  the  nervous  centres  have  suffered 
from  long-continued  impressions  of  pain,  and  the  wear  and 
tear  of  illness,  neuralgia,  in  one  or  more  of  its  numerous  forms, 
is  almost  sure  to  be  developed.  Remedies  presumedly  directed 
ad  hoc,  are  almost  as  sure  to  fail,  unless,  indeed,  the  exhaust- 
ing disease,  the  endometritis,  be  cured.  But  still,  the  use  of 
tonics  and  other  remedies  calculated  to  improve  nutrition,  to 
procure  ease  from  pain,  to  regulate  the  secretions,  should  go  on 
pari  passu. 

Copaiva,  which  may  be  given  in  the  form  of  capsules,  appears 
to  possess  some  virtue  in  restraining  secretion  from  the  mucous 
membrane  of  the  uterus,  although  it  is  less  to  be  depended 
upon  than  in  the  case  of  the  lungs  or  bladder.  Ergot  and 
digitalis  are  also  at  times  useful ;  quinine,  bark,  and  strychnine, 
I  think,  are  even  more  so.  These  agents,  then,  must  not  be 
neglected  as  adjuvants. 

Purgatives  become  of  essential  importance.  Saline  aperients, 
aloes,  an  occasional  mercurial  alterative,  generally  combined  with 
belladonna,  give  the  best  results.  Aran  speaks  highly  of  aloetic 
enemata.  Indeed,  no  indication  is  of  more  general  application 
than  that  of  keeping  the  rectum  free  from  accumulation. 

Exercise  should  be  regulated  by  the  patient's  strength,  and 
her  liability  to  pain.  A  sense  of  weight,  of  oppression,  of  pain 
in  the  pelvis,  extending  down  the  legs,  should  be  taken  as  a 

*  Dublin  Medical  Journal,  January,  1873. 
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warning  to  rest.  Hip-baths  and  the  consequent  friction  bring 
some  of  the  benefits  of  exercise. 

When  the  active  symptoms  have  been  subdued  by  local 
treatment,  the  stimulating  salines,  sulphur  or  iron  waters  will 
be  useful  in  confirming  the  cure.  Hip-baths  of  plain  cold 
water,  combined  with  vaginal  irrigation,  often  render  great 
service.  But  in  most  cases  warm  baths  are  safer  and  more 
useful. 

There  is  a  form  of  inflammation  of  the  cervix,  chiefly  limited 
to  the  mucous  membrane,  unconnected  with  pregnancy,  which 
may  also  be  called  traumatic.  It  is  the  result  of  undue  or  awk- 
ward sexual  intercourse,  associated  or  not  with  infection  or  local 
poisoning.  Although  most  frequent  in  young  married  women, 
I  have  seen  a  similar  condition  independent  of  sexual  inter- 
course. In  some  of  these  the  cause  was  obscure ;  in  others  the 
disease  ensued  upon  cold  or  violent  exertion.  The  patient 
complains  of  pain,  more  or  less  acute,  in  the  centre  of  the  pelvis, 
radiating  to  the  hypogastrium  and  groins.  She  stoops  in  walk- 
ing, in  order  to  relieve  the  pain.  Any  exertion  quickly  induces 
such  pain  and  exhaustion  that  she  is  compelled  to  rest.  There 
is  often  some  degree  of  constitutional  irritation  and  disturbance 
of  the  function  of  the  stomach.  Sometimes  there  is  leucorrhoea  ; 
but  often  the  reply  to  questions  upon  this  point  is  in  the  nega- 
tive. On  examination,  it  may  be  found  that  there  is  a  copious 
accumulation  of  muco-puriform  matter  in  the  fundus  of  the 
vagina,  where  it  lodges,  being  retained  there  as  in  a  sac  by 
the  contraction  of  the  vagina  below.  Such  a  collection  may  be 
voided  unconsciously  during  defecation.  The  rugae  are  pro- 
minent, angry-red;  copious,  epithelial  secretion  is  found  between 
the  rugse,  and  viscid  glairy  secretion  is  seen  oozing  from  the 
cervix  uteri.  The  membrane  covering  the  vaginal-portion  of 
the  cervix  may  be  smooth,  or  may  present  spots  of  epithelial 
abrasion ;  but  it  is  in  either  case  intensely  red,  injected,  and 
somewhat  swollen.  This  form  of  disease  not  uncommonly 
induces  vaginismus.  Dyspareunia  is  often  very  marked.  The 
treatment  consists  in  "  rest."  Injections  of  lead  are  especially 
useful.  In  aggravated  cases,  especially  those  marked  by 
vaginismus,  the  vaginal-rest,  or  a  cotton  wool  plug  soaked  in 
glycerine,  renewed  daily,  will  be  of  essential  service,  and  will 
greatly  shorten  the  period  of  treatment. 

One  form  of  endometritis  leads  to  exfoliation  in  mass  of  the 
mucous  membrane.  This  constitutes  the  dysmenorrhoea  mem- 
branacea,  which  has  been  described  in  Chapter  XXII.  In 
some  cases  of  this  kind  I  have  known  inflammation  affect  the 
mucous  membrane  of  the  cervix,  as  well  as  of  the  body.  The 
epithelium  of  the  os  uteri,  and  presumably  that  of  the  cervical 
canal  as  well,  being  thrown  off,  leaving  a  pseudo-ulcerated  or 
denuded  surface,  although  there  had  been  no  labour. 
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If  there  be  a  tubercular  diathesis  the  case  is  more  trouble- 
some still,  probably  incurable  ;  for  tuberculization  is  rarely 
limited  to  the  uterus. 

The  syphilitic  taint  is  commonly  acquired  through  the  gesta- 
tion of  a  diseased  ovum,  and  often  first  becomes  manifest  after 
the  birth  of  a  child,  at  times  showing  marks  of  the  disease,  or, 
more  frequently,  after  the  premature  birth  of  a  dead  child,  or 
after  an  abortion. 

The  syphilized  mucous  membrane  is  thickened — constantly 
tending  to  rapid  superficial  decay  ;  and  its  regeneration  is 
imperfect.  The  taint  remains,  as  in  the  skin,  for  an  indefinite 
time.  Such  a  mucous  membrane  is  unfitted  to  develope  a 
healthy  decidua,  and  yet  it  is  not  a  bar  to  impregnation. 
Hence  conception  after  conception  issues  in  abortion ;  and 
every  time  the  new  mucous  membrane  is  reformed  with  the 
same  characters.  More  or  less  chronic  engorgement  or  inflam- 
mation of  the  body  of  the  uterus  commonly  attends.  Unlike 
the  tubercular  diathesis,  the  syphilitic  commonly  affects  the 
cervix  as  well  as  the  body  of  the  uterus. 

There  is  always  hyperemia,  sometimes  chronic  inflammation ; 
and  the  menstrual  disposition  is  towards  excess  in  loss.  The 
appearance  of  the  vaginal-portion  has  struck  me  in  many  cases 
as  being  peculiar,  so  that  I  have  thought  I  could  recognise 
the  syphilitic  complication  by  the  sight.  But  in  practice  we 
are  not  often  obliged  to  trust  exclusively  to  the  local  symp- 
toms. It  is  rare  that  the  history  and  the  presence  of  symptoms 
in  various  parts  of  the  body  do  not  reveal  the  nature  of  the 
case.  Sore  throat,  fissured  or  ulcerated  tongue,  characteristic 
eruptions  on  the  skin,  falling  of  the  hair,  will  generally  be 
found. 

Leucorrhoea,  the  discharge  being  often  more  offensive  than 
usual,  is  a  constant  symptom. 

The  treatment  must  obviously  be  both  constitutional  and 
local.  Iodide  of  potassium,  occasionally  iodide  of  mercury, 
bark,  should  be  persisted  in  for  several  months.  A  cure  can- 
not be  effected  in  a  few  weeks.  Baths  of  Yichy  salts,  or  belter 
still,  the  internal  and  external  use  of  bromo-iodic  waters,  as 
those  of  the  Woodhall  Spa,  Kreuznach,  Carlsbad,  or  Wiesbaden, 
will  render  eminent  service. 

The  best  local  remedies  are  the  iodide  of  lead  or  iodide  of 
mercury  ointment  applied  inside  the  uterine  cavity.  The 
direct  contact  with  the  diseased  mucous  membrane  I  have 
found  especially  beneficial.  Sometimes  the  part  may  be 
touched  with  solid  nitrate  of  silver,  or  a  small  stick  of  sulphate 
of  zinc  may  be  inserted.  All  these  remedies  are  best  applied 
without  the  speculum,  by  means  of  the  tubes  figured  on  page 
137.  The  applications  should  be  made  every  fourth  or  fifth 
day  between  the  menstrual  epochs. 
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The  local  treatment  may  be  partly  carried  on  by  the  patient 
herself.  Sulphate  of  zinc  injections  daily  will  be  of  service, 
although  they  touch  the  vagina  and  vaginal-portion  only. 

Should  pregnancy  occur,  and  it  is  to  be  deprecated  until  the 
mucous  membrane  shall  have  recovered  its  soundness,  the  local 
treatment  must  be  stopped.  But  the  constitutional  remedies 
should  be  sedulously  persisted  in.  We  may  usefully  combine 
with  the  iodide  of  potassium  five  or  ten  grain  doses  of  chlorate 
of  potash.    In  this  way  abortion  is  sometimes  averted. 

The  sub-mucous  uterine  tissue  becomes  hypertrophied  into 
connective-tissue  outgrowths  [Sarcomata),  which  gradually 
form  the  so-called  fibrous-polypi,  in  whose  interior  are  often 
contained  separated  portions  of  elongated  uterine  glands,  or 
gland-tubes,  of  new  formation,  which  degenerate  into  cysts 
(Ci/sto-sarcoma  adenoides) . 

Sometimes  the  uterine  mucous  membrane  degenerates  into  a 
more  or  less  hard,  richly-nucleated,  fibrillous,  callous,  con- 
nective-tissue substratum,  in  which  the  glands  have  shrunk 
away.  Often  it  is  studded  with  small  cysts,  containing  mucus 
or  colloid,  the  remains  of  the  separated  portions  of  the  uterine 
glands. 

Cystic  Endometritis. 

The  development  of  cystic  tumours  at  the  cervical  orifice  out 
of  obstructed  glands  is  not  uncommon.  It  is  less  frequent  in 
the  cavity  of  the  uterus,  but  still  it  is  occasionally  observed  as 
a  result  of  chronic  endometritis.  The  utricular  follicles  may, 
as  we  have  seen,  be  greatly  hypertrophied.  They  may  be  seen 
as  small  rounded  tumours,  projecting  as  hemispheres,  or  some- 
times pediculated ;  their  walls  are  transparent ;  they  feel  like 
little  resisting  grains,  slightly  elastic.  They  range  from  the 
size  of  a  pin's  head  to  that  of  a  small  nut.  They  contain  a 
transparent  liquid.  They  are  often  associated  with  the  so- 
called  fungosities,  granulations,  or  vegetations.  Ch.  Robin 
has  shown  that  these  bodies  are  formed  of  exactly  the  normal 
elements  of  the  uterine  mucous  membrane.  There  is  a  dis- 
position to  fatty  degeneration  at  their  base. 

In  some  rare  cases  the  elongation  of  the  uterine  glands  takes 
place  in  both  directions,  that  is,  into  the  uterine  cavity  on  the 
one  hand,  and  into  the  uterine  parenchyma  on  the  other. 

These  little  cystic  growths  sometimes  form  a  cluster,  hang- 
ing round  the  upper  end  of  the  cervical  canal,  near  the  os 
internum  ;  or  may  be  more  or  less  isolated ;  or  they  may  occur 
in  groups  or  singly,  near  the  os  externum.  When  they  form 
in  the  cervix  the  os  externum  is  usually  patulous,  and  the  finger 
passed  into  the  cavity  feels  them  as  rough  projections,  or  as 
soft  pedunculated  bodies  rolling  under  the  finger.  Some- 
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times,  as  in  a  case  figured  by  Lancereaux,  these  cervical 
cystic  growths  are  associated  with  a  similar  formation  in  the 
body  of  the  uterus.  In  this  case  the  enlarged  uterus  contained 
a  thick  viscid  fluid ;  its  mucous  membrane  was  red,  injected, 
had  at  its  fundus  a  mammellated  mass,  greyish,  formed  of 
vascular  connective  tissue,  in  which  were  found  multiple 
cavities  filled  with  clear  serosity. 

These  changes  of  the  mucous  membrane  probably  include 
some  of  the  most  difficult  pathological  and  therapeutical 
problems.  The  "  fungosities,"  "  carnosities,"  "  excrescences," 
so  often  associated  with  some  degree  of  enlargement  of  the 
body  of  the  uterus,  attended  by  haemorrhage,  and  inducing 
cachexia,  not  seldom,  by  their  obstinacy  and  other  characters, 
simulate  malignant  disease.  Sometimes,  indeed,  there  is  good 
reason  to  believe  that  the  endometritis  is  dependent  upon,  and 
modified  by,  a  tubercular  or  cancerous  complication.  But  even 
apart  from  such  complication,  the  changes  of  structure  result- 
ing from  long-standing  slow  congestion  or  inflammation  are 
exceedingly  troublesome. 

They  may  sometimes  be  distinguished  from  the  malignant 
disease  which  attacks  the  lining  membrane  of  the  uterus  after  the 
menopause  by  this  circumstance  :  if  there  have  been  a  distinct 
interval  after  the  menopause,  marked  by  absence  of  blood- 
discharge,  then  the  sudden  appearance  of  haemorrhages  is  strongly 
presumptive  of  the  rise  of  malignant  disease.  But  where 
during  the  latter  years  there  has  been  persistent  menorrhagia, 
followed  by  haemorrhages  more  or  less  periodical,  without  any 
prolonged  break  to  mark  the  cessation  of  ovarian  life,  although 
the  insidious  invasion  of  malignant  disease  may  be  possible, 
the  presumption  is  greater  in  favour  of  chronic  inflammatory 
change  in  the  mucous  membrane.  Forming  sessile  or  peduncu- 
lated tumours,  they  resemble,  and  sometimes  may  be,  early 
papillary  epithelioma. 

Whether  malignant  or  benign,  a  symptom  which  cannot  be 
overlooked  any  more  than  the  haemorrhage  is  almost  constant, 
that  is,  severe  pain.  This  I  have  found,  both  when  the  growths 
were  in  the  cervix  and  when  they  were  in  the  proper  cavity  of 
the  uterus. 

The  bleeding  is  often  profuse  to  the  extent,  by  its  quantity 
and  frequent  recurrence,  of  endangering  life.  When  the  seat 
of  the  disease  is  the  cervix  the  blood  is  sometimes  bright 
arterial ;  when  the  seat  is  in  the  body  of  the  uterus,  and  the 
blood  is  liable  to  temporary  or  partial  retention,  it  may  be 
darker,  even  black. 

This  gradual  rise  of  the  affection  towards  the  advent  of  the 
menopause,  and  its  comparatively  rare  occurrence  at  an  earlier 
age,  supply  evidence  of  its  slow  development  out  of  chronic 
inflammation. 

N  N 
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They  are  not  uncommonly  associated  with  fibrous  tumours  or 
polypi  in  the  body  of  the  uterus,  as  may  be  seen  in  illus- 
trations in  the  chapter  on  those  affections. 

As  already  said,  the  body  of  the  uterus  is  almost  invariably 
enlarged ;  its  walls  are  thickened.  This  commonly  induces 
some  signs  of  prolapsus,  but  flexion  is  by  no  means  a  necessary 
concomitant.  I  think  I  have  more  frequently  observed  ante- 
version.  The  enlargement  of  the  womb  is  the  result  of  slow 
hyperplastic  process.  There  is  generally  a  degree  of  softness 
of  structure.  Increased  vascularity  or  congestion,  aggravated  by 
ovarian  stimulus,  leads  to  menorrhagia,  now  and  then  amount- 
ing to  alarming  flooding.  Dyspareunia  commonly  attends,  and 
intercourse  is  sometimes  the  exciting  cause  of  haemorrhage. 
The  uterus  is  found  by  touch  to  be  increased  in  bulk  and 
weight,  and  to  be  unusually  sensitive.  The  sound  will  often 
cause  bleeding,  and  more  pain  than  is  usual.  The  speculum 
shows  tumefaction  and  vascularity  of  the  vaginal-portion  ;  a 
patulous  state  of  the  cervical  canal,  and  blood  or  mucus  issuing 
from  the  uterus. 

The  systemic  symptoms  are  the  expression  mainly  of  the 
losses  of  blood,  and  of  the  impairment  of  the  functions  of 
nutrition  and  innervation,  consequent  on  anaemia  and  local 
irritation.  This  exhaustion  and  the  attendant  pain  will  com- 
monly give  the  patient  a  peculiar,  worn,  haggard  expression  of 
countenance. 

The  first  indication  in  treatment  is  usually  the  urgent  one  to 
arrest  bleeding.  To  carry  this  out  the  most  effectual  means  are 
the  topical  application  of  per  chloride  or  persulphate  of  iron  in 
styptic  strength,  or  rather  concentrated  chromic  or  nitric  acid. 
These  agents  may  be  carried  into  the  uterine  cavity  on  a  sponge 
or  strip  of  linen,  mounted  on  a  whalebone  probang,  or  on  a 
glass  pencil,  through  a  speculum,  if  the  canal  of  the  cervix  is 
open  and  straight  enough ;  or  better  still,  we  may  pursue  the 
method  already  described,  of  Dr.  Atthill.  In  the  contrary  case 
it  may  be  necessary  first  of  all  to  dilate  the  cervix  by  sponge  or 
laminaria  tents.  Indeed,  the  rule  laid  down  in  the  chapter  on 
"  Haemorrhages  "  to  "  obtain  and  maintain  free  patency  of  the 
cervical  canal "  applies  strictly  to  this  case.  So  true  is  this, 
that  in  many  cases  the  mere  artificial  dilatation  will  check  the 
haemorrhage.  Dr.  Eouth  *  even  affirms  that  the  action  of  "  the 
sponge-tent  itself  suffices  to  cause  absorption  and  diminution  of 
volume  of  the  uterus." 

When  the  haemorrhage  has  been  checked,  tonics,  as  strych- 
nine, quinine,  ergot,  will  be  useful.  The  diet  should  be  light ; 
stimulants  should  be  sparingly  given. 

*  "  Cases  of  Menorrhagia  treated  by  Injection,  or  the  Removal  of  the  Uterine 
Mucous  Membrane  by  the  Gouge."  By  C.  H.  F.  Routh,  M.D.,  Obstetrical 
Trans.,  vol.  ii. 
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The  introduction  into  the  cavity  of  the  uterus  of  solid 
sulphate  of  zinc  every  fourth  or  fifth  day,  nitrate  of  silver 
and  nitrate  of  potash  fused  in  equal  parts,  chlorate  of  potash, 
iodide  of  potassium,  and  iodide  of  mercury,  will  in  turn  often 
be  of  eminent  service. 

In  obstinate  cases  where  the  above  or  other  topical  applica- 
tions fail,  the  expediency  of  removing  the  diseased  tissue  must 
be  considered.  It  was  in  such  cases  that  Recamier  practised 
the  operation  of  scraping  off  the  excrescent  fungosities  by  a 
curette.  The  proceeding  seems  a  bold  one,  even  rough  ;  but 
then  the  condition  of  the  patient  is  serious.  Undoubtedly 
patients  have  been  rescued  from  imminent  danger  by  it.  I 
affirm  this  from  my  own  experience  in  several  cases.  In  this 
affection,  as  in  undoubted  malignant  disease,  it  is  the  surface, 
the  papillary  projections,  which  are  the  immediate  source  of 
the  bleeding.  When  the  superficial  stratum  is  removed  the 
bleeding  is  usually  arrested,  at  least  for  a  time. 

Fig.  97  represents  Marion  Sims's  curette,  which  I  have  found 
a  very  convenient  instrument.  It  has  two  sizes,  one  at  either 
end  of  a  stem  about  ten  inches  long. 


Fig.  97. — marion  sims's  curette. 


Fig.  98. — recamier's  curette. 


Pig.  98  represents  Eecamier's  curette.  The  two  forms  may 
be  conveniently  united  in  one  instrument,  so  that  either  end 
may  be  used.  The  curette  held  in  the  right  hand  is  passed 
into  the  body  of  the  uterus,  guided  by  a  finger  of  the  left  hand 
applied  to  the  os  uteri,  the  fundus  being  supported  by  the  hand 
of  an  assistant  above  the  symphysis.  The  subacute  edge  of 
the  curette  is  then  drawn  down  over  the  entire  internal  surface, 
so  as  to  break  down  and  detach  any  projecting  masses.  Some- 
times small  pisiform  or  pyriform  bodies,  like  minute  vascular  or 
mucous  polypi,  are  brought  away.  By  injecting  a  light  stream 
of  water  these  bodies  will  be  washed  out,  and  may  be  collected 
in  a  cloth  applied  to  the  vulva,  for  examination.  It  is  not 
generally  necessary  to  apply  anything  to  the  surface  after  the 
curette  has  done  its  work.  But  there  is  better  security  against 
bleeding,  and  probably  useful  action  upon  the  diseased  surface, 
by  mopping  with  nitric  or  carbolic  acid.    When  applying  the 
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nitric  acid  it  is  necessary  to  introduce  the  speculum — my  modi- 
fication of  Neugebauer's  I  have  found  the  most  convenient — 
and  to  draw  down  the  os  into  a  direct  line,  by  seizing  the 
anterior  lip  with  Sims'  hook.  The  os  being  thus  held  open, 
the  probang  charged  with  the  acid  is  easily  introduced,  with- 
out touching  other  parts.  Absolute  rest  is  essential.  There  is 
of  course  room  for  apprehension,  lest  metritis  follow.  The 
operation  should  not  be  resorted  to  except  when  milder  and 
safer  proceedings  have  failed  to  relieve  urgent  symptoms. 
Occasions  arise  when  timidity  on  the  part  of  the  surgeon 
will  seal  the  patient's  fate  ;  and  when  his  duty  is  calmly  to 
balance  the  dangers  of  expectancy,  and  of  resort  to  even  a 
doubtful  remedy.  I  therefore  think  that  it  ought  not  to  be 
condemned.  But  it  should  be  adopted  only  in  a  limited  class 
of  obstinate  cases,  and  with  all  due  circumspection. 

After  this  decisive  course  of  action,  we  have  reason  to  hope 
that  a  healthier  mucous  membrane  will  be  produced.  But  the 
truth  must  be  admitted,  that  the  disease  is  apt  to  return. 
This,  however,  may  not  occur  for  several  months  ;  and  during 
this  time  the  patient  may  suffer  little  from  haemorrhage  or 
other  trouble.  During  this  period  of  intermission,  or  of  appa- 
rent cure,  much  may  be  done  to  bring  down  the  chronic  con- 
gestion and  tumefaction  of  the  uterus.  Strychnine,  quinine, 
iodide  of  potassium,  even  iodide  of  mercury  will  be  useful. 
And,  internally,  the  application  of  solid  sulphate  of  zinc,  or  of 
iodide  of  mercury  in  ointment  will  prove  serviceable. 

Anomalies  of  consistency. — One  of  the  most  remarkable  is 
the  pulpiness  of  advanced  age  coming  on  after  long-continued 
mucous  secretions,  which  disposes  to  apoplexy.  Another  form 
of  softening  is  that  ensuing  upon  childbearing,  where  invo- 
lution is  arrested  by  marasmus.  The  mucous  membrane  may 
also  become  soft  and  pulpy  in  young  persons  from  repeated 
haemorrhage.  From  constant  infiltration  it  swells  and  dis- 
integrates. 

Abnormal  hardness  of  the  uterus  affects  chiefly  the  vaginal- 
portion,  in  consequence  of  the  predominance  of  connective  tissue 
in  hypertrophy. 

#  Senile  Uterine  Catarrh. — I  have  already  adverted  to  this 
disease  when  discussing  the  subject  of  atresia.  It  deserves 
separate  consideration,  on  account  of  its  frequency  and  im- 
portance. It  probably  in  most  cases  is  continuous  from 
chronic  metritis  acquired  before  the  menopause.  Notwith- 
standing the  disposition  to  uterine  senile  involution  or  atro- 
phy, a  change  which,  in  some  cases,  may  terminate  that 
vascular  activity  upon  which  inflammation  and  even  secretion 
depend,  a  degree  of  morbid  action  is  often  perpetuated.  The 
pelvic  vessels  often  continue  engorged  after  the  menopause 
from  impeded  hepatic  circulation.    The  uterus  in  these  cases 
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will  remain  unduly  congested,  and  the  slow  chronic  inflamma- 
tory process  is  thus  easily  fed. 

This  condition  in  some  cases  will  account  for  the  occasional 
apparent  return  of  the  menstrual  discharge  several  months  after 
the  function  had  been  supposed  to  have  ceased.  This  is  one  form 
of  senile  uterine  haemorrhage.  In  other  cases  there  is  not  so  much 
vascular  fulness  ;  yet  the  mucous  membrane  continues  to  throw 
off  a  more  or  less  abundant  thin  opaque  mucous  secretion.  The 
walls  of  the  uterus  are  usually  somewhat  thicker  than  usual. 
Atrophy  in  fact  has  been  arrested.  The  cavity  is  almost  always 
enlarged.  The  sound  readily  turns  round  in  it.  The 
flaccid  condition  of  the  uterus  disposes  to  flexion,  most  fre- 
quently to  retroflexion ;  although  it  is  certain  that  in  many 
cases  the  flexion  existed  before,  and  may  have  been  the  cause 
of  the  endometritis.  When  this  occurs  there  will  of  course  be 
more  or  less  retention  of  mucosities  in  the  uterus.  And  it  is  to 
this  retention  that  some  of  the  most  marked  symptoms  are  due. 
It  brings  about  a  sense  of  fulness,  weight,  and  oppression,  with 
pain  in  the  pelvis.  The  constant  wear  and  tear  tells  upon  the 
nervous  system,  and  often  the  most  distressing  nervous  pheno- 
mena are  produced.  Mental  despondency  is  the  most  marked 
characteristic. 

In  a  considerable  number  of  cases  I  have  found  complete 
closure  of  the  cervical  canal,  generally  at  either  the  os  inter- 
num or  os  externum.  The  walls  have  grown  together  by  a 
process  compounded  of  inflammation  and  atrophy.  But  the 
uterine  cavity  continuing  to  secrete,  the  fluids  secreted  accu- 
mulate ;  and  thus  again  retention  with  its  consequences  ensue. 
Expulsive  pains  are  felt,  which  generally  subside,  to  be 
renewed  at  variable  intervals.  In  some  cases  it  is  certain 
that  the  aged  uterus,  not  receiving  the  stimulus  of  men- 
struation, and  but  feebly  responding  to  other  stimuli,  accommo- 
dates itself  to  the  distention.  Atrophy  progressing,  the  fluid 
part  of  the  mucus  may  disappear,  or  be  retained  without 
causing  further  trouble.  But  in  other  cases,  and  those,  if  I 
may  judge  from  my  own  observation,  not  a  few,  the  distress 
does  not  subside.  Advice  is  sought  on  account  of  the  pelvic 
suffering,  or  metrorrhagia.  Then  we  find  the  roof  of  the  vagina 
contracting  into  a  cone,  at  the  apex  of  which  is  a  small  depres- 
sion, recognised  as  the  os  uteri.  There  may  be  little  or  no 
projecting  vaginal-portion.  Behind  this  depression  we  may 
feel  the  retroflected  body  of  the  uterus ;  or  this  part  may  be 
in  natural  position.  On  trying  to  pass  the  sound  we  find  it 
soon  meets  with  an  obstruction.  The  os  externum  is  occluded. 
Sometimes  a  little  steady  pressure  with  the  point  of  the  sound 
will  penetrate  the  obstruction.  But  I  have  several  times  found 
it  necessary  to  restore  the  cervical  canal  by  incision  or  puncture. 
For  this  purpose  a  most  convenient  instrument  is  the  sheathed 
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male  urethral  stricture  bistoury.  The  probe  end  of  the  sheath 
is  filed  off,  so  that  when  the  end  is  applied  to  the  seat  of  the 
os  uteri  the  point  of  the  knife  is  made  to  protrude  and  pene- 
trate the  cervix.  This  done,  an  ounce  or  more  of  muco- 
purulent fluid  has  escaped  with  manifest  relief.  To  prevent 
relapse  it  is  necessary  to  pass  the  sound  every  now  and  then  ; 
and  to  correct  the  morbid  state  of  the  cavity  a  stick  of  two 
grains  of  sulphate  of  zinc  should  be  introduced  every  four  or 
five  days.  By  this  treatment  a  cure  is  commonly  effected  in  a 
few  weeks.    The  atrophic  process  goes  on  undisturbed. 

One  form  of  this  atresia  is  represented  in  Fig.  92,  page  463. 

Fibroid  tumours  distorting  the  cervical  canal  may  bring 
about  atresia. 

In  chronic  internal  metritis,  especially  in  elderly  women, 
Aran  advises  the  use  of  the  hollow  sound  or  catheter,  as  a 
means  of  diagnosis.  The  retained  mucous  fluids  are  thus 
drained  off,  and  their  quality  and  quantity  may  be  estimated. 
The  ordinary  sound  will  not  effect  this  object.  We  may  use  a 
male  silver  or  elastic  sound,  but  the  curve  must  be  very 
moderate.  The  ointment-carrier  (see  Fig.  44,  page  138)  also 
answers  the  purpose.  Dr.  Charles  Hennig  sent  to  the  Obste- 
trical Society's  Exhibition  an  aspirator-tube,  designed  to  draw 
out  fluids  from  the  uterus. 

The  following  remarks  apply  generally  to  the  treatment  of 
chronic  endometritis.  The  exhaustion  wrought  by  disordered 
nutrition  may,  there  is  great  reason  to  believe,  in  some 
instances  end  in  the  development  of  tubercular  mischief  in  the 
lungs.  This  termination  is  not  surprising,  when  we  remember 
that  a  strumous  or  lymphatic  diathesis  is  a  powerful  factor 
in  producing  and  in  giving  the  stamp  of  obstinacy  to  chronic 
metritis. 

In  some  cases  marked  by  peculiar  obstinacy  there  is,  as  I 
have  already  said,  a  tubercular  condition  of  the  uterine  mucous 
membrane.  For  this  I  doubt  if  there  is  any  cure.  To  pursue 
local  treatment  in  such  a  case,  beyond  perhaps  applying  an 
occasional  disinfectant,  would  be  to  inflict  needless  distress.  It 
must  also  become  a  question  how  far,  when  lung  mischief  has 
become  revealed,  it  is  desirable  to  persist  in  treating  the  uterine 
catarrh.  It  should  not,  I  think,  always  be  given  up.  The 
principle  of  curing,  as  far  as  we  can,  every  component  part  in 
a  ohain  of  morbid  complications  obtains  here.  But  often  it 
will  be  found  the  most  judicious  course  to  abandon  local  treat- 
ment, and  to  apply  all  our  care  to  the  general  system,  and  the 
alleviation  of  the  lung-distress. 

Lesions  of  Continuity  of  the  Uterus, — Lacerations  may  occur 
in  the  non-pregnant  uterus.  I  have  carefully  described  the 
lacerations  of  the  pregnant  uterus  in  my  "  Lectures  on  Obstetric 
Operations,"  second  edition,  1871.    Under  excessive  distention 
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from  collections  of  blood  or  mucus,  laceration  has  occurred. 
The  uterus  has  also  ruptured  from  the  presence  of  a  polypus 
in  its  cavity. 

Connective-tissue  new  formation  appears  chiefly  in  the  shape 
of  fibrous  tumour,  of  sarcoma,  and  papillary  tumour. 

The  fibrous  tumour— desmoides  uteri — is  the  most  frequent 
of  all  uterine  growths. 

It  chiefly  affects  the  body  of  the  uterus,  and  more  especially 
the  fundus,  rarely  the  lower  part ;  very  seldom  the  cervix  or 
vaginal-portion. 

It  is  not  seldom  seen  in  company  with  fibrous  polypus,  mucous 
and  vesicular  polypi,  or  with  uterine  cancer,  or  ovarian  cystic 
disease. 

The  tumours  will  be  more  especially  described  in  a  future 
chapter. 


CHAPTER  XLI. 


PELVIC  CELLULITIS  (PARAMETRITIS)  :  PELVIC  PERITONITIS 
(PERIMETRITIS)  ;  PERIMETRIC  INFLAMMATION  (PERI- 
UTERINE INFLAMMATION)  ;  METRO-PERITONITIS. 

The  subject  of  inflammation  of  the  pelvic  tissues  connected 
with  the  uterus  and  its  appendages  has  been  worked  out,  of 
late  years,  with  great  clinical  skill ;  and,  I  may  venture  to  add, 
with  superfluous  critical  acumen.  There  is  a  natural  tendency 
to  embody  or  condense  the  new  views  we  arrive  at  as  to  the 
essential  pathological  condition,  by  assigning  to  this  condition 
a  new  name.  If  this  name  be  tolerably  precise  and  descriptive, 
it  is  often  readily  accepted  as  the  last  expression  of  science. 
Hence  a  name  is  apt  to  impose  upon  the  learner  the  belief  that 
he  has  caught  the  true  clinical  idea.  And  then,  in  accordance 
with  another  tendency,  the  mind,  satisfied  with  the  seeming 
fulness  of  the  idea  embodied  in  a  new  term,  proceeds  to  eject 
every  other  term  hitherto  associated  with  the  condition  under 
discussion  as  false.  Unable  to  entertain  two  ideas  at  the  same 
time,  hastily  concluding  that  one  or  the  other  must  be  false,  the 
one  which  is  presented  in  the  most  attractive  or  authoritative 
manner  is  accepted,  to  the  absolute  exclusion  of  the  other. 

This  reflection  is  remarkably  illustrated  in  the^  history  and 
varying  nomenclature  of  inflammations  of  the  pelvic  structures. 
These  inflammations  of  course  remain,  or  continue  to  be  re- 
produced, as  they  always  have  been.  New  names  may  repre- 
sent new  theories,  but  the  clinical  facts  are  unchanged.  It  is 
these  which  it  is  important  to  understand.  It  is  to  be  feared 
that  new  names  have  tended  rather  to  obscure  these  facts  than 
to  elucidate  them.  In  attaching  too  much  importance  to 
names,  that  is,  in  allowing  the  mind  to  be  dominated  by  the 
theories  that  names  represent,  we  are  apt  to  lose  sight  of  the 
truth  which  lies  in  the  rival  names  and  theories.  A  true 
theory  and  a  false  theory  are  antagonistic.  If  we  accept  the 
one  we  must,  logically,  reject  the  other.  But  there  is  no 
antagonism  between  two  true  theories.    These  must  be  recon- 
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cilable,  however  widely  observation  and  reasoning  carried  on  in 
different  lines  may  place  them  in  opposition. 

I  will  now  endeavour  to  state  the  case  plainly,  divested  of 
all  theory  or  school-doctrine.  All  the  structures  in  the  pelvis 
are  liable  to  inflammation.  It  is  conceivable,  and  true  in  fact, 
that  any  one  of  them  may  be  alone  the  seat  of  inflammation.  It 
is  conceivable,  and  true,  that  two  or  more  of  them  may  be 
inflamed  together.  We  have  already  endeavoured  to  trace  the 
history  of  inflammation  of  the  ovaries,  Fallopian  tubes,  and 
uterus.  It  remains  to  fill  up  the  account  by  tracing  the  history 
of  inflammation  of  the  other  adjoining  structures.  What  are 
these  structures  ?  We  are  not  called  upon  in  this  place  to  con- 
sider inflammation  of  the  rectum,  bladder,  or  vagina,  otherwise 
than  incidentally.  The  structures  with  which  we  are  now  con- 
cerned are  the  cellular  or  connective  tissue,  the  peritoneum, 
and  the  broad  ligaments.  No  one  disputes  that  each  of  these 
structures  may  be  the  principal  focus  of  inflammation.  For 
example,  however  we  may  cavil  at  the  term  "  pelvic  cellulitis," 
we  cannot  deny  that  the  pelvic  cellular  tissue,  that  is,  the  con- 
nective tissue  in  relation  with  the  uterus  and  broad  ligaments, 
is  liable  to  inflammation.  Paris,  Frarier,  Courty,*  E.  Simon, 
Alph.  Gruerin,  each  relates  cases  of  distinct  pelvic  cellulitis. 
4 6  Pelvic  cellulitis "  expresses  this  fact,  and  nothing  more. 
Again,  however  we  may  cavil  at  the  term  "pelvic  peritonitis," 
we  cannot  deny  that  the  peritoneum  which  invests  or  covers 
in  the  organs  in  the  pelvis  is  liable  to  inflammation.  "  Pelvic 
peritonitis,"  then,  is  a  good  term,  as  expressing  this  fact.  So 
again,  at  the  bedside  we  are  often  called  upon  to  speak  of 
inflammation  of  the  broad  ligaments.  When  we  so  speak  we 
do  not  pretend  to  define  rigorously  which  of  the  constituents  of 
the  broad  ligaments — connective  tissue,  vessels,  muscular  fibres, 
or  peritoneum — is  especially  the  seat  of  inflammation.  Although 
undoubtedly  inflammation  may  begin  in  the  vessels,  or  in  the 
connective  tissue,  or  in  the  peritoneum,  we  shall  rarely  find  an 
instance  in  which  inflammation  does  not  involve  the  proxi- 
mate tissues  more  or  less.  We  are  therefore  generally  com- 
pelled to  speak  of  inflammation  of  the  broad  ligaments  in 
the  aggregate.  It  is  scarcely  possible  for  the  vessels  and 
connective  tissue  enclosed  in  a  thin  lamina  between  the 
folds  of  the  peritoneum  to  be  inflamed,  without  involving  the 
peritoneum.  Now,  the  cellular  tissue  is  chiefly  situated  on 
either  side  of  the  uterus,  surrounding  the  vessels  and  nerves  at 
the  line  of  ingress  and  egress  ;  in  front  of  the  lower  third  of 
the  uterus  where  its  cervix  is  attached  to  the  bladder ;  behind 
the  uterus  and  vagina,  where  a  stratum  connects  these  organs 
with  the  peritoneum  and  rectum ;  and  between  the  peritoneal 

*  See  Courty's  "  Maladies  de  l'Uterus,"  &c.  1870. 


554 


PERIMETRIC  INFLAMMATION. 


folds  of  the  broad  ligaments.  All  this  cellular  tissue  may  be 
described  as  continuous  ;  and  therefore  inflammation  beginning 
at  one  part  may  spread  to  the  rest.  The  part  which  seems  most 
isolated  from  the  rest  is  that  mass  of  tissue  which  connects  the 
cervix  uteri  with  the  base  of  the  bladder.  Accordingly  this 
part  is  occasionally  the  seat  of  inflammation,  which  may  run 
its  course  without  spreading  beyond  its  own  limits,  and  with- 
out implicating  the  peritoneum,  at  least  in  any  important 
degree.  But  the  like  limitation  can  hardly  be  predicated  of 
any  other  part  of  the  cellular  tissue.  The  vessels  which  so 
often  carry  the  cause  of  inflammation,  and  the  peritoneum,  are 
in  such  intimate  relation  with  the  cellular  tissue  at  the  sides 
of  the  uterus,  and  with  that  in  the  broad  ligaments,  that  the 
serous  investing  membrane  can  rarely  escape. 

We  thus  come  to  the  general  conclusion,  one  amply  borne 
out  by  clinical  observation,  that  pelvic  cellulitis,  pure  and 
simple,  is  a  rare  affection.  Thus  when  we  use  the  term  "  pelvic 
cellulitis,"  in  the  great  majority  of  cases  we  use  a  term  which 
only  expresses  a  part  of  the  morbid  process.  So  far  then  the 
term  is  open  to  objection. 

Again,  the  peritoneum  covering  in  the  pelvic  organs  being 
continuous  with  the  abdominal  peritoneum  is  subject  to  in- 
flammation spreading  to  it  from  the  abdomen.  With  this 
secondary  inflammation  we  are  not  now  concerned.  The  pelvic 
peritoneum  is  far  more  frequently  the  primary  seat  of  inflam- 
mation, which,  beginning  here,  may  spread  to  the  abdominal 
portion  of  the  serous  membrane.  Now,  if  we  ask  how  it  is 
that  the  pelvic  peritoneum  is  so  prone  to  inflammation,  we 
shall  find  a  plain  answer  in  the  clinical  and  pathological  facts. 
There  is  not — I  say  this  with  some  confidence,  yet  not  without 
reserve — evidence  to  show  that  inflammation  begins  in  the 
pelvic  peritoneum ;  inflammation  in  this  membrane  is  excited 
by  a  morbid  condition  of  the  structures  which  it  invests.  That 
is,  where  the  uterus,  tubes,  ovaries,  vessels,  and  cellular  tissue 
are  healthy,  scarcely  any  cause,  other  than  extension  of  inflam- 
mation from  the  abdominal  peritoneum,  can  produce  inflamma- 
tion of  the  pelvic  peritoneum.  The  chief  exceptions  to  this 
proposition  are  those  cases  where  inflammation  is  kindled  by 
some  irritating  matter  poured  into  the  peritoneal  cavity,  and 
which  by  gravitation  or  proximity  to  the  seat  of  injury  is 
chiefly  concentrated  in  the  dependent  pouches  of  the  pelvic 
peritoneum.  And  even  in  these  cases  where  the  peritonitis 
takes  its  rise  in  conditions  independent  of  inflammation  or 
disease  of  the  pelvic  organs,  the  cellular  tissue,  at  least  in  some 
degree,  soon  becomes  involved. 

We  come  then  to  the  further  conclusion,  that  pelvic  perito- 
nitis, pure  and  simple,  is  also  a  very  rare  affection. 

Disease  rarely  consents  to  the  limits  which  medical  nomen- 


PERIMETRIC  INFLAMMATION. 


555 


clature  would  assign  to  it.  All  terms,  therefore,  which  profess 
to  be  precise  definitions  are  pretty  sure  to  be  fallacious.  If 
then  we  conclude  that  the  terms  "  pelvic  cellulitis"  and  "  pelvic 
peritonitis,"  which  have  been  for  some  time  in  use,  imper- 
fectly, and  therefore  inaccurately,  represent  what  we  find  at 
the  bedside,  the  more  recent  terms,  which  are  equally  exclusive, 
must  be  equally  fallacious. 

The  more  recent  terms  to  which  reference  is  made  are  those 
introduced  by  one  of  the  greatest  of  living  pathologists,  one 
from  whose  authority  no  one  can  dissent  without  hesitating 
long.  Yirchow *  proposes  to  substitute  the  terms  "  Perimetritis" 
and  "  Parametritis."  He  bases  the  first  term  on  the  analogy 
with  "  Pericarditis."  Just  as  the  serous  investment  of  the 
heart  may  be  the  special  seat  of  inflammation,  so  may  the 
serous  investment  of  the  uterus.  Perimetritis,  then,  may  be 
taken  as  the  equivalent  of  pelvic  peritonitis.  It  is  difficult  to 
see  any  sufficient  grounds  for  preferring  the  new  to  the  older 
term.  The  analogy  with  the  heart  is  surely  strained.  The 
heart  is  completely,  solely,  and  everywhere  closely  invested  by 
its  own  exclusive  serous  membrane ;  the  pericardium  reflected 
upon  itself  forms  a  special  bag,  within  which  the  heart  alone  is 
enclosed.  The  pericardium  then  enjoys  absolute  immunity 
from  inflammation  extending  from  the  serous  investment  of 
other  organs ;  and  comparative  immunity  from  inflammation 
extending  from  any  other  source  than  the  heart  itself.  Peri- 
carditis probably,  like  pleurisy,  chiefly  owes  its  origin  to  offend- 
ing matters  carried  in  the  blood.  Peritonitis  undoubtedly 
often  owes  its  origin  to  like  conditions.  But  the  pelvic  peri- 
toneum, whilst  not  free  from  liability  to  inflame  under  general 
toxeemic  influences,  is  exposed  to  inflammmation  from  other 
causes.  These  are,  as  we  have  seen,  metritis,  salpingitis, 
oophoritis,  pelvic  cellulitis,  inflammation  of  the  vessels  carry- 
ing septic  matter  from  the  uterus,  irritating  matters  poured 
into  the  peritoneal  sacs  of  the  pelvis,  and  extension  of  inflam- 
mation of  the  abdominal  peritoneum.  The  serous  investment 
of  the  body  of  the  uterus  forms  a  very  small  part  of  a  mem- 
brane which  has  numerous  other  relations,  and  which  is  there- 
fore exposed  to  numerous  sources  of  disease.  If  the  term 
"  perimetritis  "  be  limited  to  the  few  square  inches  of  peritoneum 
which  covers  the  body  of  the  uterus,  it  only  expresses  a  very 
small  part  of  the  clinical  case.  Inflammation  so  limited  is 
extremely  rare.  If  the  term  be  made  to  embrace  inflammation 
of  the  serous  membrane  of  the  tubes,  ovaries,  and  broad  liga- 
ments, then  it  is  strained  beyond  its  etymological  meaning,  and 
is  wholly  inadequate  for  clinical  purposes.  The  correlative 
terms,  "perisalpingitis"  and  "perioophoritis,"  proposed  to 


*  Archiv.  fiir  Pathol.  Anat.  und  Phys.  1862. 
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supplement  "  perimetritis,"  prove  the  inadequacy  of  this  latter 
term.    Themselves,  they  are  hardly  worthy  of  discussion. 

I  submit,  then,  that  there  is  no  sufficient  reason  for  adopting 
the  term  "  Perimetritis." 

The  term  "  Parametritis,"  intended  to  describe  inflammation 
of  the  cellular  tissue  in  the  neighbourhood  of  the  uterus,  is  also 
open  to  objection.  It  is  less  comprehensive  than  "  pelvic 
cellulitis."  It  isnot  alone  the  tissue  immediately  surround- 
ing the  uterus  which  is  exposed  to  inflammation.  Indeed, 
inflammation  of  the  cellular  tissue  is  rarely  so  limited.  Nor 
does  it  even  always  begin  in  this  part.  The  inflammation  in 
the  broad  ligament  often  begins  from  disease  of  the  Fallopian 
tubes  or  ovaries,  and  may  never  reach  the  cellular  tissue  near 
the  uterus. 

We  are  driven  then  alike  by  etymology  and  by  clinical  observa- 
tion to  reject  both  the  terms  " Perimetritis"  and  "Parametritis" 
as  being  inadequate,  and  not  justified  by  scientific  necesshVy. 

The  truth  being  that  the  pelvic  peritoneum  and  the  pelvic 
cellular  tissue  being  each  liable  to  inflammation,  we  want  the 
terms  "pelvic  peritonitis"  and  "pelvic  cellulitis."  And  it 
being  also  true  that  in  a  great,  perhaps  the  greater,  proportion 
of  cases,  both  peritoneum  and  cellular  tissue  are  inflamed 
together,  we  want  a  term  which  shall  express  this  common 
affection.  The  term  "  peri-uterine  inflammation,"  adopted  by 
Courty,  answers  to  this  want.  It  is  indeed  open  to  an  objection, 
which  not  seldom  meets  us  in  medical  nomenclature,  namely, 
that  it  is  a  discordant  compound  of  Greek  and  Latin.  This 
may  be  avoided  by  substituting  the  term  "  perimetric  inflam- 
mation." In  adopting  this  term  I  mean  to  include  inflamma- 
tion involving  the  broad  ligaments  and  their  contents. 

This  term  carries  us  back  somewhat  to  the  term  "  Phleg- 
monous intra-pelvic  abscesses,"  adopted  by  Marchal  (de  Calvi), 
to  whom  science  is  indebted  for  the  most  important  of  all 
modern  contributions  to  this  subject,*  His  is  the  great  merit 
to  have  shown  that  the  chief  seat  of  the  puerperal  and  many 
other  abscesses  in  women  was  in  the  pelvis.  He  thus  exploded 
the  erroneous  ideas  which  connected  these  inflammations  with 
the  iliac  fossaa. 

And  since  perimetric  inflammation  is  so  frequently  con- 
sequent upon,  and  therefore  complicates,  inflammation  of  the 
uterus  or  its  appendages,  to  express  this  compound  condition 
we  want  the  term  "metro-peritonitis." 

The  researches  of  Bernutz  f  and  of  MM.  Bernutz  and 
Goupil,i  conducted  in  the  most  admirably  philosophical  spirit, 

*  "  Des  absces  phlegmoneux  inira-pelviens."  1814. 
f  "Archives  generales  de  Medecine."  1857. 

J  "  Clinique  medicale  sur  les  maladies  des  femtnes  :  Memoire  de  la  pelvi- 
peritonite  et  de  ses  di verses  varietes.  '    Paris,  1862. 
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have  been  pre-eminently  useful  in  extending  and  in  correct- 
ing our  knowledge  of  the  subject.  These  researches  have 
demonstrated  that  what  had  hitherto  commonly  passed  for 
pelvic  cellulitis  was  often  pelvi-peritonitis.  The  phlegmonous 
masses  rising  out  of  the  pelvis,  and  extending  into  the  iliac 
fossae,  so  frequently  met  with  after  labour,  are  shown  to  be, 
strictly  speaking,  not  pelvic  cellulitis,  but  peritonitis.  This 
much,  with  some  qualification,  may  be  granted.  But  it  is  to 
be  feared  that  here  again  is  an  instance  of  one  idea  making 
good  its  way  by  driving  out  another  from  ground  where  both 
have  a  common  right.  In  these  post-puerperal  cases,  with 
which  we  are  the  most  familiar,  because  they  most  frequently 
come  under  clinical  and  post-mortem  observation,  there  is 
almost  always  a  complication  of  cellulitis  and  peritonitis  ;  and, 
it  might  also  be  added,  of  metritis  as  well.  The  peritonitic 
element  will,  it  may  be  admitted,  generally  predominate.  But 
the  other  elements  co-exist.  It  appears  to  me  then  that 
Bernutz,  whilst  rendering  incontestable  service  in  calling 
attention  to  the  important  part  played  by  peritonitis  in  these 
cases,  has  rather  undervalued  the  other  factors  of  the  disease. 

If  I  may  trust  my  own  clinical  observations,  which  I  may 
fairly  say  are  numerous,  and  my  dissections,  which  I  frankly 
acknowledge  are  not  so  numerous  nor  so  exact  as  those  of 
Bernutz,  I  should  say  that  whilst  the  term  "  pelvic  cellulitis  " 
fails  to  express  the  whole  nature  of  the  case,  still  it  ought  not 
to  be  altogether  suppressed  in  favour  of  "  pelvic  peritonitis." 

In  post-puerperal  perimetric  inflammation,  which  must  serve 
for  a  type  or  illustration  of  other  orders  of  cases  as  well,  there 
may  be  distinguished  three  kinds  : — 

1st.  That  kind  which,  as  far  as  we  can  judge,  is  simply 
inflammatory. 

2ndly.  A  kind  in  which  septicaemia  plays  a  conspicuous  part. 
The  inflammation  is  of  a  low  type.  There  is  a  tendency  to 
diffuse,  or  erysipelatoid  inflammation  and  to  general  systemic 
empoisonment. 

3rdly.  There  is  a  kind  of  intermediate  between  the  two  pre- 
ceding, in  which  there  is  a  septic  factor,  but  which  is  held  in 
abeyance  by  the  superior  vigour  of  the  blood.  In  these  cases 
the  septic  matter  is  blocked  out  by  the  healthy  blood  coagu- 
lating in  the  efferent  pelvic  vessels,  and  intercepted  by  the 
lymphatic  glands.  In  this  way  the  system  escapes,  and  the 
morbid  influences  are  mainly  concentrated  in  the  pelvis. 

In  the  first,  or  purely  inflammatory  kind,  the  action  is 
chiefly  spent  upon  the  peritoneum.  These  may  properly  be 
called  cases  of  pelvic  peritonitis.  They  are  analogous  to  the 
cases  of  pericarditis  and  of  pleurisy,  which  supervene  on  a  sudden 
impression  of  cold,  when  the  pericardium  and  pleurae  have 
undergone  unusual  strain,  the  blood  being  also  modified,  under 
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violent  bodily  exertion.  The  violent  perturbation  of  parturition 
induces  a  peculiarly  susceptible  condition  of  the  uterine  and 
pelvic  peritoneum,  and  an  alteration  of  the  blood  which  is 
favourable  to  the  development  of  inflammation,  if  an  exciting 
cause,  such  as  cold  or  emotion,  be  applied.  These  are  the 
cases  to  which  the  description  of  Bernutz  more  strictly  applies. 

In  this  order  of  cases  the  peritonitis,  in  many  instances,  does 
not  break  out  until  two  or  three  weeks  or  more  after  labour. 
Thus,  a  young  lady  of  delicate  organization,  suckled  imper- 
fectly for  seven  weeks  ;  whilst  menstruating  she  went  to  town, 
undergoing  great  fatigue,  and  came  home  with  intense  abdo- 
minal and  pelvic  pain  and  fever.  Pelvic  peritonitis  had  been 
produced.    This  is  not  an  uncommon  history. 

But  not  even  in  all  these  essentially  inflammatory  cases 
is  the  inflammation  chiefly  expended  upon  the  peritoneum. 
There  is  a  sub-order  of  cases  which  appear  to  be  essentially 
of  traumatic  origin,  in  which  the  chief,  or  at  least  the  primary, 
seat  of  the  inflammation  is  in  the  perimetric  cellular  tissue. 
During  the  passage  of  the  child's  head  through  the  cervix 
uteri  there  is  commonly  laceration  of  the  margin  of  the  os, 
bruising  of  the  mucous  membrane,  and  of  the  whole  substance 
of  the  neck,  attended  by  a  dragging  or  gliding  movement  of  the 
structures  in  most  immediate  contact  with  the  head  upon  the 
deeper  parts.  The  cellular  tissue  around  the  cervix,  where 
cellular  tissue  most  abounds,  is  especially  contused,  stretched, 
vessels  in  it  are  torn,  effusion  of  serum  and  ecchymosis  take 
place  in  it.  All  this  I  have  frequently  verified  by  actual 
inspection.  Everything  is  prepared  for  inflammation.  There 
is  the  local  injury,  the  effusion.  There  is  the  altered  blood 
charged  with  effete  matters,  hyperinotic,  under  the  influence 
of  pregnancy  and  labour.  An  exciting  cause  alone  is  want- 
ing. A  chill  is  often  sufficient.  The  chief  seat  of  the  in- 
flammation in  this  case  will  be  the  wounded  cellular  tissue. 
In  this  tissue  it  may  run  its  course,  ending  in  resolution  or  in 
abscess  ;  and  affecting  the  peritoneum  slightly,  if  at  all. 

In  the  second  order  of  cases,  characterized  by  the  predomi- 
nance of  a  septic  factor,  the  inflammation  of  the  pelvic  tissues 
is  universal.  The  uterus  itself,  its  blood-vessels  and  lymph- 
atics, the  cellular  tissue  around  and  in  the  broad  ligaments, 
and  the  peritoneum  are  all  involved  in  a  low  kind  of  inflam- 
mation. The  inflamed  pelvic  peritoneum  throwing  out  un- 
healthy lymph  which  rapidly  breaks  down  into  pus,  sets  up 
the  like  inflammation  in  every  part  of  the  abdominal  perito- 
neum with  which  it  comes  into  contact.  The  poisonous  matter 
may  be  generated  in  the  woman's  system  under  the  strain  of 
labour,  her  blood  becoming  overcharged  with  noxious  materials, 
resulting  from  tissue-changes.  To  this  order  of  cases  I  have 
given  the  name  of  "  mitogenetic  puerperal  fever."    In  another 
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order  of  cases  the  poisonous  matter  is  inoculated,  it  comes  from 
without.  The  woman,  whilst  in  a  highly  susceptible  state,  takes 
in  the  poison  of  scarlatina  or  some  other  zymotic.  The  general 
infection  of  the  blood  here  acts  as  the  exciting  cause  of  inflam- 
mation ;  and  the  inflammation  will  naturally,  in  the  first 
instance,  break  out  in  the  pelvic  tissues,  rendered  susceptible 
by  traumatic  action. 

In  these  cases  again  the  inflammation  will  not  be  limited  to 
the  peritoneum.  It  will  invade  the  uterus,  cellular  tissue,  and 
peritoneum  alike.  It  must,  however,  not  be  forgotten  that 
patients  seized  with  this,  the  heterogenetic  form  of  puerperal  fever, 
not  seldom  die  of  the  fever  before  any  marked  local  inflam- 
mation declares  itself.  A  feature  distinguishing  cases  of  this 
order  from  the  first  or  simple  inflammatory  kind,  is  that  the 
disease  commonly  breaks  out  much  earlier,  that  is,  within  three 
or  four  days  after  labour. 

In  the  third,  or  mixed  order  of  cases,  in  which  there  is  a  septic 
factor,  controUed  by  a  comparatively  healthy  state  of  the  blood, 
the  inflammation  begins  in  the  uterine  sinuses  and  lymphatics. 
Under  the  combined  influence  of  traumatism,  and  of  blood 
somewhat  impaired  by  the  tissue-changes  of  pregnancy  and 
labour,  and  sometimes  of  decomposing  debris  of  placenta,  mem- 
branes, and  blood-clots  in  the  uterus,  foul  matters  form  in  the 
uterine  cavity,  get  into  the  uterine  sinuses  and  lymphatics,  and, 
not  arrested  there,  either  from  want  of  contractile  energy  of  the 
uterine  fibre,  or  because,  being  as  yet  too  abundant  for  the  blood 
it  meets  in  its  course  to  segregate  by  coagulation,  it  invades  the 
vessels  in  the  broad  ligaments,  where  further  progress  may  be 
stayed  by  the  formation  of  clots.  This  thrombotic  process  is 
generally  attended  by  inflammation  of  the  peri- vascular  tissues, 
and  of  the  broad  ligaments,  which  is  pretty  sure  to  involve 
the  peritoneum.  If  the  lymphatics  be  concerned  as  well 
as  the  veins,  then  the  phenomena  of  phlegmasia  dolens  are 
developed. 

That  the  broad  ligaments  are  chiefly  involved  in  the  majority 
of  these  cases,  seems  proved  by  the  seat  of  the  tumefaction  being 
in  the  sides  of  the  pelvis  ;  and  by  the  uterus  itself  remaining  in 
many  cases  apparently  free  from  inflammation.  That  is,  in  this 
rather  considerable  order  there  is  not  necessarily,  perhaps  not 
very  often,  inflammation  of  the  peritoneal  investment  of  the 
body  of  the  uterus  ;  that  is,  there  is  no  perimetritis.  It  is  peri- 
metric inflammation. 

Trousseau  may  be  cited  as  insisting  upon  the  frequent  com- 
plication of  phlebitis  with  inflammation  of  the  broad  ligaments. 
He  believes  that  phlebitis  is  the  most  frequent  cause  of  this 
inflammation. 

A  very  similar  description  will  apply  to  the  perimetric  inflam- 
mations supervening  on  abortion.    It  applies  often  very  closely 
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to  inflammation  of  the  broad  ligaments  leading  to  phlegmasia 
dolens,  beginning  in  cancer  of  the  uterus. 

Haemorrhage  at  the  time  of  labour  or  abortion  powerfully 
predisposes  to  perimetric  inflammation.  The  parts  being  so 
predisposed,  comparatively  slight  causes  set  up  inflammation. 
Amongst  the  most  frequent  of  these,  is  cold,  usually  so  freely 
applied  in  the  form  of  ice,  cold  water  injections,  cold  douche  to 
the  abdomen,  and  other  ways  of  swamping  the  patient.  Expo- 
sure to  chill  and  of  getting  about  too  soon  are  common  causes. 

It  deserves  to  be  remembered  that  pelvic  peritonitis  is  not 
uncommon  in  the  foetus  ;  and  that,  although  it  is,  in  this  case, 
often  dependent  upon  conditions  which  lead  to  death,  the 
child  may  grow  up,  and  in  after-life  the  pelvic  organs  may  re- 
main bound  by  persisting  adhesions.  This  condition,  it  is 
highly  probable,  renders  the  subject  unusually  liable  to  new 
attacks  of  peritonitis  when  the  organs  are  called  into  functional 
exercise. 

Perimetric  inflammations  occurring  in  the  non-pregnant  state, 
present  features  which  it  is  interesting  to  compare  with  those 
which  follow  labour.  They  follow  the  same  laws.  When  me- 
tritis is  set  up  from  the  retention  of  decomposing  matters  in  the 
body  of  the  uterus,  from  traumatism,  as  from  injury  by  the 
sound  or  other  instruments,  or  from  an  intra-uterine  pessary, 
the  primary  inflammation  being  in  the  body  of  the  uterus,  the 
secondary  inflammation  will  attack  the  uterine  peritoneum,  at 
least  chiefly.  On  the  other  hand,  when  the  cervix  is  first 
attacked  by  inflammation,  resulting  from  operations  performed 
upon  it,  by  the  irritation  of  tents  or  other  causes,  the  nearest 
tissue  external  to  the  cervix — that  is,  the  cellular  tissue  in 
which  the  vessels  run — will  first  catch  the  inflammatory  process, 
and  perimetric  cellulitis  will  be  the  chief,  perhaps  the  exclusive, 
secondary  affection. 

Another  illustration  of  this  proposition  may  be  found  in  the 
history  of  epithelioma  of  the  cervix.  This  disease  in  its  pro- 
gress long  respects  the  body  of  the  uterus ;  as  it  extends,  it 
involves  the  perimetric  cellular  tissue,  and  it  is  often  late 
before  the  peritoneum  is  attacked. 

Perimetric  inflammation,  apart  from  pregnancy,  is  not  un- 
common as  the  consequence  of  suppressed  or  disordered  menstru- 
ation. During  this  function,  we  have  in  miniature  the  con- 
ditions of  pregnancy  and  labour.  The  gorged  organs,  caught 
in  a  state  of  intense  susceptibility,  are  exceedingly  prone  to 
become  softened.  In  these  cases,  dissections  of  Bernutz  and 
(xoupil  prove  incontestably  that  it  is  the  peritoneum  which  is 
the  chief  seat  of  inflammation.  They  found  the  cellular  tissue 
perfectly  free.  This  is  no  subject  for  surprise.  Abortion  and 
arrested  menstruation  differ  from  labour  in  this  particular : 
the  cervix  escapes  all  traumatic  injury  ;  the  seat  of  functional 
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activity,  and  therefore  of  susceptibility,  is  the  body  of  the  uterus 
the  tubes  and  the  ovaries.  Hence  the  body  of  the  uterus,  the 
tubes,  and  ovaries  are  primarily  subject  to  inflammation,  and 
inflammation  of  these  organs  is  readily  followed  or  attended  by 
inflammation  of  their  investing  membrane. 

Bernutz  and  Groupil  affirm,  and,  if  I  may  be  permitted  to 
express  my  own  opinion,  prove,  that  pelvic  peritonitis,  acute  or 
chronic  takes  its  origin,  in  a  vast  proportion  of  cases,  in  disease 
of  the  uterus  tubes  and  ovaries  ;  that  peritonitis  is,  therefore, 
secondary,  symptomatic  of  other  disease.  They  further  main- 
tain, and  here  also  I  concur  in  their  conclusion,  that  inflamma- 
tion of  the  pelvic  peritoneum  proceeds  more  frequently  from 
inflammation  of  the  tubes  and  of  the  ovaries  than  from  inflam- 
mation of  the  uterus. 

Although  facts  enough  exist  to  prove  that  metritis,  acute  or 
chronic,  may  excite  inflammation  of  the  peritoneum,  yet  it  is  a 
remarkable  clinical  fact  that,  common  as  chronic  metritis  is,  the 
uterus  rarely  becomes  fixed,  as  it  would  be,  were  its  peritoneum 
to  become  inflamed. 

Although  pelvic  peritonitis  in  a  large  proportion  of  cases  is 
caused  by  disease  of  the  uterus  tubes  or  ovaries,  or  is  secondary 
upon  pelvic  cellulitis,  it  is  nevertheless  true  that  there  is  a  large 
class  of  cases  in  which  this  membrane  is  the  seat  of  primary 
inflammation.  For  clinical  purposes  it  is  important  fully  to 
recognise  this  distinction.  The  history  of  the  two  orders  of 
cases  is  often  strikingly  contrasted.  The  secondary  form  fol- 
lowing upon  diseases  of  the  pelvic  organs  is  of  course  preceded 
by  the  symptoms  which  belong  to  those  diseases  ;  the  peritonitis 
is  an  epiphenomenon,  declaring  itself  in  the  course  of  another 
disease;  its  special  characters  often  make  their  appearance 
gradually,  even  insidiously,  being  for  a  time  masked  by  those 
of  the  original  disease.  On  the  other  hand,  the  primary  peri- 
tonitis makes  its  appearance  suddenly  ;  it  is  ushered  in  by  acute 
and  severe  symptoms,  often  by  shock  or  collapse,  and  other 
signs  of  traumatism  or  local  injury.  Such  is  the  history  of 
peritonitis  caused  by  the  escape  of  offending  matter  from  the 
Fallopian  tube,  either  running  from  its  fimbriated  extremity,  or 
from  bursting  or  perforation  of  its  walls  ;  from  bursting  or 
perforation  of  an  ovarian  cyst  or  abscess ;  from  rupture  of  the 
uterus,  or  of  an  extra-uterine  gestation-  cyst ;  from  effusions  of 
blood  into  the  peritoneum  ;  from  perforation  of  the  intestine ; 
from  rupture  of  a  dermoid  cyst. 

Even  in  some  cases  of  this  class  the  symptoms  are  not  marked 
by  suddenness  of  invasion  or  by  great  severity  at  first.  For 
instance,  when  an  ordinary  ovarian  cyst  or  a  dermoid  cyst 
undergoes  perforation,  the  amount  of  irritating  matter  escaping 
into  the  peritoneal  cavity  may  be  small,  and  the  consequent 
peritonitis  will  be  limited  and  subacute. 

o  o 
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Pelvic  peritonitis  may,  like  inflammation  of  the  peritoneum 
of  the  abdominal  intestines,  arise  from  1,  tubercular  affections  ; 
2,  cancerous  ;  3,  traumatic. 

Encysted  serous  peritonitis  may  appear  to  be,  and  sometimes 
is,  associated  with  antecedent  pelvic  disease.  But  it  may  be 
independent.  I  have  related  one  characteristic  example  in  the 
chapter  on  the  "  Diagnosis  of  Ovarian  Tumours/'  at  page  362. 

The  connection  of  some  unilateral  pelvic  or  abdomino- pelvic 
abscesses  with  a  pelvic  origin  is  sometimes  obscure.  We  make 
out  clearly  enough  an  abscess,  and  even  define  its  limits ;  but 
dissection  only  can  reveal  the  cause  of  the  peritonitis,  the  pro- 
ducts of  which  envelope  and  shut  out  from  observation  the 
offending  disease.  This  is  illustrated  in  the  case  related  at 
page  363,  in  which  a  small  ovarian  cyst  was  found  embedded  in 
a  peritoneal  abscess,  or  rather  a  congeries  of  communicating 
suppurating  cavities. 

Perimetric  inflammation  is  rare  after  the  menopause.  This  fact 
confirms  the  modern  view  that  this  inflammation  takes  its  rise 
almost  invariably  from  the  inflamed  uterus  tubes  or  ovaries. 
This  proposition,  although  generally  true,  is  however  often 
affirmed  too  absolutely.  Malignant  disease,  especially  of  the 
body  of  the  uterus  ;  chronic  metritis,  depending  upon  stenosis  or 
flexion ;  the  various  forms  of  hypertrophy  of  the  mucous  mem- 
brane attended  with  haemorrhage,  are  very  liable,  especially  on 
rough  surgical  treatment,  to  lead  to  perimetric  inflammation. 
It  may  also,  as  I  have  seen,  result  from  local  violence,  such  as 
too  frequent  subjection  to  sexual  intercourse. 

Bernutz  gives  a  valuable  summary  of  the  cases  observed.  Of 
99  cases  of  pelvi-peritonitis — 

43  were  puerperal         f  S5Q  a£er  d?li ™T  at  term 
1     r  (  o  alter  abortion 

28  were  blennorrhagic 

20  were  menstrual 

fZ  after  venereal  excess 
2  after  syphilitic  disease  of  cervix 
2  after  use  of  the  sound 
1  after  the  use  of  a  vaginal  douche 
employed  in  a  case  of  membranous 
ulceration  of  the  cervix 

Peritonitis  meretricum. — When  gonorrhoeal  infection  is  the 
starting-point,  the  course  is  usually  as  follows  : — The  poison, 
acting  first  at  the  point  of  contact,  lights  up  inflammation  of 
the  vaginal  and  cervical  mucous  membrane.  This  spreads  to 
the  mucous  membrane  of  the  body  of  the  uterus,  thence  along 
the  Fallopian  tubes.  The  ovaries  are  very  commonly  engaged. 
In  the  case  of  gonorrhoea,  Dr.  Matthews  Duncan  says,  "  he  has 
never  seen  pelvic  inflammation  come  on  without  the  presence  of 
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ovaritis  in  addition,  and  as  the  ovaritis  follows  the  endometritis, 
so  the  latter  is  itself  a  consequence  of  the  original  vaginitis." 
In  some  of  these  cases,  proof  has  been  obtained  that  the 
peritonitis  was  immediately  caused  by  the  escape  of  infected 
pus  from  the  fimbriated  ends  of  the  tubes.  But  in  many 
cases,  probably,  the  peritoneal  coat  of  the  tubes  and  ovaries 
becomes  inflamed,  consequent  upon  the  inflammation  of  these 
organs. 

Mr.  Griles,  in  an  interesting  communication,*  relates  three  cases 
in  which  peritonitis,  the  result  of  gonorrhoea,  broke  out  after 
childbirth.  It  must  not,  however,  be  concluded  that  the 
peritonitis  of  prostitutes  is  always  traceable  to  infection.  In 
many  instances  there  can  be  little  doubt  that  it  is  due  to  the 
wilful  suppression  of  menstruation  by  the  local  application  of 
cold,  and  to  other  forms  of  exposure  and  violence. 

I  have  known  firm  masses,  the  result  of  pelvic  peritonitis, 
following  on  incision  of  the  cervix  uteri  for  dysmenorrhcea  and 
sterility,  last  for  over  three  years.  One  such  case  I  saw  in 
consultation  with  Dr.  Grustavus  Murray.  The  illness  dated 
from  the  operation  performed  three  years  before  by  Pro- 
fessor Simpson.  She  had  got  about  too  soon,  caught  cold,  and 
inflammation  followed.  Since  then  she  had  suffered  constant 
pelvic  pain,  increased  on  exertion;  there  was  oozing  of  san- 
guineous mucous  discharge,  and  dyschezia.  The  cervix  remained 
patulous,  engorged ;  the  body  of  the  uterus  was  deviated  to  the 
left ;  a  hard  mass  surrounded  the  cervix,  fixing  it  immoveably. 
Examining  by  rectum,  when  the  finger  reaches  the  level  of  the 
uterine  neck,  it  is  encountered  by  a  narrowing  of  the  rectal 
canal,  barely  admitting  the  finger  ;  all  round  was  a  hard  mass, 
which  fixed  the  rectum  to  the  sacrum  behind,  and  to  the  uterus 
in  front.  She  was  treated  with  pessaries  containing  mercury 
and  iodine,  and  other  measures ;  but  her  recovery  Dr.  Murray 
attributed  principally  to  the  use  of  the  Woodhall  Spa  water. 

When  the  opportunity  occurs  of  examining  the  subject ^  of 
pelvic  cellulitis  in  the  early  stage,  we  may  find  a  lax  condition 
of  the  connective  tissue;  its  meshes  infiltrated  with  serum, 
lemon-coloured,  and  limpid,  or  turbid  and  brownish,  from  being 
stained  with  blood  or  mixed  with  pus.  When  the  affection  is 
the  result  of  labour,  there  is  commonly  ecchymosis  from  the 
rupture  of  small  vessels. 

At  a  later  stage,  the  watery  part  of  the  serous  effusion  has 
disappeared ;  there  is  a  firm,  more  or  less  circumscribed  tume- 
faction, which  on  section  exhibits  reddish  points,  and  evidence 
of  hyperplasia. 

In  some  cases,  comparatively  rare,  pus  is  found  in  the  phleg- 
monous swelling.    But  almost  always  when  this  is  the  case  the 

*  British  Med.  Journal,  1871. 
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peritoneum  is  involved,  and  the  appearances  are  lost  in  those 
characteristic  of  peritonitis. 

The  chief  character  of  peritonitis,  of  course,  is  plastic  effusion. 
But  this  is  preceded  by  intense  vascular  injection  of  the  mem- 
brane. It  is  bright  with  punctate  stellate  and  arborescent 
injections,  and  it  is  often  uniformly  red. 

The  membrane  has  lost  its  glistening  smoothness ;  it  looks 
villous  or  granular.  This  condition  probably  lasts  only  a  few 
hours.  Plastic  lymph  is  quickly  thrown  out  over  the  whole 
inflamed  membrane,  and  glues  opposing  surfaces  together.  It 
is  common  to  find  the  ovaries  and  tubes  enveloped  in  a  mass  of 
yellowish  lymph,  more  or  less  solid,  and  united  to  the  peri- 
toneal lining  of  the  iliac  fossa?,  the  summit  of  the  bladder,  the 
anterior  wall  of  the  lower  part  of  the  abdomen,  and  the  front 
of  the  rectum.  The  fundus  of  the  uterus  is  the  part  that  most 
frequently  escapes.  As  in  life  this  part  can  often  be  felt  and 
made  out  distinct  from  the  firm  tumefactions  on  either  side  or 
behind  it,  so  after  death  we  often  find  it  cropping  out  com- 
paratively unaffected  from  the  fibrinous  conglomerations  of  the 
sides  and  hollow  of  the  pelvis. 

At  a  stage  more  advanced  in  progress,  but  often  even  earlier 
in  point  of  time,  evidence,  more  or  less  extensive,  of  suppuration 
will  be  found.  Where  there  was  a  septic  factor,  the  lymph 
may  be  found  in  flakes,  dirty  red  or  yellow,  adhering  loosely  to 
a  dull-red  peritoneum  ;  easily  breaking  down,  this  lymph  will  be 
seen  pultaceous,  semi-fluid,  purulent.  In  the  half-circum- 
scribed  cavities  formed  between  the  imperfectly-adhering  peri- 
toneal surfaces,  a  dirty  turbid  serum  collects  ;  or,  in  some  cases, 
the  lymph  seems  to  have  no  plastic  property  at  all ;  then  on 
being  opened  streams  of  dirty  serum  and  pus  flow  out  from  the 
general  peritoneal  cavity. 

In  the  stage  of  recent  effusion,  the  parts  can  be  separated 
by  breaking  down  the  still  soft  agglutinations.  The  ovaries 
or  tubes  or  uterus,  in  which  the  inflammation  probably  began, 
will  then  be  seen  red  or  dull  on  their  peritoneal  aspect,  generally 
swollen  beyond  their  normal  bulk,  and  fuller  of  blood.  At  a 
later  stage,  but  still  not  remote  from  the  beginning,  the 
effusions  found  will  be  increased  in  bulk  and  solidity.  The 
organs,  especially  those  of  the  pelvis,  will  be  so  buried  in  the 
consolidated  masses  of  effused  matter,  that  only  by  tedious 
dissection  can  they  be  traced  and  isolated ;  often  the  ovaries 
will  be  glued  to  the  posterior  wall  of  the  uterus. 

If  a  case  in  life  correspond  to  the  above  description,  recovery 
by  resolution  may  still  occur.  The  swelling  seems  to  melt 
away,  and  the  only  post-mortem  evidence  of  what  has  gone 
before  are  dull-white  strings  or  bands  tying  the  ovaries  and 
tubes  to  the  sides  or  posterior  surface  of  the  uterus,  or  to  sur- 
rounding structures. 
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Perimetric  or  Pelvic  Abscess. — In  many  cases  suppuration 
takes  place.  Various  estimates,  fairly  open  to  all  the  objections 
that  invalidate  most  statistical  operations  performed  upon  patho- 
logical histories,  have  been  made  to  express  the  proportion  of 
cases  which  end  in  suppuration.  It  is  certainly  large,  probably 
much  exceeding  those  which  end  in  resolution.  McClintock, 
out  of  seventy-seven  cases  of  puerperal  pelvic  cellulitis,  found 
thirty-seven  end  in  suppuration,  with  discharge  of  pus ;  twenty- 
four  burst  or  were  opened  externally;  six  discharged  through 
the  vagina;  five  through  the  anus;  and  two  burst  into  the 
bladder.  The  termination  in  suppuration  is  liable  to  be  over- 
looked. Pus  escaping  into  the  rectum,  or  even  into  the  vagina, 
may  not  be  noticed,  or,  if  observed,  may  not  always  be  set  down 
to  the  right  source.  These  undetected  suppurations  naturally  go 
in  a  statistical  table  to  swell  the  number  of  cures  by  resolution. 

The  clinical  physician  will  form  a  much  more  correct  pro- 
gnosis as  to  the  advent  or  not  of  suppuration,  by  weighing  the 
characters  of  the  case  before  him.  If  there  be  septicaemia ;  if 
the  patient  be  of  strumous  or  lymphatic  diathesis;  if  she  be 
reduced  by  hemorrhage  ;  if,  in  short,  the  individual  conditions 
be  of  a  depressing  kind,  the  probability  of  suppuration  is  vastly 
increased. 

Generally,  but  not  always,  in  this  event  a  fresh  increment 
of  the  febrile  symptoms  is  observed.  Shivering  or  rigor  occurs : 
the  pulse  is  subdued  in  power ;  sometimes  vomiting  is  excited. 
These  mark  the  first  entry  of  septic  matter  into  the  circulation, 
and  constitute  the  stage  of  shock.  The  characteristic  is  de- 
pression. Then  come  the  signs  of  reaction.  The  pulse  is 
accelerated,  the  temperature  rises.  If  the  amount  of  septic  em- 
poisonment  be  great,  signs  of  attempt  at  elimination  appear. 
The  poison,  carried  like  almost  all  poisons  to  the  intestines,  irri- 
tates the  mucous  membrane  and  causes  diarrhoea ;  and  perhaps 
vomiting  is  again  excited.  This  is  the  stage  of  irritation  or 
elimination.  If  only  one  moderate  dose  of  the  poison  is  im- 
bibed, the  signs  of  constitutional  irritation  quickly  subside ; 
but  if,  as  often  happens,  fresh  doses  continue  to  be  imbibed,  the 
symptoms  of  shock,  reaction,  and  elimination  will  recur  in 
regular  order.  This  dependence  upon  the  repeated  dosing  with, 
or  accumulation  of  poison,  is  remarkably  proved  by  the 
cessation  of  these  signs  when  the  purulent  collection  bursts  or 
is  artificially  opened. 

Suppuration  goes  on,  in  many  cases  for  two  or  three  or  four 
weeks  before  the  pus  breaks  through  its  investing  sac.  This 
event  is  achieved  in  one  or  more  of  three  chief  directions : — 1, 
through  the  skin  ;  2,  through  a  mucous  membrane ;  3,  into  the 
serous  sac  of  the  peritoneum. 

In  some  cases  imperfect  and  temporary  relief  only  is  obtained 
on  the  discharge  of  pus.    The  hard  tumefaction  in  the  pelvis 
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subsides  but  slightly.  Hectic  or  irritative  fever  continues.  Pus 
continues  to  flow  in  more  or  less  remittent  or  intermittent  dis- 
charge ;  and  sometimes  successive  purulent  collections  form, 
and  burst  at  intervals,  extending  over  weeks  months  and  even 
years,  until  the  patient  sinks  exhausted. 

In  some  cases  of  this  class,  happily  the  most  frequent,  the 
suppurative  action  at  length  ceases,  the  cavities  contract,  the 
solid  deposits  gradually  become  absorbed,  and  the  recovery 
may  be  complete,  even  the  adhesions  disappearing.  But 
patient  and  physician  must  be  prepared  for  a  tedious  course 
of  treatment. 

Where  the  septic  element  has  been  inconsiderable,  and 
especially  where  the  inflammation  has  been  excited  by  disease 
of  the  tube  or  the  ovary  proceeding  slowly,  or  only  inflicting 
upon  the  peritoneum  a  succession  of  slight  injuries,  repeated  at 
long  intervals,  the  pelvic  organs  may,  as  in  more  acute  cases, 
be  found  embedded  in  thick  masses  of  hard  brawny  effusion, 
involving  the  rectum  and  the  superincumbent  small  intestines 
and  omentum.  This  condition  may  last,  kept  up  or  extended 
by  occasional  accessions  of  fresh  inflammation,  for  many  months, 
or  even  years.  This  is  the  case  especially  when  the  inflamma- 
tion is  excited  by  a  diseased  ovary,  cystic  or  dermoid.  But 
sooner  or  later,  under  the  irritation  of  the  advancing  disease, 
or  of  some  accidental  intercurrent  cause,  suppuration  comes  on. 
The  pus  forming  in  the  substance  of  the  effused  mass,  com- 
monly beginning  at  the  surface  or  in  the  substance  of  the 
diseased  organ — by  a  process  incident  to  the  disease,  one  of  the 
events  of  which  is  bursting  or  perforation — forms  an  abscess,  or 
a  congeries  of  purulent  collections.  Up  to  a  certain  time  an 
abscess  thus  formed  may  be  fairly  encysted  or  isolated  by 
effusions  which  shut  it  off  from  the  healthy  portion  of  the 
peritoneal  sac.  The  imprisoned  pus  may  even  undergo  a 
transformation  which  ends  in  absorption.  But  in  the  majority 
of  cases  the  sac  of  the  abscess,  extending  its  adhesions  by 
eccentric  action,  effects  a  consolidation  with  some  structure 
through  which  a  communication  can  be  made  with  the  exterior. 
Thus  a  pelvic  abscess  will  make  its  way  to  the  external  surface 
through  the  skin,  or  into  the  intestine,  bladder,  vagina,  or 
rectum;  or  unfortunately  failing  in  these  directions,  it  may 
perforate  its  own  sac,  and  pour  its  contents  into  the  peritoneal 
cavity.  In  this  latter  event  we  shall  have  the  ordinary 
phenomena  of  "  abdominal  shock,"  often  fatal  speedily ;  and  if 
not  so,  then  followed  by  peritonitis,  from  which  the  patient 
may  or  may  not  recover. 

If  the  pus  work  its  way  out  by  the  skin,  the  place  of  election 
is  most  commonly  the  iliac  region  above  Poupart's  ligament. 
Before  this  happens  there  will  have  been  a  history  of  irritative 
fever,  marked  generally  by  rigors  more  or  less  distinct,  by 
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small  pulse,  ranging  from  100  to  120,  by  temperature  running 
up  to  101°  P.,  102°  R,  or  103°  F. ;  hj  sweats ;  occasionally  by 
diarrhoea.  The  hard,  somewhat  elliptical  mass,  becomes  softer, 
doughy ;  near  the  skin,  a  patch  at  first  red,  then  bluish, 
appears  ;  fluctuation  becomes  distinct ;  and  then,  if  the  abscess 
be  not  opened,  it  bursts. 

Sometimes  the  abscess  points  nearer  to  the  median  line 
below  the  umbilicus.  This  is  more  likely  to  be  the  case  if  the 
cause  of  the  peritonitis  be  a  dermoid  ovarian  cyst.  Where 
the  inflammation  takes  its  rise  deep  in  the  pelvis  by  the  side 
of  the  vagina,  it  will  sometimes  find  an  exit  by  the  outlet  of 
the  pelvis  through  the  perineum.  I  have  seen  several 
examples  of  this  in  puerperal  cases.  In  these  the  evacuation 
has  been  preceded  by  great  distress  from  the  intra-pelvic 
pressure  on  the  bladder  and  nerves.  It  has  also  made  its 
way  by  the  sacro-scjatic  notch,  or  by  the  side  of  the  anus. 

I  believe,  however,  the  route  most  frequently  selected  is  the 
vagina.  An  opening  is  made  through  the  roof,  mostly  behind 
or  to  one  side  of  the  cervix  uteri.  This  issue,  as  well  as  that 
by  the  rectum,  is  sometimes  overlooked.  The  pus  escaping 
perhaps  gradually  is  not  distinguished  from  the  other  dis- 
charges. When  the  inflammation  is  retro-uterine,  the  pus  will 
almost  always  make  its  way  by  the  roof  of  the  vagina  or  by 
the  rectum,  just  as  a  retro-uterine  hematocele  will  do.  I  have 
known  one  or  two  cases  in  which  the  abscess  opened  into  the 
cervix  uteri. 

In  the  majority  of  cases  discharge  of  pus,  either  by  the  skin 
or  by  a  mucous  canal,  is  followed  by  recovery.  Pus  continues 
to  escape  by  the  opening  for  some  days,  becoming  thinner  and 
more  serous.  In  most  instances  the  discharge  ceases  in  about 
twenty-one  or  twenty-eight  days ;  in  some  even  earlier.  A 
notable  diminution  of  the  swelling,  relief  from  pain,  and  sub- 
sidence of  the  irritative  fever  take  place  almost  immediately. 
The  rigors  caused  by  the  absorption  of  ichor  into  the  blood 
cease  when  the  matter  finds  a  vent  externally. 

But  occasionally  abscess  after  abscess  points  in  different 
places,  or  sinuses  keep  open,  and  continue  to  drain  off  the 
secretions  formed  in  the  suppurating  cavities.  These  cavities 
seem  to  be  prevented  from  closing  by  the  rigid  walls  com- 
posing them  being  fixed  to  the  sides  of  the  pelvis  or  to  the 
intestines.  An  exhausting  suppuration  then  goes  on,  lasting 
for  months  and  even  for  years,  until  the  sufferer  sinks  from 
inanition,  the  wear  and  tear  of  pain,  and  the  gradual  impair- 
ment of  vital  functions.  These  cases  of  protracted  suppuration 
are,  I  believe,  mostly  the  result  of  inflammations  set  up  by  the 
perforation  of  ovarian  cysts,  or  of  an  extra-uterine  gestation 
cyst,  or  a  dermoid  cyst  into  the  vagina  or  the  rectum  or  some 
higher  part  of  the  intestine. 
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But  I  have  seen  similar  cases  which  followed  upon  labour 
and  abortion,  after  surgical  operations  upon  the  uterus,  and 
after  wearing  a  fixed  intra-uterine  pessary. 

The  protracted  intermittent  course  of  some  of  these  suppu- 
rating cases  is  partly  explained  by  the  multilocular  character  of 
the  abscesses  or  suppurating  cavities.  These  burst  successively. 
Perhaps  the  suppuration  in  one  compartment  sets  up  suppu- 
rative action  in  the  rest,  and  so  on .  How  these  multiple 
abscesses  form  is  probably  accounted  for  by  the  irregular  shape 
and  the  movements  of  the  organs  which  form  the  framework  or 
scaffolding  of  the  peritonitic  effusions.  The  intestinal  folds 
and  convolutions  form  endless  recesses  and  projections,  and  the 
plastic  layers  which  invest  them  will  almost  necessarily  follow, 
to  a  great  extent  these  recesses  and  projections ;  whilst  the 
incessant  vermicular  movements  and  the  alternations  of  disten- 
tion and  collapse  of  the  coiled  intestinal  tube,  acting  whilst 
the  effused  matter  is  still  soft,  will  leave  irregular  spaces, 
divided  partially  or  completely  by  septa  running  in  various 
directions.  These  hollow  irregular  spaces  will  in  the  first 
place  be  filled  with  serum,  or  sero-purulent  fluid,  which  at  a 
later  time  is  replaced  by  pus.  When  the  solvent  process  of 
suppuration  has  set  in,  the  septa  gradually  break  down  ;  the 
pus-containing  spaces  are  fused  together  more  or  less  com- 
pletely. But  the  process  is  tedious,  and  it  may  be  long  before 
it  is  complete. 

This  irregular  multilocular  arrangement  will  also  account  for 
the  fact  that  perimetric  abscesses  sometimes  open  in  several 
directions.  Thus  we  may  see  an  abscess  first  make  an  exit  at 
the  iliac  region ;  then,  successively,  it  will  burst  in  the  rectum 
and  vagina. 

When  such  abscesses  with  thick  walls,  ( not  capable  of 
collapsing  under  atmospheric  pressure,  burst  or  are  opened, 
air  is  sometimes  drawn  in.  Decomposition  of  retained  pus 
and  blood  ensues,  so  that  the  discharge  becomes  extremely 
offensive.  The  sac,  which  hitherto  emitted  a  dull  sound  on 
percussion,  will  now  be  resonant.  To  a  certain  extent,  often 
effectual,  pressure  by  well-regulated  compresses  will  supple- 
ment the  failure  of  atmospheric  pressure,  in  keeping  the  walls 
of  the  empty  sac  in  contact. 

One  possible  termination,  happily  rare,  of  which  I  do  not 
remember  having  seen  an  unequivocal  example,  is  sloughing 
or  gangrene.  Grisolle  *  describes  it  as  follows  : — "  Grangrene  is 
scarcely  ever  observed  except  in  abscesses  consecutive  to  morti- 
fication of  the  caBcum  or  of  its  appendix,  and  to  the  escape  of 
stercoraceous  matters  into  the  neighbouring  cellular  tissue.  I 
do  not  believe  that  gangrene  has  ever  been  observed  in  abscesses 

*  Arch.  Gen.  de  M6decine,  iii.  serie,  tome  iv, 
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of  spontaneous  origin,  which  are  developed  in  the  sub-peritoneal 
cellular  tissue.  If,  on  the  contrary,  the  inflammatory  engorge- 
ment, although  spontaneous,  is  subjacent  to  the  fascia  iliaca, 
this  may  produce  there  a  true  strangulation  of  the  inflamed 
parts ;  and  it  will  be  sufliciently  common  to  see  in  those  sub- 
aponeurotic abscesses  the  fibres  of  the  iliac  muscle  blackish, 
softened,  and  exhaling  a  fetid  odour. .  No  symptom  can  pro- 
duce a  sure  diagnosis  of  this  unfortunate  termination  ;  but, 
when  issue  is  given  to  the  effused  matter,  it  exhales  a  fetid 
odour,  and  brings  with  it  gas,  fseces  and  bits  of  cellular  tissue, 
of  muscles,  and  of  mortified  tendons.  One  can  understand  that 
death  should  be  the  consequence  almost  inevitably  of  such 
disorders." 

I,  however,  once  tapped  an  encysted  serous  peritonitic 
effusion  giving  issue  to  a  small  quantity  of  fsecal  matter,  foul 
gas,  and  horribly  stinking  serum,  which  ended  in  recovery. 

Matthews  Duncan  mentions  as  one  "  peculiarity  of  pelvic, 
and  probably  of  perimetric  abscess  only,  that  some  have  no 
tendency  to  burst  at  all.  He  has  repeatedly  opened  such 
abscesses,  whose  existence  certainly  dated  several  years  before 
his  seeing  them,  and  which  showed  no  tendency  to  point  in  any 
direction. "  Such  abscesses  are  occasionally  found  in  the  dead- 
house.  One  was  recently  observed  in  a  woman  who  died  shortly 
after  admission  into  my  ward.  I  had  recognised  in  her  a  pelvic 
peritonitis  six  years  before.  The  inflammation  and  suppura- 
tion were  found  to  have  arisen  around  a  dermoid  cyst. 

The  course  that  perimetric  inflammations  run,  and  the  patho- 
logical appearances  will  vary  according  to  the  parts  involved ; 
the  complication  with,  or  absence  of,  septicaemia  ;  the  diathesis 
or  constitutional  state  of  the  patient ;  the  treatment  and  other 
accidental  circumstances. 

In  puerperal  cases,  I  have  satisfied  myself  that  perimetric 
inflammation,  including  cellulitis,  is  especially  prone  to  arise  in 
women  of  strumous  diathesis.  The  same  subjects  are  particu- 
larly prone  to  inflammation  and  abscess  of  the  breast.  I  have 
little  doubt,  although  I  have  not  made  out  the  fact  with  equal 
distinctness,  that  the  same  diathesis  also  disposes  powerfully  to 
like  inflammation  in  the  non-pregnant  state.  In  women  of  this 
constitution  lymph  is  rapidly  and  freely  thrown  out,  forming 
large  tumefactions.  The  effused  matter,  more  readily  than  in 
sound  constitutions,  degenerates  into  pus.  Dissections  at  dif- 
ferent stages  of  permit  trie  inflammation  appear  to  me  to  prove 
that  it  is  not  always,  perhaps  not  even  generally,  the  plastic  or 
semi-coagulated  lymph  which,  in  the  first  place,  is  transformed 
into  pus.  There  is  commonly  a  considerable  quantity  of  thin 
serous  fluid  which  becomes  enclosed  by  the  plastic  effusion, 
forming  a  cyst  single  or  many-celled  around  it.  It  is  this 
serous  fluid  which  forms,  as  it  were,  the  focus  of  the  phlegmon, 
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which  becomes  turbid  and  purulent.  Very  soon  no  doubt  the 
innermost  layer  of  the  plastic  investment  breaks  down  in  part, 
and  contributes  to  the  purulent  collection,  helping  to  form  the 
abscess. 

That  this  plastic  investment  does  give  way  is  proved  by  the 
abscess  bursting  or  perforating. 

The  effusion  sometimes  takes  place  with  great  rapidity,  as  in 
the  following  not  rare  case  : — A  young  lady,  who  had  been  de- 
livered of  her  first  child  about  two  months,  and  had  returned 
to  usual  avocations,  took  a  long  walk,  came  home  fatigued  to 
her  husband,  was  next  day  seized  with  intense  pain  in  the 
lower  abdomen  and  vomiting ;  constipation  and  tympanites  fol- 
lowed. On  the  fifth  day,  I  found  the  uterus  set  fast  in  a  mass 
of  firm  effusion  ;  the  bowel  also  was  so  compressed  that  there 
was  nearly  complete  obstruction  for  nine  days.  Under  rest 
opium  and  enemata  she  got  well. 

In  a  number  of  cases,  very  difficult  to  estimate,  the  inflamma- 
tion terminates  in  resolution.  The  effused  consolidated  masses 
of  plastic  matter  gradually  disappear.  As  this  process  goes  on, 
the  uterus  recovers  its  mobility,  if  not  entirely,  to  a  great  extent. 
The  finger  begins  to  travel  around  the  vaginal-portion.  The 
subjective  symptoms  become  moderated. 

This  process  usually  takes  several  weeks,  even  months,  for  its 
completion.  In  a  considerable  proportion  of  cases  I  have  seen 
the  whole  process  completed  in  eight  ten  or  twelve  weeks. 
But  the  last  stage  often  lingers  longer  still.  In  not  a  few  cases, 
when  the  bulk  of  the  effusion  has  melted  away,  there  remain 
cellular  adhesions  which  may  restrain  the  movements  of  the 
uterus,  and  bind  it  down  in  various  directions.  Thus,  adhesions 
between  uterus  and  bladder  will  produce  anteversion  ;  adhesions 
in  the  retro-uterine  pouch  will  produce  retroversion  ;  and  we 
may  find  lateral  inclination  from  ovario -uterine  and  alar  adhe- 
sions. 

These  adhesions  undoubtedly  often  practically  disappear — 
that  is,  under  the  constant  strain  of  the  pelvic  organs  in  their 
functional  movements,  the  adhesions  incessantly  stretched  un- 
dergo atrophy  complete  or  partial,  so  that  they  no  longer  im- 
pede the  uterus.  In  the  case  of  retro-uterine  adhesions,  I  have 
often  accelerated  their  atrophy  by  the  use  of  a  lever-pessary, 
which,  lifting  up  the  fundus  uteri,  puts  these  bands  on  the 
stretch.  One  very  efficient  cause  of  the  disappearance  of  these 
uterine  adhesions  is  pregnancy.  The  uterus  enlarging,  drags 
and  attenuates  them,  so  that  they  undergo  atrophy.  On  the 
other  hand,  they  sometimes  last  an  indefinite  time,  binding  the 
uterus  down  in  various  abnormal  positions,  impeding  this  organ 
in  its  natural  movements,  and  thus  leading,  as  Madame  Boivin 
insisted,  to  abortion.  The  ovaries,  which  possess  much  more 
limited  natural  movement,  and  are,  moreover,  smaller  and  less 
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rigid  bodies,  are  not  so  capable  of  exerting  a  strain  upon  adhe- 
sions, and  are  consequently  more  frequently  doomed  to  perpetual 
bondage. 

Aran  examined  fifty-three  women  who  died  in  his  wards  with 
reference  to  this  point.  He  found  adhesions  in  twenty-nine. 
The  adhesions  were  twice  as  common  in  women  who  had  had 
children  as  in  women  who  had  not.  These,  of  course,  are  selected 
cases  dying  in  a  special  gynecological  ward,  and  cannot  repre- 
sent the  general  proportion  of  adhesions. 

I  have  had  the  opportunity  of  watching  the  course  of  one 
case  of  adhesions  with  requisite  precision.  A  young  woman 
was  admitted  into  my  ward  with  retro-uterine  hsematocele.  The 
blood-mass  made  its  way  though  the  roof  of  the  vagina,  and  on 
several  occasions  we  saw  blood  oozing  through  the  opening.  I 
passed  a  probe  three  inches  into  it.  When  the  opening  closed 
the  tumour  gradually  disappeared,  and  it  was  found  that  the 
body  of  the  uterus  was  pulled  back,  and  held  in  that  position  by 
adhesions.  Six  months  later  the  uterus  had  nearly  recovered 
under  the  gradual  lifting  action  of  a  Hodge-pessary. 

When  the  uterine  adhesions  are  persistent  and  short,  binding 
the  uterus  down  tightly,  they  may  be  the  source  of  severe  pain. 
They  may  keep  up  congestion  or  chronic  metritis.  And  so  long 
as  adhesions  remain  there  is  a  liability  to  renewed  attacks  of 
peritonitis.  This  disposition  to  relapses,  or  the  "  redoublements" 
of  French  authors,  is  always  to  be  borne  in  mind  in  the  ante- 
cedent stages  whilst  the  inflammatory  effusions  are  still  thick 
and  hard. 

The  symptoms  of  perimetric  inflammation  are  generally  com- 
pound. In  order  of  time,  signs  of  disease  of  the  uterus  tubes  or 
ovaries  commonly  take  precedence.  Then  follow  those  of  peri- 
metric inflammation.  And  these  are  for  the  most  part  severe 
enough  to  overwhelm  and  obscure  those  of  the  original  disease. 
This  addition  of  perimetric  inflammatory  signs  is  usually  more  or 
less  sudden.  It  is  marked  by  acute  intra-pelvic  pain ;  more  or 
less  shock,  according  to  the  cause  ;  acceleration  of  pulse  to  120 
or  130  ;  heat  of  skin,  the  temperature  rising  to  103°  F.,  104°  F., 
or  even  105°  F. 

There  is  a  sense  of  fulness  and  pressure,  sometimes  of  bearing- 
down.  The  bladder  and  rectum  are  often  disturbed  in  their 
functions.  Tympanites,  the  result  of  a  kind  of  paralysis  of  the 
intestines  whose  peristaltic  movements  seem  to  be  instinctively 
restrained  in  order  to  avoid  pain,  is  a  common  symptom.  This 
induces  constipation,  which  is  further  caused  by  the  narrowing 
by  compression  of  the  rectum,  and  by  the  inability  to  exert 
effectually  the  expulsive  movement  necessary  to  defecation. 
Some  amount  of  dysentery  is  not  uncommon.  Colic  pains,  tor- 
mina, flatulence,  are  often  exceedingly  distressing. 

The  bladder  symptoms  are  often  distressing,  but  are  not  con- 
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stant.  There  is  dysuria,  frequent  call  to  pass  water,  an  unsatis- 
fied sense  of  the  bladder  having  been  emptied.  This  distress  is 
partly  due  to  the  interference  with  the  contractile  action  of  the 
bladder,  and  with  the  abdomino-pectoral  act  of  expulsion,  and 
partly  to  the  irritating  quality  of  the  urine.  This  is  often  loaded 
with  lithates  and  mucus.  If  an  abscess  be  about  to  burst  into 
the  bladder,  the  dysuria  increases,  and  not  uncommonly  there 
is  retention  of  urine.  When  the  bursting  has  been  effected, 
of  course  pus  will  be  voided  with  the  urine.  Eetention  may  also 
precede  the  bursting  of  an  abscess  into  the  rectum  or  vagina. 

The  ovario-uterine  function  is  variously  affected.  Sometimes 
there  is  metrorrhagia.  This  is  especially  the  case  when  there 
is  concomitant  metritis  or  sub-involution  of  the  uterus  with 
abrasion  of  the  mucous  membrane  of  the  cervix.  But,  not  un- 
commonly, even  in  post-partum  cases,  in  which  sub-involution 
is  a  tolerably  certain  attendant  condition,  menstruation  is  scanty 
or  suspended. 

The  secretion  of  milk  is  generally  suspended  either  quickly 
or  gradually.  In  spite  of  the  mother's  anxiety  to  keep  it  up,  it 
falls  off;  it  is  rather  exceptional  for  it  to  last  out  the  course  of 
the  disease ;  and  still  more  rarely  is  it  judicious  to  make  the 
attempt. 

When  the  seat  of  the  inflammation  is  in  one  side  of  the  pelvis 
the  thigh  is  commonly  kept  slightly  flexed  to  relieve  the  pain 
which  extension  by  stretching  the  inflamed  structures,  pro- 
duces. This  causes  the  patient  to  limp  on  the  affected 
side  when  walking.  This  lameness  is  so  characteristic  that  I 
have  often  diagnosed  lateral  pelvic  inflammation  to  my  class  on 
seeing  a  woman  enter  the  consulting-room  with  the  anaemic 
aspect  following  parturition,  and  this  painful  limp. 

In  some  cases  the  patient  finds  she  cannot  get  the  heel  to  the 
ground.  In  not  a  few  cases  one  or  both  legs  swell  soon  after 
labour,  constituting  the  earliest  sign  to  attract  attention. 

Sciatica  on  the  side  of  the  effusion  is  a  symptom  I  have  several 
times  observed.  In  one  the  pain  along  the  sacral  plexus  of  the 
left  side  was  very  severe,  and  underwent  exacerbations  marked 
by  recurrent  suppurations,  over  a  period  of  twelve  years.  The 
sciatica  disappeared  when  the  disease  was  cured. 

When  suppuration  is  proceeding,  the  sense  of  intra-pelvic 
tension  and  of  pain  is  increased. 

In  some  puerperal  cases  I  have  observed  pelvic  inflammation 
to  be  complicated  with  metritis.  This  indicates,  I  believe,  a 
strumous  or  leuco-phlegmatic  diathesis. 

The  Diagnosis. — The  objective  signs  are  made  out  by  abdomi- 
nal vaginal  and  rectal  touch.  Palpation  over  the  lower  part  of 
the  abdomen,  especially  if  the  hand  be  pressed  into  the  pelvic 
cavity,  gives  rise  to  acute  pain.  There  is  often  some  degree 
of  tympanites;  and  almost  always  tension  of  the  abdominal 
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muscles,  excited  by  the  dread,  even  more  than  by  the  act,  of 
examination.  In  the  early  stage  no  very  marked  tumefaction 
or  irregularity  may  be  felt  in  the  pelvic  brim ;  but  very  soon  a 
firm  mass,  more  or  less  rounded  or  cylindrical ,  is  made  out  in 
one  or  other,  or  in  both  sides  of  the  pelvic  brim  ;  and  as  the 
disease  continues,  this  tumefaction  extends  out  of  the  pelvis, 
spreading  laterally  and  forwards  into  the  iliac  fossae,  bulging 
out  above  Poupart's  ligament,  and  sometimes  rising  as  high  as 
the  level  of  the  umbilicus.  This  swelling  is  hard,  brawny, 
tolerably  uniform,  cylindrical.  At  an  early  stage  the  skin  can 
be  moved  over  it ;  but  later,  especially  if  the  process  be  tending 
to  suppuration,  the  abdominal  wall  becomes  one  with  the  tume- 
faction underneath. 

The  shape  and  limits  of  the  tumour  rising  out  of  the  pelvis 
can  usually  be  defined  by  the  hand  pressing  in  the  abdominal 
wall  above,  and  getting  even  a  little  way  behind  the  tumour. 
By  percussion  the  evidence  thus  obtained  may  be  checked  and 
extended  An  area  of  dulness  will  correspond  with  the  tume- 
faction behind  the  abdominal  wall,  whilst  resonance  will  disclose 
the  position  of  the  intestines. 

The  vaginal-touch  gives  the  most  decisive  evidence.  The  ex- 
amining finger  entering  the  vagina  is  first  conscious  of  increased 
heat  and  puffiness  of  the  walls.  The  os  uteri  is  reached  much 
more  readily  than  in  the  ordinary  state,  because  an  almost 
invariable  effect  of  the  perimetric  inflammation  is  to  bring  the 
uterus  down  to  a  lower  level.  The  situation  of  the  os  uteri  is 
usually  near  the  centre  of  the  pelvis.  This  is  the  case  when 
the  chief  seat  of  inflammation  is  in  the  broad  ligaments  or  in 
the  sides  of  the  pelvis.  If  one  side  be  chiefly  affected,  the 
cervix  may  be  pushed  over  towards  the  opposite  side.  But  if 
the  case  be  one  of  retro-uterine  cellulitis  and  peritonitis,  the 
uterus  is  pushed  bodily  forwards,  coming  sometimes  so  close  to 
the  symphysis  pubis  as  to  compress  the  neck  of  the  bladder,  and 
cause  retention  of  urine. 

In  post-puerperal  cases  the  os  uteri  is  generally  more  or  less 
patulous.  Surrounded  as  it  is  by  inflammatory  effusion,  contrac- 
tion and  involution  are  impeded.  Feeling  round  the  margin  of  the 
os  uteri,  we  commonly  fail  to  define  accurately  the  usually  pro- 
jecting vaginal-portion.  Instead  of  the  hemispherical  or  coni- 
cal smooth  mass,  merging  at  the  fundus  of  the  vagina  into  soft 
yielding  tissue,  we  find  hard  brawny  bumps  occupying  the 
summit  of  the  vagina,  encircling  the  os  down  to,  or  even  below 
its  level  preventing  our  feeling  any  portion  of  the  cervix.  If 
the  inflammation  be  general,  that  is  what  is  felt.  But  if  the 
inflammation  be  unilateral  or  anterior  or  posterior  only,  the 
inflammatory  swelling  projects  in  the  corresponding  part  only, 
leaving  the  remaining  part  of  the  circumference  of  the  cervix 
accessible  to  the  finger;  and  the  uterus  will  be  fixed  on  the  side 
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of  the  swelling.  This  is  represented  in  Fig.  99,  from  a  case 
under  my  care. 


Fig.  99. 

representing  the  collar  of  hard  inflammatory  effusion  encircling  the  cervix 

UTERI. 

When  the  inflammation  is  limited  to  the  peritoneum  of  the 
body  of  the  uterus  and  the  utero-vesical  reflection —  and  I  have 
seen  several  such  cases,  strictly  "  perimetritis  " — the  adhesions 
contracting  in  the  chronic  stage  pull  the  fundus  down  in  nuta- 
tion ;  the  os  uteri  is  thrown  up  and  backwards  in  the  contrary 
direction,  so  that  it  is  actually  higher  than  normal.  And  since 
the  packing  of  cellular  tissue  between  the  cervix  uteri  and  the 
base  of  the  bladder  may  not  be  affected,  the  finger  is  free 
to  travel  all  round  the  vaginal-portion  in  front  as  well  as  else- 
where. But  by  pressing  a  little  firmly  in  the  anterior  vaginal 
roof  we  are  sure  to  come  upon  a  firm  resisting  plane  or  promi- 
nence, which  is  caused  by  the  inter-utero- vesical  consolidation. 

Fixing  or  immobilization  of  the  uterus  may  generally  be 
accepted  as  a  sign  of  peritonitis  with  adhesive  effusions.  In 
the  case  of  localized  cellulitis,  especially  in  the  utero-vesical 
connection,  the  uterus  may  move  along  with  the  phlegmonous 
mass  and  the  bladder.  In  the  case  of  retro-uterine  peritonitis, 
the  tumefaction,  or  rather  tumour  formed  by  the  effused  lymph 
and  serum,  may  attain  considerable  magnitude,  pushing  the 
uterus  forward,  rising  above  the  fundus  of  this  organ,  and 
coming  within  reach  of  the  fingers  applied  above  the  symphysis 
pubis.  In  not  a  few  cases,  even,  the  peritoneal  investment  of 
the  opposed  intestines  and  omentum  being  caught,  a  large  firm 
tumour  may  be  formed,  reaching  to  the  umbilicus  and  even 
higher.  This  is  especially  the  case  when  the  peritonitis  is 
caused  by  a  retro-uterine  hematocele. 
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When  the  inflammation  is  unilateral,  I  have  often  been 
struck  with  the  sensation  of  a  firm,  almost  knife-like,  or 
rather  "hog-back"  ridge,  running  from  the  edge  of  the  os 
uteri  across  to  the  side  of  the  pelvis.  In  these  cases,  in  the 
adhesive  stage,  the  fundus  uteri  is  pulled  towards  the  affected 
side. 

The  sound,  although  not  generally  necessary,  often  lends 
precision  to  the  investigation.  For  instance,  when  adhesive 
inflammation  prevents  the  finger  in  vagina,  or  hand  above 
pubes  from  tracing  the  form  and  position  of  the  body  of  the 
uterus,  this  being  concealed  in  a  mass  of  firm  effusion,  we 
cannot  easily  tell  whether  a  hard  rounded  mass  projecting  the 
posterior  roof  of  the  vagina  be  the  retronected  uterus  or  a  retro- 
uterine mass  of  inflammatory  deposit.  The  sound  at  once  puts 
us  right  by  defining  exactly  the  course  of  the  uterus.  The 
sound  in  uterus  thus  serves  as  a  central  axis  from  which  we 
may  estimate  the  relations,  bulk,  and  nature  of  all  the  sur- 
rounding structures.  It  also  enables  us  to  test  more  closely 
the  degree  of  mobility  the  uterus  enjoys.  The  sound  being  in 
the  uterus,  on  depressing  the  fundus  or  the  inflammatory  mass 
above  the  pubes,  any  movement  imparted  is  clearly  seen  and 
felt  by  the  descent  or  obliquity  communicated  to  the  handle  of 
the  instrument.  Mobility  en  bloc  is  preserved  in  a  modified 
degree  until  the  adhesions  extend  to  the  walls  of  the  pelvis. 

When,  suppuration  having  taken  place  and  the  abscess  is 
pointing  in  the  roof  of  the  vagina,  we  may  feel  a  part  which 
before  had  been  hard  brawny  become  soft  permitting  the 
tip  of  the  finger  to  sink  in,  and  immediately  to  bulge  again  as 
pressure  is  taken  off.  There  is,  in  fact,  fluctuation.  It  may 
not  be  possible  to  get  a  wave  propagated  to  the  touching  finger 
by  percussion  at  another  part  of  the  sac ;  but  it  is  quite  pos- 
sible to  get  what  is  strictly  fluctuation  by  one  finger.  When 
a  liquid  is  displaced  by  pressure,  and  flows  back  on  the  removal 
of  the  pressure,  there  is  fluctuation  ;  and  this  wave  may  be  felt 
by  delicate  contact  preserved  upon  the  containing  sac.  The 
pointing  spot,  soft  and  prominent,  is  surrounded  by  a  hard 
mass. 

When  the  abscess  points  within  the  rectum,  we  may  com- 
monly make  out  the  same  conditions  by  rectal  touch. 

Rectal  touch  furnishes  valuable  assistance.  It  checks  and 
extends  the  information  obtained  by  abdomen  and  vagina. 
The  finger,  coursing  along  the  anterior  wall  of  the  rectum,  can 
reach  considerably  above  the  level  of  the  os  uteri.  If  the  case 
be  one  of  inter-utero-vesical  cellulitis,  the  finger  can  explore 
the  posterior  wall  of  the  uterus,  determine  its  condition,  and 
ascertain  if  it  be  bent  or  straight,  free  or  not  from  tumour. 
In  the  case  of  lateral  cellulitis  and  peritonitis,  the  finger  can 
commonly  feel  above  the  lower  margin  of  the  inflammatory 
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swelling  projecting  into  the  vagina,  and  even  trace  it  as  a  curved 
ridge  across  to  the  sides  of  the  pelvis.  Combined  with  abdo- 
minal palpation,  the  size  position  and  relations  of  the  uterus  with 
the  surrounding  inflammatory  swellings  can  often  be  defined. 

The  finger  having  reached  the  level  of  the  os  uteri,  comes 
upon  the  hard  peri-uterine  tumefaction  ;  it  is  commonly  com- 
pelled by  the  backward  projection  of  this  tumefaction  to  be 
directed  backwards  into  the  hollow  of  the  sacrum,  following 
the  globe  which  carries  the  anterior  wall  of  the  rectum  against 
the  posterior  wall.  In  this  way  we  sometimes  find  the  rectum 
remarkably  compressed,  and  its  calibre  contracted.  Tracing 
the  inflammatory  swelling  to  the  sides  of  the  pelvis,  we  find 
the  pelvic  structures,  those  of  the  broad  ligament  especially, 
fixed  to  the  pelvic  wall,  perhaps  on  either  side  of  the  rectum, 
by  adhesive  effusion  forming  a  collar  through  which  the  rectum 
passes. 

Three  varieties  of  peritonitis  in  many  points  resemble  pelvic 
peritonitis,  and,  indeed,  frequently  are  associated  with  it.  One 
is  perityphlitis  ;  the  second,  a  localized  adhesive  peritonitis,  occu- 
pying one  iliac  fossa ;  the  third,  peritonitis  of  the  lower  part  of 
the  abdomen  connected  with  cancerous  affection  of  the  pelvic 
organs  and  lumbar  glands. 

In  the  case  of  perityphlitis,  the  tumour  is  always  on  the  right 
side  ;  it  is  higher,  generally,  than  inflammations  springing  from 
the  pelvis ;  it  rarely  passes  beyond  the  median  line,  and  does 
not  extend  into  the  pelvic  cavity  ;  and  the  greatest  bulk  or  dia- 
meter of  the  tumour  is  above  the  pelvis,  whereas  in  pelvic  peri- 
tonitis, the  supra-pubic  portion  of  the  tumour  can  be  traced 
downwards  into  the  pelvic  brim,  and  by  combining  vaginal 
touch  is  felt  to  be  a  part  of  inflammatory  masses  in  the  pelvis. 
The  localized  peritonitis  of  the  hypogastrium  is  also  distin- 
guished by  its  not  penetrating  the  pelvic  cavity.  And  in  both 
these  cases  the  mobility  of  the  uterus  is  commonly  preserved. 

The  cancerous  inflammation  in  many  cases  takes  its  rise  in 
malignant  disease  of  the  ovaries  ;  and  especially  when  the  lum- 
bar glands  are  involved.  In  this  case  the  disease  is  not  so  often 
localized  or  encysted.  Dropsy  of  the  peritoneum,  ascites,  not 
seldom  attends.  The  signs  of  the  cancerous  cachexia  will  rarely 
be  absent.  But  at  certain  stages  of  either  disease  vaginal  ex- 
amination may  lead  into  error.  Before  the  ulcerative  stage  of 
cancer  has  commenced,  and  therefore  before  the  malignant  ca- 
chexia has  become  marked,  the  uterine  neck  may  be  found  set  fast 
in  the  roof  of  the  vagina  by  surrounding  deposit,  hard  in  some 
cases  to  distinguish  from  the  deposit  of  simple  inflammation. 
There  are  features  of  differentiation.  In  malignant  disease  of 
the  vaginal-portion,  in  the  first  place,  the  history  will  generally 
be  different ;  the  disease  has  come  on  insidiously ;  its  early 
stages  have  probably  escaped  observation  ;  whilst  in  perimetric 
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inflammation  the  starting-point  is  usually  labour,  abortion,  a 
chill,  accident,  surgical  operation,  or  other  well-defined  antece- 
dent. In  malignant  disease,  the  perimetric  effusion  is  usually 
pretty  uniform,  that  is,  it  extends  all  round  the  vaginal-portion, 
catching  the  bladder  and  rectum ;  whilst  in  inflammation  the 
deposit  is  often  unilateral  or  anterior  or  posterior,  causing 
deviation  of  the  os  uteri  from  its  central  position,  and  permitting 
the  finger  to  touch  a  part  of  the  circumference  of  the  cervix, 
and  ascertain  that  it  is  smooth. 

When  these  points  are  made  out,  the  diagnosis  of  perimetric 
effusion  is  sufficiently  decisive.  But  occasionally  cancer  is  first 
noticed  shortly  after  a  labour ;  and  not  seldom  inflammatory 
deposits  encircle  the  vaginal-portion  all  round.  In  these  am- 
biguous conditions,  we  must  fall  back  on  individual  tactus  era- 
ditus;  and  now  and  then  we  must  suspend  our  judgment,  waiting 
for  the  more  characteristic  changes  which  time  will  certainly 
bring.  That  there  is  a  difference  in  the  feel  of  a  cancerous  os 
uteri  and  its  entourage  and  that  of  inflammatory  effusion,  is 
certain.  The  first  is  more  nodular,  perhaps  harder,  "  stony ;" 
the  disease,  in  short,  may  be  traced  to  the  cervix  uteri  itself,  as 
its  centre  of  departure,  whilst  this  part  is  only  engorged,  abraded 
perhaps  in  the  second  case.  But  it  is  difficult  to  describe  the 
tactile  sensations  produced  by  degrees  of  solidity  and  shape. 
Practice  alone  can  teach  the  finger  to  recognise  them. 

A  difference  worth  remembering  is,  that  cancer  makes  a  hard 
cervix,  whilst  pelvic  cellulitis  or  peritonitis  makes  hard  masses 
round  about  the  cervix. 

The  chief  objective  characters  of  perimetric  inflammation  are 
described  with  great  accuracy  and  point  by  Doherty,  in  a 
memoir,*  which  constituted  an  important  chapter  in  the  history 
of  the  subject.  "  On  introducing  the  finger  into  the  vagina  we 
find  the  hardness,  so  remarkable  in  the  iliac  fossa,  has  extended 
to  the  roof  of  the  vagina,  which  is  tender  to  the  touch,  and  as 
firm  and  inelastic  as  a  deal  board — a  condition  which  must 
immediately  arrest  our  attention.  Not  the  slightest  impression 
can  be  made  on  it  by  our  pressure,  while  we  may  observe  that 
the  uterus  is  bound  down  to  the  affected  side,  either  through- 
out its  whole  extent,  by  which  it  suffers  a  lateral  displacement, 
or  only  partially,  so  that  the  fundus  is  drawn  in  one  direction, 
while  the  os  tincae  is  turned  in  the  opposite." 

An  observation  of  Aran  is  important.  He  says  small  peri- 
metric inflammatory  swellings  may  have  their  seat  in  the  sub- 
peritoneal cellular  tissue ;  but  the  voluminous  swellings  are  the 
result  of  perimetric  peritonitis. 

The  subject  of  diagnosis  may  be  appropriately  concluded 
with  the  caution  not  to  pursue  it  at  the  bedside  with  too  much 

*  "On  Chronic  Inflammation  of  the  Uterine  Appendages  occurring  after 
Parturition."  1843. 
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zeal.  By  instituting  repeated  and  minute  explorations  it  is 
very  easy  to  do  a  great  deal  of  harm  to  the  patient — more  than 
enough  to  counteract  any  good  which  the  knowledge  thus 
derived  may  enable  us  to  apply.  Nothing  in  the  treatment  is 
so  necessary  as  "  rest  "  of  the  affected  parts  ;  and  examinations 
mean  disturbance. 

The  treatment,  like  that  of  metritis,  must  vary  according  to 
the  types  of  the  disease  and  its  complications.  If  the  result  be 
puerperal  metritis  associated  with  septicaemia,  the  treatment  of 
the  perimetric  inflammation  is  simply  subsidiary  to  that  of  the 
puerperal  fever.  In  the  more  purely  inflammatory  cases, 
whether  post-puerperal  or  not,  leeches,  to  the  number  of  twelve 
or  twenty,  to  the  groins  and  hypogastrium,  will  generally  be 
useful  in  the  early  stage.  Fomentations  or  moist  warmth 
applied  by  a  large  thick  linseed-meal  poultice  or  spongio-piline 
are  of  material  service.  In  many  cases  to  which  I  have  been 
called  in  consultation  not  only  had  leeches  already  been  applied, 
but  calomel  and  opium  had  been  steadily  given.  It  was 
manifest  to  me  that  this  treatment  had  often  done  good.  This 
favourable  opinion  has  been  confirmed  by  the  observation  of 
cases  so  treated  by  myself  from  the  beginning.  A  pill  of  one 
or  two  grains  of  calomel  with  half  a  grain  of  opium  may  be 
given  every  four  hours  for  twenty-four  hours  ;  and  then  every 
six  or  eight  hours  for  a  day  or  two  longer.  If  there  is  any 
disposition  to  diarrhoea  the  calomel  may  be  reduced,  and  the 
opium  increased.  Or,  in  some  cases,  I  have  been  better  pleased 
with  pills  or  powders  consisting  of  three  grains  of  grey  powder 
and  five  grains  of  Dover's  powder. 

An  obstacle  to  this  and  other  treatment,  however,  often 
exists  in  obstinate  nausea,  hiccough,  or  vomiting.  To  subdue 
this  symptom  is  the  first  necessity.  Bismuth,  hydrocyanic 
acid,  kreasote,  ice,  soda-water  in^  various  combinations,  will  be 
useful.  To  allay  fever,  the  acetate  of  ammonia  and  nitrate 
of  potash  with  a  sedative  answer  best. 

In  the  more  chronic  stages,  where  there  is  no  obvious  pro- 
cess of  suppuration  or  pointing,  blisters  applied  to  the  groins 
and  hypogastrium  are  often  of  great  service.  In  the  same 
stage  iodide  of  potassium  becomes  extremely  serviceable,  and 
may  be  combined  with  bark  in  decoction  or  tincture. 

The  question  as  to  opening  abscesses  does  not  seem  to  demand 
much  discussion.  Not  seldom  Nature  solves  it  for  herself. 
The  abscess  bursts  into  the  rectum  or  roof  of  the  vagina  with- 
out obvious  warning  ;  and  generally  recovery  progresses  from 
that  event.  It  seems  to  me  that  these  are  the  easiest  routes  ; 
that  evacuation  by  them  takes  place  earlier,  and  often  with  less 
disturbance.  This  may  be  partly  because  the  walls  of  these 
organs  are  thinner  and  more  easily  perforated  than  the  abdo- 
minal wall.    At  any  rate  the  pointing  and  perforation  of  the 
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abdominal  wall  is  often  slow  and  painful.  The  progress  of  an 
abscess  towards  the  skin  generally  makes  itself  visible  by  the 
growing  prominence  and  puffiness  of  the  tumour,  its  reddening, 
its  fluctuation,  and  finally  by  the  skin  becoming  blue  and  palpa- 
bly thin.  It  is  possible  to  err  by  opening  an  abscess  too  soon 
and  too  late.  If  an  inflammatory  tumefaction  be  opened  before 
fluctuation  is  made  out  we  may  fail  to  find  pus ;  the  incision 
must  be  carried  deeply  through  tender  vascular  structures,  and 
cause  serious  bleeding ;  and  the  suppuration-process  will  not  be 
stopped.  On  the  other  hand,  if  we  wait  until  the  abscess  is  on 
the  verge  of  bursting  we  shall  have  prolonged  unnecessarily 
the  patient's  suffering ;  the  blue  skin  may  slough  in  spite  of 
puncture,  and  will  only  heal  with  an  ugly  scar ;  and  there  is 
the  risk  of  the  abscess  effecting  an  opening  internally  into  the 
peritoneum  or  in  some  other  direction  as  well.  The  proper 
time  for  opening  an  abscess  pointing  to  the  skin  appears  to  me 
to  be  as  soon  as  fluctuation  is  clearly  ascertained.  Incision 
may  be  made  with  a  bistoury,  or  a  Syme's  knife ;  and  if  a 
depending  position  cannot  be  obtained  a  drainage-tube  will  be 
useful.  The  wound  should  not  be  allowed  to  close  at  once,  as 
pus  will  continue  to  flow  for  two  or  three  days  at  least.  To 
keep  it  open  a  strip  of  lint,  soaked  in  carbolic  oil,  may  be 
inserted  into  the  wound.  I  think  it  is  important  to  keep  the 
cavity  of  the  sac  as  small  as  possible,  by  adjusting  compresses 
in  such  a  manner  as  to  bring  the  walls  together. 

If  we  find  fluctuation  in  the  roof  of  the  vagina  or  in  the 
rectum  the  same  rule  should  be  followed.  The  puncture  may 
be  made  by  a  long  sharp-pointed  hernia  knife,  or  by  a  long 
trocar— for  the  rectum  the  long  curved  trocar  used  for  tapping 
the  male  urethra  is  very  convenient.  Where  there  is  any 
doubt  as  to  the  presence  of  pus  the  fine  aspirator-trocar  is  the 
proper  instrument  to  use.  It  is  sometimes  an  advantage  to 
insert  a  drainage-tube  in  the  case  of  opening  an  abscess  by  the 
vagina.  An  excellent  and  convenient  drainage-tube  will  be 
found  in  the  winged  male  catheter.  It  is  easily  inserted,  by 
passing  the  stilet  into  the  eyelet  near  the  end.  Thus  supported 
it  is  carried  into  the  sac,  where  the  end  is  retained  by  the 
wings.  Whether  the  opening  be  effected  spontaneously  or 
artificially  by  the  rectum  or  the  vagina,  it  is  desirable  to 
apply  moderate  pressure  to  the  upper  part  of  the  tumour  by 
pads  and  bandage  to  the  abdomen. 

When  an  abscess  has  been  opened,  and  sometimes  earlier, 
quinine  generally  becomes  useful.  The  diet  should  be  nutri- 
tious and  supporting.    Hest  will  still  be  necessary. 

At  a  later  period,  when  suppuration  has  ceased,  quinine  may 
still  be  useful ;  but  iron  now  comes  into  service.  The  bowels 
must  be  kept  gently  acting.  Bed  may  be  changed  in  the  day- 
time  for  the   sofa;  and  gradually,  but  watchfully,  gentle 
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exercise  may  be  indulged  in.  If  taken  too  soon,  or  exceed- 
ing moderation,  it  is  always  probable,  so  long  as  any  marked 
intumescence  or  diminished  mobility  of  the  uterus  remain,  that 
a  return  of  inflammation  may  occur. 

In  the  advanced,  or  confirmed  chronic  cases,  warm  baths 
will  render  great  service.  The  iron-waters  are  not  always 
safe.  I  believe  many  experienced  physicians  have  arrived  at 
this  conclusion.  The  best  results  I  have  seen  have  been 
derived  from  the  Woodhall  Spa. 


CHAPTER  XLII. 


PERIMETRIC  HEMATOCELE  ;  RETRO-UTERINE  HEMATOCELE  ; 
PELVIC  HEMATOCELE;  BLOOD-EEEUSIONS  IN  THE  NEIGH- 
BOURHOOD OF  THE  UTERUS. 

The  study  of  perimetric  hematocele  most  conveniently  follows 
immediately  upon  that  of  perimetric  inflammation.  Clinically, 
the  two  conditions  have  close  relations.  Indeed,  Mood-effusions 
into  the  peritoneum  almost  necessarily  entail  pelvic  peritonitis. 
And  at  the  bedside  the  practical  difficulty  often  is  to  distin- 
guish hematocele  from  inflammatory  effusions.  It  is  certain 
that  until  within  the  last  twenty  years,  or  less,  almost  every 
case  of  perimetric  hematocele  was  confounded  with  inflamma- 
tory effusions.  It  can  hardly  be  said  that  hematocele  had  been 
recognised  as  a  distinct  affection.  And  even  now  many  men 
are  slow  to  admit  the  evidence  upon  which  its  existence  is 
established,  and  are  consequently  unable  to  appreciate  the 
frequency  or  the  conditions  of  its  occurrence. 

In  1850  only  the  disease  was  so  little  known  that  Malgaigne 
is  reported  to  have  attempted  the  enucleation  of  a  supposed 
fibroid  tumour  of  the  uterus,  which  proved  to  be  a  collection  of 
blood ;  and  the  operation  was  followed  by  a  fatal  issue.  And 
Scanzoni  says,  in  his  work  on  "  Chronic  Metritis,"  published  in 
1863 : — "  We  regret  not  to  be  in  a  position  from  personal 
experience  to  speak  of  this  disease,  for  in  our  certainly  exten- 
sive and  protracted  observation  we  have  not  been  able  to 
diagnose  peri-uterine  hematocele  in  a  single  case." 

So  long  ago,  however,  as  1831,  Recamier  described  in  the 
"  Lancette  Francaise,"  under  the  name  of  "  Tumeur  sanguine 
du  bassin,"  a  very  clear  case.  A  woman,  aged  twenty-eight, 
after  an  abortion,  had  a  large  tumour  formed  in  the  pelvis, 
behind  the  uterus,  which  bulged  the  vagina  forwards,  llecamier 
believing  it  to  be  an  abscess,  opened  it,  but  instead  of  pus, 
dark,  half-coagulated  blood  escaped.    The  patient  recovered. 

Yelpeau,  in  his  "  Medecine  Operatoire,"  1830,  published 
additional  cases.  He  was  evidently  acquainted  with  the  cha- 
racteristic features  of  these  pelvic  blood-swellings. 
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In  1850  and  1851  Nelaton,  in  lectures  in  the  "  Gazette  des 
Hopitaux,"  laid  the  foundations  of  the  present  more  accurate 
knowledge  of  the  subject.  It  was  he  who  proposed  the  name 
"  retro-uterine  hematocele."  From  this  date  cases  and  memoirs 
still  chiefly  emanating  from  the  French  school,  rapidly  multi- 
plied ;  proving  that  it  was  only  necessary  to  look  for  examples 
of  this  hitherto  unknown  affection  with  intelligence,  in  order 
to  find  them;  Yigues,  Fenerly,  Aran,  Prost,  Bernutz,  Puech, 
Nonat,  Laborderie,  Laugier,  Yoisin,  Gallard,  Eichet,  Goupil, 
and  Trousseau,  have  all  contributed  important  materials. 

In  England  Tilt  and  West  were  the  first  to  describe  the 
affection.  McClintock  has  given  the  best  original  account  in 
the  English  language.*  He  had  published  a  case  in  the 
"Dublin  Hospital  Gazette >\  in  1860.  In  1861  Dr.  Madge 
communicated  to  the  Obstetrical  Society  a  very  complete  report 
of  a  case,  illustrated  by  figures,  representing  the  conditions 
found  on  dissection,  and  commented  by  a  valuable  review  of 
the  subject.  Dr.  Tuckwell,  in  1863,  published  an  important 
memoir,  entitled  "  On  Effusions  of  Blood  in  the  Neighbourhood 
of  the  Uterus."  This  contains  an  excellent  historical  sketch, 
a  tabular  view  of  ninety-eight  cases  collected  from  various 
sources,  and  histories  of  some  original  cases  not  before  pub- 
lished. 

In  Germany  contributions  have  been  accumulating  since 
1859.  C.  R.  Braun,  Alfred  Hegar,  Siixinger,  Seyfert, 
Olshausen,  and  others  have  added  materially  to  the  casuistical 
history  of  the  subject. 

Bernutz  claims  to  have  been  the  first  to  demonstrate  by 
post-mortem  examination  the  position  and  relation  that  these 
tumours  hold  to  the  uterus.  He  was  the  first  to  maintain  that 
many  cases  directly  depended  upon  retention  of  menstrual 
blood. 

The  seat  of  the  blood-tumour. — The  term  "perimetric 
hematocele "  is  used  to  define  the  state  of  tumour  formed 
by  effusion  of  blood  in  the  neighbourhood  of  the  uterus.  It 
is  more  comprehensive  than  "  retro-uterine  hematocele,"  which 
strictly  means  a  blood-tumour  behind  the  uterus.  This  latter 
term  is  correct  as  far  as  it  goes.  It  would  be  altogether 
correct  if  it  expressed  the  whole  truth ;  that  is,  if  blood- 
effusions  were  not  liable  to  occur  elsewhere  than  behind  the 
uterus.  But  blood- effusions  do  occur  in  other  relations  to  the 
uterus.  To  admit  these  into  a  general  definition  we  want  the 
term  perimetric  or  peri-uterine  hematocele;  or  perhaps  the 
term  "  pelvic  hematocele,"  proposed  by  Dr.  McClintock,  being 
more  comprehensive,  is  better  still. 

If  we  start  from  the  arbitrary  definition  which  some  have 


*  "Diseases  of  Women,"  1863. 
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proposed,  namely,  to  restrict  the  term  hsematocele  to  blood- 
effusions  into  the  peritoneal  cavity,  it  would  almost  necessarily 
follow  that  the  adjective,  retro-uterine,  is  the  proper  and  only 
one  to  employ.  For,  if  blood  be  poured  out  into  the  peritoneal 
cavity  in  the  neighbourhood  of  the  pelvis,  it  must  gravitate  to 
the  retro-uterine  pouch,  which  is  the  lowest  part  of  the  general 
cavity.  The  ante-uterine  or  utero-vesical  pouch  is  so  shallow, 
and  is  so  liable  to  disturbance  or  obliteration,  by  the  filling  and 
rising  of  the  bladder,  that  lodgment  of  fluid  blood  in  this 
position  is  rarely  possible.  If  a  little  blood  were  to  find  its 
way  into  this  pouch  it  would  probably  soon  be  dislodged,  and 
made  to  run  over  the  fundus  of  the  uterus  and  the  upper  edge 
of  the  broad  ligaments  into  the  pouch  behind.  Moreover,  the 
most  frequent  sources  of  effused  blood  are  the  ovary  and  the 
extremity  of  the  Fallopian  tubes,  and  these  parts  being  in  the 
posterior  wing  of  the  broad  ligament,  blood  from  them  naturally 
falls  direct  into  the  posterior  pouch.  Intra-peritoneal  effusions 
then  are  almost  always  retro-uterine. 

But  is  this  all  we  have  to  consider?  Are  there  no  other 
blood- effusions  ?  Adhering  to  the  cardinal  principle  of  this 
work,  that  of  making  scientific  pathology  subsidiary  to  clinical 
book,  I  have  determined  to  bring  together  all  the  blood- 
effusions  which  may  take  place  in  the  neighbourhood  of  the 
uterus ;  and  then  to  proceed  to  analyze  or  differentiate  them 
as  best  we  can  by  the  aid  of  the  history  and  symptoms  of 
individual  cases  and  of  general  experience  and  pathological 
knowledge.  It  is  only  in  this  way  that  we  can  usefully  in- 
vestigate any  given  case.  We  may  not  know,  in  the  first 
instance,  what  the  source  of  the  bleeding  may  be,  or  the  par- 
ticular nature  of  the  lesion  which  led  to  it.  That  is  a  problem  to 
be  solved  by  clinical  investigation.  In  a  memoir  on  this  subject  * 
I  distributed  in  groups  all  the  cases  I  had  met  with  which  were 
characterized  by  the  escape  of  blood  in  considerable  quantity 
into  the  pelvic  peritoneum.  Some  of  these  groups  included 
cases  which  those  who  look  at  the  subject  from  a  rigorous 
systematic  point  of  view  refuse  to  recognise  as  legitimate 
examples  of  retro-uterine  hsematocele.  But  the  objection,  I 
submit,  is  critical,  not  practical.  It  seems  unreasonable  to 
contend  that  a  case  of  rupture  of  the  uterus,  or  of  an  extra- 
uterine gestation-saC,  one  of  the  almost  certain  effects  of  which 
is  effusion  of  blood  into  the  peritoneum,  is  not  a  case  of 
retro-uterine  hsematocele.  It  is  quite  arbitrary  to  restrict  the 
term  to  effusions  of  blood  the  result  of  one  particular  cause ; 
for  example,  rupture  of  ovarian  vessels.  In  no  case  is  the 
outpoured  blood  the  disease.  It  is  only  a  consequence  of  some 
lesion  or  injury.    In  some  cases  the  more  immediately  serious 

*  St.  Thomas's  Hospital  Reports. 
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symptoms  are  due  to  the  shock  of  the  injury;  in  others  to 
the  loss  of  blood  and  the  attendant  shock.  This  difference  is 
an  accident,  of  clinical  importance,  it  is  true,  hut  still  not 
such  a  difference  as  to  dictate  absolute  separation  of  the  cases 
possessing  so  important  a  common  feature  as  haemorrhage. 

In  all  the  cases  the  haemorrhage,  sooner  or  later,  is  a  serious 
element.  In  all  haemorrhage  plays  an  important  part.  First, 
by  the  shock  caused  by  the  sudden  impression  of  the  out- 
poured blood  upon  the  peritoneum ;  secondly,  by  the  loss  of 
blood  ;  thirdly,  by  the  consequent  peritonitis.  The  patient 
may  be  destroyed  by  the  shock  alone,  or  by  the  shock  com- 
bined with  the  loss  of  blood,  before  there  is  time  for  inflam- 
mation to  arise.  This  is  to  say,  that  in  those  most  formidable 
cases,  as  of  rupture  of  the  uterus,  or  of  an  extra-uterine  gesta- 
tion-sac, life  may  be  extinguished  before  a  hematocele,  pro- 
perly speaking,  is  formed.  But  this  is  no  more  than  is  true  of 
those  usually  less  fulminating  cases,  in  which  the  blood  proceeds 
from  burst  ovarian  vessels.  In  these  cases  sometimes  the  shock 
and  bleeding  kill  before  a  tumour  can  be  formed  by  the  segre- 
gation of  the  blood  by  inflammatory  effusions.  In  all  there 
are  common  features  which  bind  them  together  as  members  of 
one  clinical  family. 

Putting  aside  then  for  the  present  all  pathogenic  theories,  we 
shall  find  that  the  cases  of  perimetric  haemorrhage  may  be 
arranged  as  follows  : — 


A. 


B. 


Intra-perito-  < 
neal  (retro 
uterine) . 


Extraperito- 
neal. 


I.  Non-encysted 
(cataclysmic) . 


II. 


Encysted  (pe- 
ritonitic) . 


1.  Eupture  of  uterus. 

2.  „     of  tubal-cyst. 

3.  „      of  ovary. 

4.  „      of  sub- ovarian 

vessels. 

1.  Menstrual. 

2.  Abortion. 


I.  In  the  broad  ligaments. 

II.  In  cellular  tissue  between  cervix  uteri 

and  bladder. 

III.  Jn  cellular  tissue  between  uterus  and 

rectum. 


I  do  not  pretend  that  this  is  a  rigorously  exact  classification. 
Haemorrhage  from  rupture  of  an  extra-uterine  gestation- sac 
may  become  encysted  ;  haemorrhage  from  menstrual  deviation 
may  be  cataclysmic.  But  if  we  regard  the  arrangement  simply 
as  a  framework  for  description,  it  will  be  found  useful  in  aiding 
to  obtain  a  clear  knowledge  of  the  subject. 

When  blood  is  rapidly  poured  out  in  large  quantities  into 
the  peritoneal  cavity  the  shock  and  loss  of  blood  alone,  as  we 
have  seen,  may  kill.   No  opportunity  is  given  for  the  establish- 
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ment  of  the  conservative  process  of  inflammation  which,  by- 
segregating  the  blood  in  one  mass  in  one  compartment  of  the 
peritoneum,  limits  both  the  quantity  of  blood  effused  and  the 
area  of  irritation,  and  hence  the  extent  of  shock.  In  such  a 
case  the  haemorrhage  is  said  to  be  "  non-encysted."  Looking 
at  the  terrible  suddenness  and  severity  of  the  blow  struck  at  the 
vital  powers,  I  have  called  these  cases  "  cataclysmic." 

The  most  common  causes  of  the  effusion  in  these  non- 
encysted  or  cataclysmic  cases  are  rupture  of  the  uterus  gravid 
or  not  gravid,  rupture  of  a  tubal  gestation-cyst,  rupture  of  a 
diseased  ovary,  or  of  a  varix  of  the  pampiniform  plexus. 

But  in  some  cases  where  the  haemorrhage  is  due  to  one  of 
these  causes  the  blood  does  become  encysted.  The  course  they 
run  resembles  closely  that  run  by  the  cases  of  the  second  order 
in  which  the  source  of  the  blood  is  the  gorged  vessels  of  the 
ovary,  or  the  Fallopian  tubes  during  menstruation  or  abortion. 
And  even  in  some  of  these  latter  cases  the  blood  is  poured  out 
so  rapidly  that  it  does  not  become  encysted.  These  too  may  be 
cataclysmic. 

Instances  of  encysted  hematocele  resulting  from  ruptured 
extra-uterine  gestation-sacs  are  reported  by  Yoisin,  Aran,  and 
myself,  and  many  others. 

Nor  can  the  extra-peritoneal  cases  be  on  sound  clinical  or 
pathological  grounds  separated  from  the  intra-peritoneal  cases. 
If  we  base  our  classification  or  definition  on  origin,  we  shall 
find  that  some  of  the  same  causes  which  lead  to  blood-effusions 
into  the  peritoneum  may  lead  to  blood-effusions  outside  the 
peritoneum  into  the  perimetric  cellular  tissue.  And  more 
than  this,  we  shall  find  cases  in  which  the  blood  being  first 
effused  into  the  cellular  tissue  has  burst  its  way  through  the 
peritoneum  into  the  peritoneal  cavity  ;  thus  breaking  down  the 
arbitrary  barrier  which  theory  had  placed  between  the  two 
orders  of  cases. 

We  see  then  from  this  statement  that  the  perimetric  blood- 
effusions  are  brought  into  close  pathological  and  clinical  rela- 
tionship with  the  so-called  "thrombus,"  or  blood-effusion  in 
the  peri-uterine  cellular  tissue.  It  is  this  relationship  which 
justifies  the  term  "  Pelvic  Hematocele,"  proposed  by  Dr. 
McClintock.  It  is  true  some  authors  of  deserved  repute  would 
exclude  all  but  intra-peritoneal  effusions.  The  objection  to  rank- 
ing extra-peritoneal  effusions  along  with  intra-peritoneal  effu- 
sions has  been  insisted  upon  by  Yoisin  and  Bernutz.  The  latter 
author,  justly  celebrated  for  the  precision  of  his  researches, 
contends  that  the  extra-peritoneal  effusions  are  thrombi,  and 
only  result  from  labour.  But  the  objection  of  Aran  is  more 
pointed,  as  being  based  on  a  clinical  distinction.  This  excellent 
author  affirms  that  there  are  no  sub-peritoneal  perimetric 
blood-tumours  at  all  important  in  size,  so  as  to  come  into  con- 
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sideration.  They  cannot  become  large  because  they  are  limited 
within  the  cellulo-fibrons  layer  covered  in  by  the  peritoneum. 
To  this  it  may  be  answered  that  intra-peritoneal  retro-uterine 
effusions  are  not  always  very  large  ;  and  that  small  tumours  of 
this  description  may  be  equalled  in  size  by  some  extra-peritoneal 
ones.  And  Huguier,  Nonat,  Bobert,  Becquerel,  Verneuil, 
Prost,  all  maintain  that  hematocele  may  be  extra-peritoneal. 
In  some  extra-peritoneal  cases,  Nonat  says,  the  tumour  is 
nearer  the  anus.  Prost  relates  two  well- authenticated  cases,  in 
one  of  which  the  blood  was  effused  between  the  layers  of  the 
broad  ligament,  and  in  the  other  it  occupied  the  connective  tissue 
behind  the  uterus.  Tuckwell  cites  Becquerel  as  relating  a  case 
in  which  more  than  two  pounds  of  blood  were  found  outside 
the  peritoneum,  the  blood  having  dissected  its  way  between  the 
different  organs,  and  displaced  them  all.  A  specimen,  pre- 
sently to  be  described,  in  Bartholomew's  Museum,  seems  a 
clear  example  of  large  extra-peritoneal  hematocele. 

If  we  look  to  the  source  of  some  intra-peritoneal  effusions, 
we  cannot  fail  to  see  that  the  effusion  into  the  peritoneum  is 
accidental,  that  the  blood  would  be  quite  as  likely  to  make  for 
itself  a  sac  in  the  cellular  tissue  of  the  broad  ligaments.  For 
example,  a  varix  or  the  dilated  pampiniform  plexus  may  be 
suposed  to  give  way  without  rupturing  the  peritoneum,  the 
blood  finding  a  lodgment  by  separating  the  peritoneal  invest- 
ments of  the  broad  ligament. 

Olshausen  (Arch,  fur  Gynakol.,  1870)  relates  a  case  of  sub- 
peritoneal ante-uterine  catamenial  hematocele  following  on 
acute  dysmenorrhea  a.  Fever,  absorption,  and  recovery  ensued. 
The  anterior  lip  of  the  os  uteri  was  short,  whilst  the  anterior 
vaginal  roof  was  driven  backwards  by  a  tumour  of  half-soft 
consistence. 

I  have  seen  two  cases  which  I  believed  were  examples  of 
ante- uterine  hematocele,  probably  extra-peritoneal,  since  they 
corresponded  in  relations  to  the  thrombus  which  forms  in  front 
of  the  uterine  neck  during  labour.  Both  cases  came  under  my 
observation  in  the  chronic  stage  ;  in  both  there  was  a  firm 
tumour,  the  size  of  a  small  orange,  in  front  of  the  uterus, 
throwing  the  fundus  uteri  backwards.  The  diagnosis  was  con- 
firmed by  the  gradual  complete  disappearance  of  the  tumour, 
without  any  signs  of  rupture  or  suppuration.  These  cases  meet 
the  objection  of  Aran  that  extra-peritoneal  blood-tumours  can- 
not be  large  enough  to  enter  into  clinical  consideration.  Pro- 
fessor Gr.  Braun  relates  (Wien.  Med.  Wochenschr,  1872)  a  case — 
he  thinks  the  only  one — in  which  ante-uterine  intra-peritoneal 
hematocele  was  diagnosed  during  life.  A  married  woman, 
aged  thirty-five,  had  a  smooth  elastic  swelling  in  front  of  the 
uterus.  Dieulafoy's  trocar  gave  issue  to  a  pint  of  clark-red 
blood.    Collapse  and  death  followed.    A  sac,  the  size  of  a  foetal 
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head,  was  found  in  the  left  side  of  the  pelvis,  in  front  of  the 
uterus.    There  was  also  peritonitis. 

Tuckwell  found  in  the  synopsis  of  cases  made  by  him  that 
the  blood  was  found  to  be  intra-peritoneal  in  thirty-eight  out  of 
forty-one  post-mortem  examinations  ;  that  in  twenty-six  of  the 
thirty-eight  it  was  diffused,  and  in  twelve  circumscribed,  and 
limited  to  the  retro-uterine  cul-de-sac. 

We  are  then  drawn  to  the  conclusion  that  there  are  cases  of 
both  kinds ;  but  that  the  intra-peritoneal  blood-effusions  are  by  far 
the  most  common,  apart  at  any  rate  from  pregnancy  and  labour. 

Perimetric  haemorrhage  may  occur  in  the  pregnant  state 
and  in  the  non-pregnant  state ;  and  in  either  case  the  effusion 
may  be  intra-peritoneal  or  extra-peritoneal.  It  does  not  fall 
within  the  scope  of  this  work  to  describe  the  accidents  of  the 
pregnant  state.  But  some  of  the  conditions  of  uterine  preg- 
nancy, and  more  especially  those  of  abnormal  pregnancy,  are 
so  connected  with  the  history  and  diagnosis  of  perimetric 
hsematocele  that  no  complete  idea  can  be  formed  of  the  subject, 
if  we  exclude  the  blood-effusions  of  pregnancy  from  the  dis- 
cussion. An  all-sufficient  reason  for  taking  these  into  account 
is  that  in  many  instances  we  cannot  Jmow  at  the  time  of  the 
accident  what  the  source  of  the  haemorrhage  is,  or  whether  the 
subject  is  pregnant  or  not, 

The  pathology  of  intra-peritoneal  hsematocele  is  well  illus- 
trated in  the  following  cases.  Olshausen  relates  *  the  case  of  a 
woman,  aged  twenty-five,  who  was  delivered  in  March,  1863, 
of  her  first  child.  Menstruation  returned  regularly  until  the 
middle  of  September.  In  the  middle  of  October  it  returned 
too  early,  and  with  repeated  pain  in  the  belly,  and  vomiting. 
Thenceforward  metrorrhagia  lasted  for"  seven  weeks.  She 
walked  into  the  physician's  room.  There  was  frequent  desire 
to  micturate.  In  the  median  line  of  the  abdomen  was  a 
ball-shaped,  somewhat  painful  tumour,  the  size  of  a  gravid 
uterus  at  three  months.  The  os  uteri  was  driven  against  the 
symphysis  pubis  ;  behind  it  was  a  ball-shaped,  slightly  pain- 
ful elastic  swelling,  filling  the  hollow  of  the  sacrum.  The 
tumour  became  less  in  bulk,  and  harder.  She  died  in  J une, 
1864,  of  typhus.  At  the  autopsy  adhesions  were  found  in 
Douglas's  space,  especially  behind  the  broad  ligaments.  A 
membrane  extended  from  the  point  of  insertion  of  the  left  broad 
ligament  to  the  cervix  uteri  backwards  to  the  rectum,  dividing 
off  a  small  portion  of  the  retro-uterine  pouch  ;  in  this  a  small 
coagulum  remained,  containing  fluid  in  its  centre.  It  lay  quite 
free.  The  space  showed  a  remarkable  pigmentation  abruptly 
terminating  above,  yellow  and  black  in  the  tissue  of  the  peri- 
toneum.   Both  ovaries  adhered  to  the  uterus. 


*  Archiv  fur  Gynakologie,  1870. 
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The  anatomical  illustrations  in  the  London  museums  are 
few.  Amongst  the  most  striking  is  one  in  St.  Thomas's,  a 
representation  of  which  is  given  in  Fig.  101,  p.  595. 

There  is  a  very  interesting  specimen  in  Guy's  Museum  (Fig, 
100).  It  is  not  described  in  the  catalogue.  It  shows  the 
remains  of  a  blood-cyst,  h,  h,"  behind  the  uterus  in  Douglas's 
pouch.  The  peritoneal  surface  is  roughened  by  inflammatory 
deposits  tinged  with  blood-debris. 


Fig.  100.— (From  Guy's  Museum,  half -size.) 

REMAINS  OF  A  RETRO-UTERINE  H HEMATOCELE. 

o  The  right  ovary  laid  open,   h,  h.  The  roughened  peritoneum  of  Douglas's  pouch,  which 
formed  the  anterior  wall  of  the  sac  of  the  hematocele. 

There  is  a  specimen  in  Bartholomew's  Museum  of  special 
interest  (No.  31.36)  thus  described: 

"  Uterus  and  appendages.  Between  the  layers  of  the  right 
broad  ligament  is  a  globular  cyst,  about  as  big  as  a  walnut, 
whose  walls  in  the  recent  state  were  seen  to  be  formed  by  the 
separated  layers  of  the  ligament,  and  whose  cavity  was  filled 
with  quite  recent  blood  coagula.  On  the  anterior  aspect  of 
the  cyst  were  two  small,  recently  formed  irregular  openings. 

"  From  a  patient,  aged  twenty-five,  who,  while  in  the  hospital 
for  treatment  of  warts  on  the  vulva,  was  suddenly  attacked 
with  symptoms  of  internal  haemorrhage,  and  died  in  twelve 
hours.  Post-mortem  :  The  cavity  of  the  peritoneum  contained 
five  pints  of  recently  shed  blood,  loosely  coagulated ;  and  dark 
fluid  blood  oozed  slowly  from  the  openings  in  the  cyst  above 
described.  The  interior  of  the  uterus,  along  with  all  the  other 
parts  of  the  body,  was  very  pale.    Careful  examination  failed 
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to  discover  the  source  of  the  haemorrhage.  No  evidence  of 
extra-uterine  pregnancy,  no  ruptured  vessel  was  discovered. 
It  is  uncertain  whether  the  patient  was  menstruating  at  the 
time  of  the  attack." 

The  nature  of  the  cyst  in  the  broad  ligament  is  not  clear. 
Was  it  a  simple  cyst,  such  as  is  not  unfrequently  seen  in  this 
situation  ?  If  so,  how  can  we  account  for  its  becoming  filled 
with  blood  ?  Is  it  a  true  extra-peritoneal  haematocele, 
resulting  from  rupture  of  a  vessel  in  the  broad  ligament,  the 
sac  subsequently  burstingj  and  giving  rise  to  a  cataclysmic 
intra-peritoneal  effusion?  This  seems  to  be  the  more  pro- 
bable conjecture.  At  any  rate,  the  specimen  gives  anatomical 
demonstration  of  the  possible  existence  of  extra-peritoneal 
hsematocele. 

The  following  case  from  Olshausen  affords  distinct  evidence 
of  the  genesis  and  nature  of  the  affection.  Atresia  of  the 
vagina  after  typhus ;  hoematometra  and  hsematocele ;  death  by 
peritonitis ;  regurgitation  of  blood  through  the  tubes.  When 
the  subject  came  under  treatment  fluctuation  was  felt  by 
rectum.  Puncture  made  by  rectum  let  out  a  little  thick  blood. 
Two  days  later  at  stool  a  larger  quantity  was  voided.  Perito- 
nitis and  death  quickly  followed.  On  dissection  diffuse  perito- 
nitis, with  copious  purulent  exsudation,  was  found.  Blood- 
remains  were  seen  in  Douglas's  pouch.  The  uterus  was  much 
enlarged ;  its  cavity  empty.  Both  tubes  were  much  dilated, 
darkly  pigmented  inside,  chiefly  towards  the  uterine  ends. 
Both  ostia  uterina  allowed  a  sound  to  pass  easily.  The  left 
ovary  contained  several  small  cavities  filled  with  blood;  it 
adhered  to  the  uterus. 

Dr.  Jungel  told  Dr.  Ferber  that  in  about  3,000  minute 
dissections  of  women  he  had  never  found  hsematocele  or 
remains.  On  the  other  hand,  obvious  remains  of  pelvi-peri- 
tonitis,  and  of  slight  pigmentation  of  Douglas's  pouch  were 
very  frequent.  In  puellis  pub  lids  pelvi-peritonitis  of  old  or 
recent  date  was  always  found,  but  never  hsematocele. 

Since  pigmentation  is  probably  the  residuum  of  blood,  the 
presumption  is  that  small  hsematoceles  are  not  unfrequent.  It 
is  certain  that  adhesions  often  disappear  so  as  to  leave  scarcely 
a  trace  behind. 

Heurtaux  describes  the  following  contents  of  a  hematocele  : — 
1.  Droplets  like  oil  of  a  brown-yellow  colour;  2.  Spherical 
cells  entire  or  reduced  to  fragments,  abounding  in  adipose 
nucleoli ;  3.  Amorphous  fragments  of  hsematoidine ;  4.  Qua- 
drilateral crystals,  resembling  ammonio-magnesian  phosphates ; 
5.  Some  blood-globules,  well  coloured ;  6.  An  extraordinary 
quantity  of  blackish  corpuscles,  of  various  forms,  resulting  from 
the  alteration  of  the  colouring  matter  of  blood.  Dr.  Madge 
describes  the  contents  in  his  case  as  consisting  of  blood-cor- 
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puscles,  some  perfect,  others  undergoing  various  degrees  of 
change ;  also  pus-globules  and  little  black  and  yellow  masses, 
some  of  them  assuming  a  crystalline  form  ;  the  chief  part,  how- 
ever, was  made  up  of  undefinable  debris  of  blood,  fibrine,  and 
pus. 

The  sources  of  the  blood- effusions. — The  seat  of  the  blood- 
effusion  being  not  constant,  it  almost  necessarily  follows  that 
the  source  is  not  constant.  I  propose  to  enumerate  the  various 
sources  to  which  the  haemorrhage  has  been  traced.  This  review 
will  throw  considerable  light  upon  the  subject.  In  the  first 
place,  we  may  state  generally  that  blood  may  be  poured  out 
from  the  ovaries,  the  Fallopian  tubes,  the  uterus,  and  from  the 
broad  ligaments  ;  in  the  second  place,  it  may  proceed  from  an 
extra-uterine  gestation-sac,  ovarian,  tubal,  or  abdominal ;  in 
the  third  place,  it  may  proceed  from  lesion  of  some  abdominal 
structure,  as  aneurism  of  the  aorta,  or  of  the  mesenteric  arteries. 

Group  7.— In  ordinary  uterine  pregnancy  the  uterus  may 
rupture  at  any  time.  H.  Cooper  *  relates  a  case  of  rupture  of 
the  gravid  womb  in  the  third  month.  At  subsequent  periods 
rupture  becomes  progressively  more  frequent.  In  almost  all,  if 
not  in  all,  cases  of  rupture  during  pregnancy,  the  rent  is  through 
the  body  of  the  uterus  ;  and  therefore  the  blood  escapes  into 
the  peritoneal  cavity,  the  ovum  or  embryo  being  either  retained 
in  the  uterus  or  expelled  into  the  peritoneum.  In  the  first 
case,  there  is  strictly  intra-peritoneal  haemorrhage.  In  the 
second,  there  is  intra-peritoneal  haemorrhage,  complicated  with 
the  presence  of  the  embryo  and  ovum.  In  either  case  the 
blood  may  or  may  not  coagulate,  and  become  encysted.  The 
more  likely  event  is  that  it  will  not  become  encysted,  but  that 
the  patient  will  die  of  the  shock. 

The  blood  rarely  coagulates  more  than  partially  ;  remaining 
liquid,  it  is  diffused  over  the  intestines,  only  a  portion  being 
able  to  settle  in  the  pelvic  cavity  ;  the  conservative  peritonitis 
which  under  more  favourable  circumstances  secludes  the  blood 
in  the  pelvic  region  by  plastic  effusions  cannot  take  place.  It 
does  not,  in  technical  language,  become  "  encysted."  It  there- 
fore does  not  form  a  tumour  :  it  is  not  a  "  hematocele. "  It 
is  the  most  severe  form  of  intra-peritoneal  haemorrhage,  re- 
sembling the  bursting  of  an  aneurism.  It  is  a  cataclysm  of 
blood,  not  a  slow  or  gradual  effusion.  In  this  respect,  but 
differing  in  some  of  its  symptoms,  cases  of  rupture  of  the  gravid 
uterus  resemble  those  in  the  next  group,  in  which  the  cyst  of 
an  extra-uterine  gestation  bursts. 

Group  II. — In  abnormal  or  ectopic  pregnancy \  rupture  of  the 
fruit-sac  is  a  still  more  frequent  issue  ;  and  this  at  so  early  a 
period  that  the  existence  of  pregnancy  may  be  unsuspected  or 


*  British  Medical  Journal,  1850. 
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doubtful.  This  subject  has  been  treated  of  in  some  detail  in  a 
special  chapter.  It  is  only  necessary  here  to  call  to  mind, 
1st,  that  the  bursting  of  an  abnormal  fruit-sac  is  often  pre- 
ceded by  metrorrhagia,  resembling  in  this  respect  the  more 
typical  cases  of  intra-peritoneal  haemorrhage,  in  which  the 
blood  flows  from  the  ovary  or  Fallopian  tube ;  2ndly,  that  the 
severity  of  the  injury,  the  quantity  of  the  blood  effused,  and 
the  rapidity  with  which  it  is  poured  out,  induce  such  a  degree 
of  shock  that  the  blood  rarely  becomes  coagulated  and  en- 
cysted, so  that  the  case,  like  that  of  rupture  of  the  gravid 
uterus,  is  "  cataclysmic."  Still  in  some  cases  there  is  reason  to 
believe  that  the  blood  may  coagulate,  become  surrounded  by 
plastic  effusions,  and  constitute  a  true  hsematocele. 

The  following  case,  in  which  the  diagnosis  was  verified  by 
post-mortem  examination,  shows  the  possibility  of  a  true  hema- 
tocele forming  as  the  result  of  rupture  of  a  tubal  gestation- 
cyst  : — 


Fallopian  Gestation — Pelvic  Hcematocele — Death — Autopsy. 

On  the  28th  November,  1867,  I  went  to  Sheerness  to  meet 
Mr.  Swales  and  Mr.  Jaap,  of  Sheerness,  and  Dr.  Jardine,  of 
Chatham,  in  the  case  of  Mrs.  J — - — .  About  a  month  ago,  being 
presumed  to  be  two  months  pregnant,  she  was  taken  with 
abdominal  pain  and  flooding,  but  got  better.  On  the  26th 
November,  being  out  at  dinner,  she  was  seized  with  acute 
abdominal  pain,  prostration,  and  was  with  difficulty  got  home. 
The  following  day  she  was  much  worse  :  vomiting,  hiccough, 
tympanitis  ;  urine  not  retained ;  had  calomel  and  mercurial 
inunction. 

28th. — Pulse  150 ;  constant  vomiting  and  hiccough ;  great 
depression.  The  case  had  at  first  been  taken  for  retroversion 
of  the  uterus,  as  the  os  was  near  the  pubes,  and  low  down,  and 
a  swelling  was  felt  behind  the  os,  simulating  the  body  of  the 
uterus.  I  passed  a  catheter  into  the  bladder ;  there  was  no 
obstruction.  Per  rectum  :  the  cavity  of  the  sacrum  tolerably 
free,  but  there  is  a  firm  swelling  in  the  roof:  this  swelling  was 
also  felt  by  the  vagina ;  the  os  was  open,  admitting  the  tip  of 
the  finger,  it  was  pointing  downwards.  The  sound  curved 
enters  nearly  an  inch  beyond  the  normal  length  in  a  forward 
direction,  over  the  symphysis :  the  swelling  behind  is,  therefore, 
not  the  uterus.  The  uterus  is  fixed  rather  low  in  the  pelvis, 
and  driven  forwards  by  the  mass  behind. 

Diagnosis :  retro-uterine  hematocele. 

Treatment :  opiate  enemata. 

The  sickness  and  pain  abated  somewhat,  but  otherwise  there 
was  no  amendment.    The  patient  died  under  the  shock  and 
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loss  of  blood  on  the  30th.  Mr.  Jaap  wrote  to  inform  me  that 
a  "  post-mortem  was  performed  on  the  2nd  December  by  Mr. 
Swales,  assisted  by  the  staff- surgeon  of  the  dockyard  and  Mr. 
Keddell.  It  must  be  a  melancholy  source  of  gratification  to 
you  to  know  that  your  diagnosis  was  verified  in  every  iota." 
Mr.  Swales,  some  time  after,  communicated  the  following — an 
accidental  injury  he  had  sustained  prevented  him  from  making 
the  minute  examination  he  wished  : — "  The  body  was  com- 
pletely blanched ;  I  was  shown  what  was  called  an  adhesion 
between  the  left  Fallopian  tube  and  the  intestines  which  had 
been  cut  away ;  it  certainly  was  not  an  adhesion,  the  product 
of  peritonitis,  about  the  thickness  of  the  thumb  ;  it  was  more 
like  half-organized  fibrin ;  the  Fallopian  tube  had  been  rup- 
tured, in  my  opinion,  at  the  point  to  which  this  so-called 
adhesion  had  been  attached ;  the  uterus  was  very  pale,  enlarged ; 
all  the  other  organs  healthy  ;  an  immense  amount  of  coagulated 
blood  was  packed  in  among,  and  almost  covering  the  uterus 
and  other  pelvic  contents,  besides  which  there  was  a  large 
quantity  of  serum.  No  ovum  was  found.  I  formed  the 
opinion  that  it  was  a  case  of  arrested  ovum  in  the  Fallopian 
tube  which  had  escaped  into  the  peritoneum  ;  but  that  she 
died  more  from  the  internal  haemorrhage  than  from  inflam- 
mation. " 

Here,  as  in  many  cases  of  rupture  of  an  extra-uterine  foetal 
cyst,  there  were  two  distinct  attacks  of  pain  and  shock,  the 
first  one  slighter,  and  giving  hopes  of  recovery ;  the  second 
crushing  and  fatal. 

Another  case  is  quoted  further  on  from  Matthews  Duncan. 

Group  III.  Rupture  of  diseased  ovaries. — This  appears  to  be  a 
very  frequent  source  of  the  severer  forms  of  intra-peritoneal 
haemorrhage.  Cystic  ovaries  of  all  sizes  may  rupture.  In 
some  cases  the  fluid  effused  in  chief  proportion  is  that  proper 
to  the  cysts,  the  amount  of  blood  being  inconsiderable.  In 
other  cases,  the  large  vessels  in  the  walls  of  the  cysts  may  be 
torn,  so  that  liaemorrhage  may  be  great.  In  yet  other  cases, 
there  may  escape  both  blood  in  considerable  quantity,  and 
viscid  or  puriform  matter  from  the  cysts.  In  the  latter  cases, 
the  blood  effused  being  mixed  with  a  peculiarly  irritating  fluid, 
peritonitis  is  sure  to  ensue  if  the  patient  survives  the  first  shock 
of  the  injury.  This  peritonitis  naturally  tends  to  segregate 
the  effused  matters ;  but  the  segregation  is  rarely  so  complete 
as  in  cases  where  blood  alone  is  effused.  The  peritonitis  often 
takes  the  lead  as  the  more  urgent  disease,  and  is  commonly  the 
immediate  cause  of  death. 

Rokitansky  describes  as  one  source  of  the  blood  in  hema- 
tocele the  bursting  of  cysts  of  the  ovary  formed  of  distended 
follicles  into  which  blood  has  been  extravasated. 

In  those  cases  where  the  blood-effusion  predominates,  the 
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symptoms  and  consequences  resemble  those  of  rupture  of  tubal 
gestation-cysts.  There  is  at  first  preponderance  of  shock  over 
anaemia;  and  the  encystment  of  the  blood  is  rarely  complete. 
But  in  a  case  which  came  under  my  care  in  St.  Thomas's 
Hospital,  and  which  I  have  related  in  detail  in  the  memoir 
above  referred  to,  complete  encystment  did  take  place.  It 
thus  connects  the  series  very  distinctly  with  the  classical  retro- 
uterine hsematocele. 

As  the  case  is  made  complete  by  a  post-mortem  examination, 
and  is  illustrated  by  the  preparation  preserved  in  our  museum, 
and  by  a  diagram,  I  think  it  desirable  to  reproduce  it. 

Retro-uterine  H&matocele  from  Rupture  of  a  Diseased  Ovary — 
Puncture — Death — Autopsy. 

Reported  by  Mr.  Seaton,  Resident  Accoucheur. 

M.  A.  C,  aged  thirty-six,  married,  having  eight  children, 
was  admitted  into  St.  Thomas's  Hospital,  June  13th,  1870, 
under  Dr.  Barnes.  She  had  been  attending  as  an  out-patient, 
and  as  she  had  had  some  difficulty  in  passing  her  water  he 
deemed  it  advisable  to  take  her  in. 

The  difficulty  in  micturition  was  found  to  have  lasted  for  about 
three  weeks,  and  it  had  now  become  so  great  as  to  necessitate 
the  employment  of  the  catheter.  On  examination  per  vaginam 
this  retention  was  found  to  be  due  to  a  tumour  occupying  a 
median  position  in  the  posterior  wall  of  the  vagina,  in  feel 
resembling  the  retroverted  gravid  uterus.  The  os  was  high 
behind  the  symphysis ;  the  sound  passed  upwards  and  forwards, 
over  the  symphysis,  showing  that  the  uterus  was  compressed 
bodily  forwards,  and  was  distinct  from  the  tumour. 

The  history  she  gave  was  that  six  months  ago  she  was  taken 
suddenly  with  pain  in  the  stomach  whilst  engaged  in  washing, 
and  that  this  happened  at  a  menstrual  period. 

June  23rd. — Has  had  some  white  discharge  during  the  last 
two  or  three  days. 

Her  general  appearance  is  much  the  same  as  on  admission. 
Her  complexion  is  straw-coloured,  the  eyes  are  sunken  and 
surrounded  by  a  dark  vein.  Pulse  feeble  and  quick  (between 
90  and  100).  Appetite  impaired.  Tongue  pretty  clean.  Is 
very  thin.    Skin  dry. 

June  28th. — As  the  hectic  condition  persisted,  indicating  that 
the  blood-poisoning  was  progressive,  Dr.  Barnes  punctured  the 
tumour,  which  was  now  distinctly  fluctuating.  A  fine  trocar 
and  canula  was  thrust  into  the  most  depending  part  of  the 
tumour.  However,  on  withdrawing  the  trocar  nothing  came. 
Dr.  Barnes,  thinking  that  he  had  not  put  it  in  far  enough, 
punctured  again,  and  this  time  there  flowed  away  about  two 
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ounces  or  more  of  dark  treacly  fluid,  like  retained  menses. 
The  canula  was  left  in  for  about  an  hour,  pressure  on  the  belly 
being  made  at  the  same  time  by  a  bandage,  but  very  little 
fluid  beyond  the  above-mentioned  quantity  came  away.  After 
the  operation,  on  examining  by  the  rectum,  the  tumour  was 
found  to  have  become  flattened  instead  of  forming  a  bulging 
prominence  as  before. 

29th. — Passed  a  good  night.  No  sickness.  Some  tumefac- 
tion in  the  vagina  yet,  perhaps  more  than  soon  after  the  puncture. 
Pulse  below  100.  *  Vagina  feels  hot.  In  afternoon  pulse  went 
up  to  120,  and  temperature  to  103°. 

30th.— Temperature  104-8°.  Pulse  130.  Mucous  discharge 
by  bowel.  Scalding  micturition.  Tongue  moist.  A  good  deal 
of  tenderness  over  the  belly.    Poultice  ordered. 

July  1st. — Pulse  125.  Temperature  104°.  Great  pain  in 
belly.    Vomiting.    Bowels  not  open. 

2nd  .—Pulse  135,  very  feeble.  Temperature  103'6°.  Trouble- 
some vomiting.  Enema  returned  without  stool.  Has  passed 
water.  Abdomen  tense.  A  point  of  emphysema  was  felt  in 
tumour  above  the  symphysis,  from  which  Dr.  Barnes  diagnosed 
that  air  had  got  into  the  cyst.  The  outline  of  the  fundus  of 
the  uterus  was  clearly  distinguished  from  the  summit  of  the 
tumour  by  palpation.  Appearance  more  prostrate.  Tongue 
coated  with  brown  fur. 

3rd. — Vomiting  still,  though  not  so  much.  Tongue  still 
coated  with  brown  fur.  Complains  of  great  pain  in  her  belly, 
which  is  a  good  deal  swollen,  without  giving  fluctuation.  Slimy 
discharge.  Pulse,  morning,  130  ;  evening,  135.  Temperature, 
morning,  102*2° ;  evening,  101°. 

4:th. — Signs  of  sinking.  Dark  mark  round  eyes  increased. 
Pulse  very  feeble ;  scarce  countable.  Vomiting  continues.  Belly 
rather  larger.  Bowels  not  thoroughly  open  yet.  Still  same 
slimy  discharge.    Temperature,  101*4°. 

6th. — Vomiting  worse  than  ever,  allowing  very  little  sleep. 
Complained  of  much  pain  to  the  end.    She  sank  at  four  a.m. 

The  autopsy  was  made  on  the  following  day,  and  confirmed 
the  diagnosis.  The  fundus  uteri  was  pushed  forwards  abo^e 
the  symphysis;  behind  it  was  a  tumour,  semi-fluctuating, 
which  was  opened  by  slight  manipulation,  and  then  showed 
masses  of  partly  coagulated,  partly  fluid  blood,  and  some 
bubbles  of  air.  This  blood  was  contained  in  a  cyst,  bounded 
above  by  the  intestines,  in  front  by  the  posterior  wall  of  the 
uterus,  behind  by  the  anterior  wall  of  the  rectum,  and  below 
by  the  floor  of  the  pelvis  and  the  depressed  posterior  wall  of 
the  vagina.  The  cyst  walls  were  formed  by  peritonitic  plastic 
matter.  The  relations  and  extent  of  the  tumour  will  be 
seen  by  the  diagram  (Fig.  101),  which,  with  the  assistance  of 
Mr.  Stewart,  the  curator  of  the  museum,  and  of  Mr.  Denison, 


PELVIC  HEMATOCELE. 


595 


librarian,  I  have  constructed  from  the  preparation  and  my  notes 
of  the  examinations  made  during  life.  No  trace  of  the  right 
ovary  could  be  discovered,  unless  a  smooth  serous-looking  cyst, 
projecting  from  and  opening  widely  into  the  main  cyst,  were 
the  remains  of  it.  At  this  point  was  firmly  adherent  a  clot  of 
blood.  It  seemed  to  be  the  source  of  the  haemorrhage  ;  and  it 
was  concluded  that  the  case  was  one  of  diseased  ovary  which 
had  burst,  discharging  blood  into  the  retro-uterine  pouch, 
probably  gradually  at  different  intervals.  The  course  of  the 
trocar  was  traced  by  small  punctured  wounds  ;  it  penetrated 


Fig.  101— (dr.  barnes.)    St.  Thomas's  Hospital  Museum. 

REPRESENTING  A  RETRO-UTERINE  HEMATOCELE  FROM  A  DISEASED  OVARY. 

u  The  uterus  pushed  forwards,    a.  The  heematocele  filling  the  cavity  of  the  sacrum,  bounded 
above  by  plastic  effusions  and  the  small  intestines. 

the  lower  posterior  wall  of  the  vagina,  then  a  small  duplicature 
of  the  rectum  before  entering  the  cyst.  In  another  case 
which  came  under  my  care,  a  post-mortem  examination  showed 
that  the  source  of  the  blood  was  a  cancerous  ovary.  The  blood 
was  encysted. 

Group  IV.  Effusions  of  blood  into  the  peritoneum  attending 
abortion.— -During  abortion,  if  there  should  be  any  obstruction 
to  the  free  escape  of  the  blood  from  the  os  uteri,  it  seems  not 
improbable  that,  under  the  extreme  tension  of  vessels  from 
increased  turgescence,  escape  may  take  place  by  the  Fallopian 
tubes  into  the  peritoneal  cavity.  These  cases  naturally  follow 
in  order  upon  Group  II.    The  symptoms  are  generally  less 
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Fig.  102.— (dr.  barnes.) 

RETRO-UTERINE  HEMATOCELE. 

v,  the  enlarged  uterus  lifted  up  and  pushed  forwards  by  H,  the  retro-uterine  hematocele. 


Fig.  103.— (dr.  barnes.) 
sectional  view  of  the  tarts. 


The  hematocele  ims  wie  n  -RUMer 

pelvic  cavity,   h.  The  hematocele,   u.  Uterus,   b.  Bladder. 


PELVIC  HEMATOCELE. 


597 


severe  ;  but  they  are  more  severe  than  those  attending  ordinary 
cases  of  impeded  menstrual  function. 

The  following  case  was  very  carefully  observed ;  and  there 
is  no  doubt  on  my  mind  that  it  is  a  good  illustration  of  retro- 
uterine hematocele  following  on  abortion : — 

A bortion — Pelvic  Hematocele — Recovery. 

On  the  19th  October,  1867,  I  met  Mr.  Burton  of  Blackheath 
in  the  case  of  a  lady  aged  forty-two.  She  had  her  last  child 
three  years  ago ;  labour  natural ;  and  Mr.  Burton  ascertained 
that  the  uterus  contracted  well,  all  being  normal.  Since  then 
Mrs.  C.  has  menstruated  regularly,  not  in  excess ;  no  metror- 
rhagia until  July  and  August  last,  when  two  periods  had  been 
missed.  Six  weeks  ago,  when  away  from  home,  she  had  a 
profuse  loss  which  was  taken  to  be  an  abortion.  Since  then 
she  has  suffered  hypogastric  pain,  not  so  severe  as  to  confine 
her  to  bed ;  at  times  there  has  been  difficult  micturition  and 
constipation.  She  has  had  an  attack  of  jaundice,  now  passing 
off ;  no  marked  fever  or  hectic.  A  firm  rounded  tumour  rises 
to  the  umbilicus,  defined  by  touch  and  percussion ;  it  is  con- 
tinuous with  a  firm  swelling  passing  into  the  left  ilium.  The 
os  uteri  is  soft,  a  transverse  slit  compressed  close  behind  or 
rather  above  the  symphysis  pubis  ;  behind  the  cervix  is  a  large 
rounded  firm  but  not  hard  swelling  filling  the  brim  of  the 
pelvis,  and  partly  projecting  into  the  cavity,  depressing  the 
roof  of  the  vagina ;  this  is  also  felt  per  rectum ;  it  is  more 
developed  in  the  right  ilium.  The  sound  gently  curved  passes 
three  and  a-half  inches  to  the  fundus  of  the  uterine  tumour, 
by  directing  the  point  well  forwards  round  the  symphysis 
towards  the  umbilicus.  The  uterus,  therefore,  is  in  front, 
enlarged,  and  is  insulated  from  the  larger  mass  behind  it ;  the 
uterine  neck  is  pushed  forwards  and  upwards  against  the  pubes 
by  the  swelling,  and  the  body  of  the  uterus  is  carried  upwards 
so  that  it  is  lifted  quite  out  of  the  pelvis.  Hence  the  apparent 
large  size  of  the  uterus,  which  seems  to  be  as  great  as  the 
uterus  at  four  months'  gestation. 

Diagnosis  :  retro-uterine  hsematocele  ;  haamorrhage  beginning 
with  abortion.    Prognosis  favourable.    Treatment :  rest. 

December  9th. — Examined  again ;  uterus  still  enlarged,  in 
same  position,  but  not  rising  so  high ;  the  whole  mass,  uterine 
and  retro-uterine,  moveable. 

The  extra-uterine  mass  gradually  disappeared,  the  uterus 
recovered  its  normal  size,  position,  and  mobility. 

The  condition  of  things  is  indicated  in  Figs.  102  and  103, 
constructed  at  the  time  the  case  was  under  observation. 

The  following  is  another  case  in  which  a  discharge  of  blood 
per  rectum  confirmed  the  diagnosis  : — 
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Abortion — Retro-uterine  Hematocele — Recovery. 

On  the  6th  October,  1868,  I  met  Mr.  Grarman,  of  Bow,  in 
the  case  of  Mrs.  C.  B.,  aged  thirty-four,  who  had  had  one  child 
fourteen  years  before.  Has  had  several  abortions.  At  the 
time  of  my  seeing  her  she  seemed  to  have  recently  aborted  ;  the 
uterus  was  three  to  three  and  a-half  inches  long  ;  cervix  patulous  ; 
some  haemorrhage ;  the  sound  penetrated  in  normal  direction. 

November  1st.— We  met  again.  Within  the  last  week  there 
has  been  rapid  increase  of  abdomen  ;  sense  of  weight  and  forcing 
forward  of  womb  upon  the  pubes  ;  pulse  90  ;  no  marked  abdo- 
minal pain,  but  there  is  a  solid  mass  the  shape  of  the  uterus 
rising  to  the  umbilicus  ;  dulness  on  percussion  is  uninterrupted 
from  umbilicus  to  pubes.  Per  vaginam  :  fundus  vaginae  de- 
pressed, the  posterior  wall  bulging  forward  from  pressure  of  a 
semi-elastic  mass  behind  and  above  ;  the  cervix  and  os  uteri 
are  pressed  down  and  forwards  close  to  the  pubes ;  the  os  is 
flattened  to  a  narrow  chink.  The  sound — an  elastic  bougie — 
passes  three  inches  forwards  and  upwards  towards  the  umbilicus. 
Per  rectum  :  a  semi-elastic  rounded  mass  is  felt  filling  the 
hollow  of  the  sacrum. 

Diagnosis  :  pelvic  hematocele  following  abortion.  Treat- 
ment :  rest,  opiates. 

In  February,  1869,  I  received  a  letter  from  Mr.  (xarman 
from  which  the  following  is  an  extract : 

"  Soon  after  your  last  consultation  with  me  Mrs.  B.  passed 
a  large  quantity  of  blood  per  rectum,  which  very  much  relieved 
her.  The  womb  has  gradually  assumed  its  proper  position. 
The  catamenia  appeared  for  the  first  time  ten  days  ago,  and 
lasted  the  usual  time,  five  days,  a  healthy  and  natural  dis- 
charge.   She  is  now  convalescent." 

Group  V.  Menstrual  disturbance  or  difficulty,  leading  to  effu- 
sions of  blood  into  the  peritoneum.- — This  group  includes  by  far 
the  largest  proportion  of  cases.  At  the  same  time  the  danger 
is  usually  less,  and  the  symptoms  are  not  so  severe.  It  may 
be  stated  as  a  general  rule,  that  whenever  there  is  any  impedi- 
ment to  the  free  discharge  of  the  menstrual  blood  by  the  natu- 
ral route,  if  the  quantity  of  blood  exuded  in  the  uterine  cavity 
be  excessive,  or  suddenly  increased  by  accident,  by  emotion  or 
other  causes,  escape  may  take  place  by  the  Fallopian  tubes  into 
the  peritoneum. 

We  thus  get  sub-groups  containing — 

1.  Cases  of  probable  very  early  Fallopian  gestation  and 
escape  of  ovum  into  the  peritoneum. 

2.  Cases  in  which  there  existed  a  mechanical  impediment  to 
the  natural  escape  of  the  menstrual  blood, 

3.  Cases  in  which  there  was  disturbance  or  interruption  of 
the  menstrual  flow  from — 
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a.  Cold  and  over-exertion. 

b.  From  emotion. 

c.  From  excessive  sexual  intercourse. 

4.  Cases  in  which  the  hemorrhagic  character  of  the  blood 
was  increased  by  disease. 

Nelaton  and  Laugier  insisted  that  a  great  cause  of  hemato- 
cele consisted  in  the  physiological  work  of  ovulation,  blood 
being  poured  out  from  the  ovary  at  the  seat  of  rupture.  They 
enforce  this  theory  by  observations  which  show  that  in  many 
cases  the  first  appearance  of  the  hematocele  coincides  with  a 
menstrual  epoch ;  that  it  is  especially  at  the  return  of  the 
menstrual  epochs  that  the  gradual  augmentations  of  the  hema- 
toceles take  place  ;  that  the  pain  of  menstruation  and  hemato- 
cele have  the  common  character  of  pain  in  the  side  of  the 
pelvis,  where  ovulation  takes  place ;  and  that  the  rut  in  animals 
may  cause  an  ovarian  congestion,  followed  by  rupture  of  this 
organ,  that  is  to  say,  accidents  similar  to  those  of  retro-uterine 
hematocele. 

Grallard*  gives  another  explanation  of  catamenial  hematocele. 
He  contends  that  Laugier  has  exaggerated  the  importance  of 
ovarian  congestion  in  putting  it  forward  as  the  principal 
cause.  It  is  true,  indeed,  that  it  always  acts,  but  by  itself  it 
is  incapable  of  producing  a  hematocele.  Grallard,  not  deny- 
ing the  efficacy  of  other  causes,  insists  that  the  principal  cause 
of  spontaneous  hematocele  is  the  dehiscence  of  an  impregnated 
ovule.  According  to  this  view  these  hematoceles  should  be 
regarded  as  true  extra-uterine  gestations.  This  theory  would, 
to  a  certain  extent,  explain  the  frequency  with  which  hemato- 
celes are  caused  by  coitus.  Trousseau  even  thought  that  in 
these  mild  cases  of  menstrual  hematocele  there  was  no  perito- 
nitis ;  such  is  their  benignity.  They  are  almost  indolent.  But 
Bernutz  describes  a  case  in  which  the  hematocele  became 
encysted  in  thirty-six  hours. 

Dolbeau,  again,  says  retro-uterine  hematocele  is  a  grave 
complaint,  but  is  rarely  fatal.  A  case  related  by  Sireday 
which  occurred  under  the  observation  of  Aran  proves  that  the 
blood  may  coagulate  in  the  pelvic  region  without  setting  up 
peritonitis  at  all.  This  woman  presented  symptoms  of  intra- 
abdominal hemorrhage,  but  no  trace  of  retro-uterine  tumour 
could  be  detected  by  internal  examination  during  life.  Again, 
experience  of  ovariotomists  shows  that  blood  may  be  effused 
into  the  peritoneal  cavity  without  exciting  inflammation. 

In  that  order  of  cases  in  which  the  blood-mass  undergoes 
disintegration,  the  symptoms  of  irritative  fever  supervene.  The 
temperature  and  pulse  rise;  rigors,  vomiting,  sweats  appear; 
and,  unless  a  vent  be  found  for  the  imprisoned  matter  which 
is  poisoning  the  system,  the  patient  will  be  in  great  dauger  of 

*  "Memoire  sur  les  hematoceles  peri-uterines  spontanees."  1858. 
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sinking.  There  is  commonly  a  complication  with  unhealthy 
peritonitis.  The  abdomen  becomes  more  tense,  tympanitic, 
and  painful. 

Dissections  demonstrate  that  adhesions  binding  the  uterus  to 
the  rectum  and  neighbouring  parts  may  last  for  a  considerable 
time,  and  that  these  remains  are  marked  by  pigmentation  from 
hsematoidine.  In  one  case — it  is  recorded  in  this  chapter — the 
fundus  uteri  was  tied  down  in  retroversion  for  some  months. 

The  blood  may  flow  back  from  the  uterus  and  tubes,  and 
escape  by  the  abdominal  opening  of  the  tubes  under  various 
conditions.  The  chief  of  these  are  obstruction  of  the  tubo- 
uterine  canal,  and  sudden  excessive  effusions  of  blood  into  the 
tubes  and  uterus,  so  that  the  whole  is  unable  to  flow  onwards 
by  the  vagina  and  vulva. 

The  most  indubitable  cases  of  obstruction  of  the  tubo-uterine 
canal  are  those  of  atresia,  congenital  or  acquired,  of  the  vagina 
or  cervix  uteri.  They  have  been  sufficiently  discussed  under  the 
head  of  "Atresia." 

They  have  been  accurately  described  by  Bernutz.  The  blood 
escapes  into  the  peritoneum  either  by  regurgitation  by  the 
abdominal  end  of  the  tube,  or  by  the  bursting  or  perforation  of 
the  tube.  B/uysch,  Haller,  and  Brodie,  all  believed  that  blood, 
menstrual  or  lochial,  could  flow  back  from  the  uterus  into  the 
peritoneum.  Trousseau  held  the  same  opinion.  Basing  upon 
his  aphorism  that  "  all  physiological  blood  comes  from  mucous 
membranes,"  he  contends  that  the  blood  in  metrorrhagia  and 
abortion  is  simply  blood  in  excess  from  the  same  source. 
Copious  exudation  of  blood  from  the  mucous  membrane  of  the 
uterus  and  tubes,  appearing  as  metrorrhagia,  is,  indeed,  one  of 
the  most  constant  facts  in  the  history  of  the  affection.  Where 
this  outpouring  of  blood  is  in  excess  of  what  can  be  readily 
discharged  by  the  vagina,  it  is  easy  to  understand  that  some 
may  be  driven  back  by  the  tubes.  The  mechanism  by  which 
this  is  effected,  is  probably  the  same  as  that  by  which  I  have 
explained  the  propulsion  of  fluids  injected  into  the  uterus  along 
the  tubes.  The  uterus  being  suddenly  irritated  by  the  invasion 
of  a  quantity  of  blood  beyond  its  capacity  to  tolerate,  con- 
tracts spasmodically,  and  the  fluid  blood  is  propelled  towards 
all  the  three  openings  from  its  cavity.  This  is  borne  out  by 
the  history  of  cases.  The  origin  of  hematocele  is  often  marked 
by  the  initial  fact  of  a  strong  emotion,  or  physical  shock,  pro- 
ducing a  sudden  afflux  of  blood  to  the  pelvic  organs,  followed 
by  intense  uterine  pain,  and  then  by  pain  of  wider  diffusion. 
Bernutz's  theory  of  reflux  is  essentially  similar  to  the  above.  The 
case  quoted  at  p.  589  from  Olshausen  is  a  good  illustration. 

But  obstruction  and  retention  of  menstrual  fluid  need  not  be 
complete  in  order  to  lead  to  retrograde  escape  by  the  Fallopian 
tubes.     In  the  chapter  on  "  Dysmenorrhea  "  I  have  drawn  a 
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comparison  between  cases  of  complete  and  of  incomplete  reten- 
tion, showing  that  the  difference  between  them  is  one  of 
degree  rather  than  of  kind.  Similar  consequences  may  be  ex- 
pected to  attend  upon  similar  physical  conditions.  Accord- 
ingly we  find  that  the  narrow  os  externum  uteri,  which  is  so 
frequent  a  cause  of  dysmenorrhea  by  pretention,  may  lead  to 
pelvic  hematocele. 

Trousseau  has  further  expressed  his  opinion  that  obstruction 
from  retroflexion  of  the  uterus  may  lead  to  hematocele. 

The  following  case  seems  to  me  to  be  one  of  retrograde  flow 
from  stenosis  of  the  uterus  : — 

In  August,  1871,  I  saw,  with  Mr.  Cass,  a  young  lady 
who  had  had  no  child,  but  who  was  said  to  have  had  an 
abortion.  She  had  been  losing  blood  for  a  month.  When 
under  exposure  and  fatigue  from  travelling,  and  there  was 
reason  to  conclude  also  from  undue  sexual  excitement,  she 
was  seized  with  pain  in  the  pelvis  which  rapidly  increased. 
This  was  followed  by  retention  of  urine.  When  we  met  this 
had  lasted  three  or  four  days.  The  pulse  was  100,  there  was 
pain  on  pressure  above  the  symphysis,  and  in  both  groins. 
There  was  an  area  of  dulness  on  percussion,  and  of  firm  tume- 
faction rising  to  the  level  of  the  umbilicus,  and  extending  into 
either  iliac  fossa.  The  uterus  was  pushed  close  behind  the 
symphysis,  the  sound  passed  forwards,  demonstrating  that  the 
fundus  projected  about  two  inches  above  the  symphysis  pubis. 
The  os  was  small,  the  cervix  conical,  presenting  the  characters 
usually  associated  with  dysmenorrhcea  and  sterility.  Behind 
the  uterus,  occupying  the  brim  of  the  pelvis,  and  extending  into 
the  hollow  of  the  sacrum,  was  a  smooth  elastic  swelling.  This 
was  also  felt  by  rectum.  She  had  been  leeched,  and  there  was 
a  blister  on  the  abdomen.  There  had  been  vomiting.  Consti- 
pation. Diagnosis :  retro-uterine  hematocele,  and  consecutive 
pelvic  peritonitis.  We  agreed  upon  sedatives  and  rest,  and  to 
puncture  the  tumour  if  the  pulse  rose.  On  the  next  day  she 
was  sensibly  worse  ;  there  wTas  more  pain  in  the  abdomen,  and 
more  diffused  pain  came  on  rather  suddenly.  The  bladder  now 
seemed  relieved  from  pressure,  for  the  urine  was  passed  spon- 
taneously, and  the  tense  fluctuating  mass  behind  the  cervix 
uteri  was  lessened.  The  uterus,  in  fact,  was  found  less  tightly 
jammed  against  the  symphysis.  The  pulse  was  130;  respira- 
tion, 36;  temperature,  102°  F.  The  symptoms  indicated  a 
fresh  shock  ;  and  as  the  tension  of  the  tumour  was  less,  we  did 
not  use  the  trocar  as  contemplated.  Under  opium,  the  pulse 
respiration  and  temperature  went  down  next  day,  and  she  was 
altogether  easier.  At  this  time  I  was  absent  from  town,  and 
Mr.  Cass  subsequently  gave  me  the  following  report : — "  The 
tumour  and  symptoms  subsided  greatly,  when  on  the  20th, 
menstruation  impending,  fresh  swelling  and  great  pain  set  in, 
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and  Mr.  Spencer  Wells  saw  her.  He  punctured  by  the  vagina  ; 
a  pint  and  a-half  of  fluid  blood  flowed ;  the  canula  was  kept  in. 
For  three  days  the  discharge  went  on.  When  the  canula  was 
removed  there  was  great  pain.  The  swelling  and  pain  again 
subsided,  and  after  a  long  illness  she  recovered." 

The  following  case  illustrates  the  formation  of  haematocele 
from  obstructed  menstruation  : — 

On  the  2nd  September,  1863,  I  met  the  late  Dr.  Stevens,  of 
Bedford-square,  on  the  case  of  a  girl  aged  fourteen  and  a-half 
years,  who  had  never  menstruated.  She  was  of  tubercular 
family.  She  was  apparently  in  good  health  three  weeks  before, 
not  having  complained  of  ovarian  or  menstrual  symptoms. 
Fourteen  days  ago,  being  then  at  Margate,  peritonitis  ap- 
peared, and  she  was  sent  home.  Effusion  proceeded  rapidly. 
I  felt  a  firm,  rounded  tumour,  rising  above  the  pubes.  The 
catheter  was  passed,  and  the  bladder  emptied,  but  the  tumour 
remained.  It  increased  in  size.  When  I  saw  her  again  it  was 
as  large  as  the  uterus  at  three  months'  gestation  ;  but  the  pain 
and  distention  from  effusion  were  so  great  as  to  forbid  minute 
exploration.  Per  vaginam,  hymen  permitted  finger  to  pass  ; 
vagina  of  fair  size ;  a  somewhat  firm  mass  was  felt  at  brim  of 
pelvis  ;  the  os  uteri  could  not  be  clearly  made  out ;  the  cervix 
seemed  distorted  and  compressed  by  the  tumour.  The  whole 
was  slightly  moveable  in  connection  with  the  tumour  above  the 
symphysis.  Fluctuation  everywhere  in  the  abdomen,  and 
dulness  in  front ;  pulse,  120  to  140  ;  continuous  expression  of 
pain  ;  prostration  ;  tongue  dry.  Dr.  Stevens,  having  regard  to 
family  history,  thought  there  was  tubercular  peritonitis.  The 
symptoms  seemed  to  me  too  rapid  for  this.  The  abdominal 
shock  and  inflammation  indicate  some  sudden  injury.  Is  it 
effusion  of  blood  into  the  peritoneum  from  the  ovaries,  or 
snrMpn  ^m^rnf  uterus  by  menstrual  fluid,  with  retention, 
ending  in  escape  of  blood  by  Fallopian  tubes,  hematocele  and 
peritonitis  following  ? 

She  died  next  day.    No  autopsy  could  be  obtained. 

Under  the  hypercemic  turgescence  attending  the  onset  of  the 
first  ovulation  and  the  attendant  menstrual  flux,  there  is  a 
rapid  transudation  of  blood  from  the  mucous  membrane  of  the 
uterus.  This  organ,  comparatively  immature  and  unused  to 
the  duty  it  is  called  upon  to  perform,  does  not  readily  expand 
to  accommodate  the  blood  poured  into  its  cavity,  and  which  is 
retained  by  an  imperfect  development  of  the  cervix  from 
being  discharged  by  the  natural  outlet.  There  is  consequently 
reflux  along  the  Fallopian  tubes,  hematocele,  and  peritonitis. 
There  can  scarcely  be  a  doubt  that  this  is  the  explanation  of 
some,  at  least,  of  those  apparently  obscure  attacks  of  peritonitis 
which  sometimes  seize  young  girls  at  their  entrance  upon  the 
ovarian  epoch. 
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The  following  case  of  menstrual  hematocele  was  observed  to 
the  end  under  such  favourable  circumstances  as  to  furnish  a 
good  clinical  illustration.  L.  H.,  aged  thirty-five,  was  ad- 
mitted into  my  ward  with  retention  of  urine  on  the  1st  of 
October,  1871.  She  has  had  four  children  and  one  abortion. 
The  catamenia  have  been  irregular  for  eighteen  months.  There 
is  now  metrorrhagia.  The  uterus  is  driven  forwards  behind 
and  above  the  symphysis  by  a  mass  behind  which  fills  the 
pelvis.  The  os  uteri  is  wide,  gaping ;  the  sound  goes  three 
inches  above  the  pubes.  The  mass  is  fixed  in  the  brim  of  the 
pelvis,  projecting  somewhat  above  the  plane  of  the  inlet.  Her 
history  is,  that  five  weeks  ago,  having  been  menstruating  three 
days,  she  was  seized  one  afternoon  with  intense  pain  in  the 
lower  part  of  the  abdomen.  She  kept  her  bed  ten  days,  then 
became  an  out-patient  until  her  admission.  Early  on  the 
morning  of  the  7th  a  considerable  flooding  occurred.  The  pulse 
was  weak,  74,  temperature  99*5°  F.  After  this  the  bladder 
was  relieved  naturally.  On  examination  I  passed  a  sound  three 
inches  through  a  hole  I  felt  in  the  upper  part  of  the  vagina, 
behind  the  uterus ;  the  point  moved  freely  round.  It  was  in 
the  cavity  of  the  haematic  cyst.  By  speculum  we  saw  the  hole, 
and  blood  oozing  from  it.  From  this  time  she  continued  to 
improve  ;  the  tumour  lessened  rapidly  in  bulk ;  so  that  on  the 
24th  there  was  very  slight  discharge,  the  opening  had  nearly 
closed,  and  the  uterus  had  retreated  to  its  normal  position. 
She  was  again  made  an  out-patient ;  and  we  had  several  oppor- 
tunities of  seeing  the  scar  left  by  the  healing  of  the  opening  by 
which  the  blood-tumour  had  discharged  its  contents.  The  uterus 
continued  bound  down  in  retroflexion  for  some  months.  The 
adhesions  were  gradually  overcome  by  wearing  a  Hodge- pessary. 

Several  curious  examples  have  been  recorded  of  hematocele 
resulting  from  dilatation  of  a  tube  where  there  was  a  double 
uterus.  M.  Deces  relates  a  case  of  double  uterus  and  vagina, 
in  which  the  left  vagina  was  imperforate  ;  there  was  accumu- 
lation of  menstrual  blood,  consecutive  dilatation  of  the  left 
uterus  and  tube,  and  death  from  rupture  of  the  tube. 

Group  VI.  In  tvhich  the  hemorrhagic  disposition  is  increased  by 
disease. —The  influence  of  variola,  as  of  other  zymotic  diseases,  in 
disposing  to  haemorrhage,  is  well  known.  Where  there  is  a  normal 
hemorrhagic  molimen,  as  from  the  uterus  and  tubes  during 
menstruation,  if  a  zymotic  disease  supervene,  the  normal  flow  is 
apt  to  become  hemorrhagic.  Barlow  published  a  case  of  pelvic 
hematocele  supervening  on  purpura  (Edinburgh  Monthly  Jour- 
nal, 1841)  ;  Scanzoni  one  of  hemorrhage  arising  during  measles. 
Helie  and  Laboulbene  describe  cases,  the  first  of  variola,  the 
second  of  scarlatina,  in  which  large  clots  were  found  in  the 
uterus,  and  the  Fallopian  tubes  were  distended  by  blood  coming 
from  the  uterus  ;  but  there  was  no  blood  in  the  peritoneum. 
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These  two  cases  are  cited  by  Bernutz  to  show  that  the  blood 
forms  in  the  uterus,  and  may  flow  back  into  the  peritoneum. 
The  hsemorrhagic  tendency  induced  by  small-pox  is  illustrated 
in  a  case  related  by  Bouillaud.  A  patient  in  La  Charite, 
suffering  from  modified  small-pox,  was  seized  with  alarming 
haemorrhage,  when  the  catamenia  returned  three  days  after  the 
eruption.  I  have  seen  a  case  in  a  young  lady  suffering  from 
modified  small-pox.  The  fever  was  severe.  She  was  men- 
struating when  seized.  Next  day  she  was  attacked  suddenly 
with  the  most  acute  pelvic  and  abdominal  pain.  Peritonitis 
and  tumefaction  followed,  and  she  was  for  some  days  in  a 
critical  state.  I  have  little  doubt  that  in  this  case  the  cause  of 
the  peritonitis  was  blood-effusion  into  the  peritoneum.  The 
case  is  of  interest  in  this  respect.  Had  the  symptoms  which 
attended  the  effusion  in  this  case  come  on  in  the  course  of 
typhoid  fever  they  would  almost  certainly  have  been  taken  to 
indicate  perforation  of  the  intestine.  Is  it  not  possible  that 
such  an  error  has  been  made  ? 

Bernutz  relates  a  case  of  hsematocele  from  acute  jaundice 
in  a  pregnant  woman.  When  we  reflect  upon  the  extreme 
hsemorrhagic  tendency  which  marks  this  dire  disease,  we  cannot 
be  surprised  that  haemorrhage  should  take  this  form. 

In  the  menstrual  cases  it  is  clear  that  fresh  effusions  into  the 
peritoneum  take  place  at  successive  menstrual  epochs,  pro- 
ducing temporary  exacerbations  of  the  local  symptoms.  In 
these  cases  it  is  probable  that  the  subsequent  effusions  do  not 
always  take  place  into  the  cyst  formed  around  the  primary 
hsematocele,  but  outside  it,  so  as  to  cause  fresh  peritonitis. 
Hence  those  several  collections  of  blood,  divided  more  or  less  by 
fibrinous  septa,  which  are  sometimes  found  where  there  has  been 
the  opportunity  of  making  a  post-mortem  examination.  In  the 
case  related  as  attended  with  Mr.  Cass  the  menstrual  exacerba- 
tions were  clearly  observed.    (See  p.  601.) 

A  remarkable  example  of  menstrual  hsematocele  is  that  which 
results  from  effusion  of  blood  from  the  stump  of  an  ovarian 
cystic  tumour.  Spencer  "Wells  states  that  his  personal  experience 
of  pelvic  hsematocele  has  been  chiefly  as  a  sequel  of  ovariotomy. 
He  believed  the  less  severe  forms,  where  only  small  quantities 
of  blood  are  effused,  and  afterwards  absorbed,  are  very  common. 
When  the  tied  or  cauterized  pedicle,  being  treated  on  the  intra- 
peritoneal plan,  is  in  the  pelvis,  a  good  deal  of  trouble  is  some- 
times observed  at  each  menstrual  period  for  some  months,  with 
all  the  signs  of  hsematocele.  When  the  pedicle  has  been  treated 
by  clamp  on  the  extra-peritoneal  method,  the  stump  is  occa- 
sionally seen  to  menstruate,  so  that  we  thus  have  demon- 
stration of  the  source  of  the  blood. 

Dr,  Playfair  relates  (Lancet,  1865)  a  very  interesting  ease,  in 
which  a  pelvic  abscess  appeared  to  be  the  cause  of  hsematocele. 
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Following  on  pelvic  cellulitis  there  was  a  large  discharge  of 
pus  by  vagina.  Three  days  later  there  was  a  sudden  escape 
of  a  great  quantity  of  dark-coloured  blood,  the  coagulum  of 
which  filled  one-third  of  an  ordinary-sized  chamber  vessel. 
She  eventually  recovered.  He  conjectures  that  blood-vessels 
opened  into  the  sac  of  the  abscess. 

There  are  observations  to  show  that  the  blood  may  flow  from 
a  varix  of  the  broad  ligament.  The  vessels  belonging  to  the 
ovary  may  become  varicose,  and  under  pressure  of  unusual  dis- 
tention they  may  burst.  Eichet  and  Ollivier  d' Angers  adduce 
evidence  in  point.  Bernutz  points  out  that  in  cases  of  hsema- 
tocele  from  varix  the  accident  comes  on,  not  at  a  menstrual 
epoch,  but  after  fatigue,  which  causes  distention  of  the  varix. 
It  is  certain  that  varix  of  the  pampiniform  plexus,  and  of  the 
plexuses  about  the  vagina  and  vulva,  may  result  from  pregnancy 
and  complicate  varices  of  the  veins  of  the  legs  ;  and  there  are 
several  examples  known  of  a  varix  of  a  leg  in  a  pregnant  woman 
bursting,  the  accident  proving  rapidly  fatal.  I  have  myself 
known  such  a  case.  Eichet  especially  describes  hsematocele  as 
taking  its  source  in  rupture  of  varices  of  the  ovarian  or  sub- 
ovarian  veins.  In  these  cases  the  loss  of  blood  has  been  so 
rapid  and  profuse  that  no  time  has  been  allowed  for  it  to  become 
encysted.  These,  then,  will  swell  the  cataclysmic  order  of  cases  ; 
and  by  their  clinical  history  link  haematoceles  of  ovarian  origin 
with  those  proceeding  from  rupture  of  extra-uterine  gestation- 
sacs.  We  may  then  conclude  that  hgematocele  from  varix  is 
possible  ;  but  observation  shows  that  it  is  rare. 

Dr.  Tuckwell  records  a  case  related  to  him  by  Seyfert  in 
which  the  blood  came  from  the  rupture  of  a  tubal  rein.  A 
maid-servant,  aged  eighteen,  while  carrying  a  large  vessel  of 
water  on  her  back,  upset  it  and  received  the  whole  of  its  con- 
tents over  her  back  and  shoulders.  She  fell  down  suddenly  and 
died  rapidly.  The  occurrence  took  place  at  the  time  of  the 
catamenia.  The  autopsy  disclosed  an  immense  mass  of  blood 
in  the  sac  of  the  peritoneum.  One  of  the  veins  of  the  left  tube 
was  found  to  be  ruptured,  and  a  small  opening  in  the  layer  of 
peritoneum  that  covered  the  tube  had  allowed  the  blood  to 
escape  into  the  abdominal  cavity. 

One  source  of  blood-tumour  has  been  put  forward  on  great 
authority  as  common.  Yirchow  affirms  that  the  blood  exudes 
from  the  delicate  neio-formed  vessels  of  inflamed  peritoneum  ;  that 
is,  in  fact,  that  there  has  been  antecedent  peritonitis.  Tardieu 
relates  two  cases  in  which  he  concluded  that  fatal  haemorrhage 
came  from  the  peritoneal  surface.  Bernutz,  however,  does  not 
admit  that  these  cases  prove  the  existence  of  a  heemorrhagie 
pelvic  peritonitis.  Schroder  goes  so  far  as  to  affirm  that  a 
tumour  caused  by  a  collection  of  blood,  which  can  be  felt  in  the 
vagina,  can  only  arise  where  a  cavity  is  pre-formed  for  it ;  that 
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is,  when  Douglas's  sac  is  first  closed  above  by  a  partial  adhesive 
peritonitis. 

I  cannot  help  agreeing  with  Ferber,  who  objects  that  this 
pre-formed  cavity  is  a  pure  hypothesis.  But  one  cannot  dispute 
a  proposition  made  by  a  pathologist  so  rich  in  experience  and 
sagacity  as  Yirchow  without  misgiving.  If,  however,  I  might 
venture  to  interpret  my  own  observations,  I  should  be  compelled 
to  conclude  that  the  peritonitic  source  must  be  extremely  rare ; 
and  that  the  general  opinion,  which  declares  the  peritonitis  to 
be  secondary,  not  primary,  is  correct. 

Dr.  L.  Atkin  reports  a  case  (Edinb.  Med.  Journal,  1870)  in 
which  a  hematocele  seemed  to  be  caused  by  the  use  of  a  lami- 
naria  tent. 

The  influence  of  coitus  has  been  specially  treated  by  French 
authors.  Thus  Yoisin  says  that  in  ten  cases  the  commencement 
was  traced  to  a  menstrual  period — i.e.,  that  in  seven  of  these, 
coitus  had  taken  place,  either  during  menstruation  or  shortly 
after,  and  pain  began  during  the  sexual  act.  Aran  relates  a 
marked  case  of  the  kind.  In  one  instance  observed  by  myself,  I 
have  little  doubt  this  cause  was  an  essential  factor.  In  the 
other  three  cases  of  Yoisin,  cold,  fatigue,  or  violence,  during 
menstruation  seem  to  have  determined  the  attack. 

Group  VII. — I  have  seen  cases  in  which  there  was  reason  to 
believe  that  haemorrhage  was  caused  by  injury  to  the  abdomen. 
In  these  cases  of  direct  violence  it  is  not  easy  to  determine  the 
source  of  the  blood  effused  unless  a  post-mortem  examination  be 
made.  Should  the  patient  be  pregnant  at  the  time,  the  commo- 
tion will  be  likely  to  determine  haemorrhage  from  the  uterus  or 
ovaries.  Of  course,  the  nature  and  extent  of  pelvic  and  abdo- 
minal lesions  inflicted  by  violence  are  infinitely  various.  When 
a  student  at  St.  George's  Hospital,  I  saw  a  case  under  Dr. 
Wilson  of  rapid  death  that  ensued  from  the  bursting  of  an 
aneurism  of  the  superior  mesenteric  artery.  The  blood  poured 
out  was  in  great  quantity  ;  it  was  diffused  all  over  the  intestines. 
There  was  no  attempt  at  cystic  segregation. 

The  symptoms  and  diagnosis. — The  great  variety  of  causes 
and  sources  of  blood-effusions  into  the  peritoneum  which  we 
have  passed  in  review,  renders  it  manifest  that  we  cannot  lay 
down  any  concise  general  summary  of  symptoms.  Perusal  of 
the  cases,  and  comparison  of  the  features  characteristic  of  the 
several  groups  into  which  I  have  arranged  them,  will  convey  the 
best  idea  of  the  significance  of  the  symptoms.  The  cases  I  have 
pointed  out  may  be  broadly  divided  into  two  great  classes : — 
1.  Those  in  which  an  overwhelming  shock  attends  a  sudden  and 
profuse  loss  of  blood.  This  is  the  cataclysmic  class.  These  cases 
generally  coincide  with  the  non-encysted  class,  the  great  majority 
of  which  end  fatally.  2.  Those  in  which  the  shock  is  less  pro- 
nounced, in  which  the  effusion  is  less  profuse  and  less  rapid,  in 
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which  general  and  local  signs  of  inflammation  supervene.  These 
form  the  encysted  class,  a  large  proportion  of  which  end  in 
recovery. 

The  history  of  the  first,  or  cataclysmic  class,  is  almost  wholly 
comprised  in  that  of  rupture  of  the  uterus,  of  extra-uterine 
gestation,  and  of  ovarian  disease.  I  will  not  dwell  upon  it  here. 
The  history  of  the  second,  or  encysted  class,  presents  features 
admitting  of  being  defined  with  great  precision.  It  must  not, 
however,  be  lost  sight  of  that  effusion  resulting  from  menstrual 
reflux,  although  usually  falling  within  this  second  class,  may  be 
cataclysmic. 

In  the  encysted  cases,  the  history  may  commonly  be  told  in 
three  chapters.  1st.  There  is  shock  and  pain  referred  to  the 
pelvis  and  lower  abdomen,  and  anaemia.  2nd.  There  are  signs 
of  reaction,  of  fever,  and  pain  indicating  peritonitis,  and  usually 
attended  by  evidence  of  mechanical  obstruction,  as  of  the 
bladder.  3rd.  There  are  the  signs  attending  the  disposal  of 
the  blood-mass  and  the  inflammatory  deposits. 

1.  A  woman  within  the  reproductive  period  of  life,  during  a 
menstrual  period,  usually  profuse,  after  being  exposed  to  cold, 
fatigue,  or  sexual  excess,  is  seized  suddenly  with  pain  in  the 
pelvis.  This  is  attended  by  shock,  inducing  more  or  less  col- 
lapse, according  to  the  suddenness  and  profuseness  of  the  loss, 
and  the  susceptibility  of  the  patient.  The  surface  becomes  cold, 
the  face  pale,  the  pulse  falls  ;  perhaps  there  is  syncope  :  there  is 
usually  vomiting.  If  the  loss  be  extensive,  the  signs  of  haemor- 
rhage, of  anaemia,  are  added. 

2.  In  the  second  stage,  the  signs  of  reaction  appear.  The  pulse 
rises,  the  skin  becomes  warmer.  There  is  felt  a  sense  of  warmth 
or  burning,  with  distention  of  the  lower  abdomen.  The  pain 
persists.  Frequently  retention  of  urine  occurs,  and  constipation 
follows.  Menorrhagia  commonly  goes  on.  The  rectum  shows 
signs  of  irritation,  a  dysenteric  condition  is  observed,  marked 
by  tenesmus  and  muco-sanguineous  discharge.  But  this  is  not 
constant. 

Examination  of  the  abdomen  usually  reveals  more  or  less 
enlargement  and  tenderness.  The  enlargement  is  in  the  form 
of  a  rounded  swelling  rising  out  of  the  pelvis  towards  the  um- 
bilicus, and  stretching  towards  either  ilium.  In  several  cases 
the  tumour  has  risen  quite  as  high  as  the  umbilicus.  Examina- 
tion by  the  vagina  reveals  conditions  closely  resembling  those 
characteristic  of  retroversion  of  the  gravid  womb  at  the  third  or 
fourth  month.  The  finger  cannot  proceed  towards  the  hollow 
of  the  sacrum  because  a  rounded  tumour  occupying  that  space 
pushes  the  posterior  wall  of  the  vagina  forwards,  altering  the 
direction  of  this  canal ;  following  this,  the  finger  is  directed 
upwards  and  forwards,  behind  and  above  the  symphysis  pubis  ; 
and  usually  closely  compressed  against  the  symphysis  just 
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behind  it,  or  a  little  below  its  level,  the  os  uteri  is  felt.  In  cases 
where  the  cervix  is  soft,  and  the  os  large,  this  may  be  flattened 
out  into  a  narrow  transverse  chink.  The  finger  may  be  able  to 
penetrate  by  pressure  in  front  of  the  vaginal-portion,  and  also 
on  either  side  ;  but  the  tumefaction  is  almost  continuous  with 
the  posterior  margin  of  the  os  uteri,  seeming  to  form  one  with 
the  uterus,  and  thus  closely  simulating  the  physical  signs  of 
retroversion.  In  the  early  stage,  the  tumour  feels  soft  and  fluc- 
tuating, but  it  soon  becomes  more  tense,  less  resilient,  and  may 
eventually  become  quite  solid.  The  solidity  depends  partly 
upon  coagulation  of  the  blood-mass,  but  more  especially  upon 
the  formation  of  plastic  effusions,  the  product  of  the  peritonitis 
excited  to  segregate  it. 

Before  removing  the  finger  from  the  vagina,  examination  should 
be  completed  by  catheter  and  sound.    The  use  of  the  catheter 
may  be  indicated  by  retention  of  urine.    When  the  bladder  is 
emptied,  the  way  is  cleared  for  further  precise  observation.  The 
finger  resting  upon  the  os  uteri  or  in  front  of  it,  is  opposed  by 
the  fingers  of  the  other  hand  applied  to  the  abdomen,  just 
above  the  symphysis.    Between  them  the  body  of  the  uterus 
may  usually  be  traced,  since  the  fundus  is  driven  forward  so  as 
to  project  above  the  pubic  symphysis.    But  this  is  made  quite 
clear  by  the  use  of  the  sound.   Passing  this  instrument  into  the 
uterus,  it  is  found  to  penetrate  upwards  and  forwards  for  the 
normal  length  of  two  and  a-half  inches,  or  usually  more,  the 
point  being  carried  directly  over  the  symphysis.    And  now 
abdominal  palpation  is  repeated  with  more  advantage.  The 
uterus  supported  on  the  sound,  is  felt  by  its  fundus ;  pressure 
by  the  fingers  upon  this  portion  imparts  a  movement  which  is 
plainly  felt  by  the  hand  which  holds  the  sound.   Thus  no  doubt 
remains  as  to  the  position  of  the  uterus.    We  know  for  certain 
that  the  softer,  semi-fluctuating,  or  even,  it  may  be,  solid  mass 
behind  the  cervix,  is  not  the  body  of  the  uterus.    Its  rapid 
appearance  under  symptoms  of  shock,  the  quickly  succeeding 
signs  of  local  pressure  and  distress,  tell  us  with  great  certainty 
that  it  is  not  a  fibroid  tumour,  or  an  ovary,  or  an  inflammatory 
effusion  ;  and  the  knowledge  derived  from  pathological  studies 
tells  us  that  only  blood-effusion  can  produce  a  tumour  in  this 
situation,  ushered  in  by  the  circumstances,  and  attended  by  the 
local  conditions  described.    Examination  by  the  rectum  carries 
the  diagnosis  to  still  further  precision.    The  finger  is  immedi- 
ately met  by  the  rounded,  more  or  less  yielding  swelling ;  by 
this,  the  finger  is  directed  backwards  along  the  sacral  hollow ; 
and  it  is  rare  that  it  succeeds  in  getting  above  the  tumour,  or 
even  beyond  its  equator  ;  the  sensation  imparted  by  the  tumour 
differs  from  that  of  the  retroverted  uterus  by  being  less  solid. 
In  the  slighter  cases  of  menstrual  hematocele,  when  the  amount 
of  blood  poured  out  is  moderate,  Douglas's  pouch  may  be  well 
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filled,  it  will  displace  the  uterus  forwards  and  downwards ;  but 
there  may  be  no  tumefaction  felt  above  the  pelvic  brim.  But 
in  some  cases,  the  swelling,  if  not  early,  still  in  the  progress  of 
the  case,  rises  to  various  points  above  the  level  of  the  symphysis, 
even  as  high  as  the  umbilicus.  In  these  cases,  it  may  be  possible, 
with  or  without  the  help  of  the  sound  in  utero,  to  make  out  the 
round  hard  fundus  of  the  uterus  distinct  from  the  larger  tume- 
faction of  the  encysted  hematocele.  This  is  illustrated  in  Fig.  101. 

The  enlargement  of  the  tumour  is  not  so  often  effected  by 
continuous  gradation,  as  by  sudden  starts.  At  every  menstrual 
epoch,  there  may  be  a  fresh  increment,  due  to  renewed  haemor- 
rhage. This  event  is  marked  by  reproduction  of  the  symptoms 
described  in  the  first  series,  by  exacerbation  of  distress. 

3.  As  the  case  proceeds,  the  general  and  local  signs  undergo 
some  modification.  Pain  usually  persists,  although  it  may  be 
moderated.  In  cases  tending  to  spontaneous  cure,  irritative 
fever  subsides ;  the  pulse  may  fall  to  100,  or  less ;  the  tem- 
perature to  100°  Fahrenheit,  or  less.  Usually  some  degree  of 
tenesmus  continues.  More  or  less  metrorrhagia  is  common. 
As  the  tumour  lessens  in  bulk,  under  the  absorption  of  its  fluid 
elements,  the  uterus  retreats  a  little  towards  the  middle  of  the 
pelvis,  relieving  the  bladder.  Still  the  uterus  is  immoveable ; 
and  behind  it  there  is  still  the  tumour. 

Dolbeau  (Medical  Times  and  Gazette,  1873)  thus  accurately 
describes  the  course  of  the  affection : 

"The  different  phases  through  which  the  encysted  sanguineous 
tumour  passes  are  revealed  by  signs,  which  must  be  searched  for 
with  the  greatest  attention.  The  induration  and  progressive 
diminution  indicate  that  recovery  is  taking  place.  On  the  other 
hand,  when  seven  or  eight  days  after  the  accident  you  can 
certify  that  the  tumour  has  become  soft  and  fluctuating,  you 
may  be  quite  sure  that  the  tumour  is  retrograding,  and  will 
empty  itself  externally.  "When,  in  addition  to  the  softness 
which  persists,  fever  adds  itself  to  this  symptom  at  the  end  of 
the  day,  with  a  real  elevation  of  temperature,  shivering,  night 
sweats,  and  a  great  dislike  to  all  kinds  of  food,  you  can  be  sure 
that  the  hsematocele  is  going  to  suppurate ;  and  this  is  a  most 
important  point  to  know  beforehand,  often  indicating  surgical 
intervention,  to  obviate  septicaemia. 

"  Generally  the  tumour  diminishes  in  size  as  it  becomes 
harder,  and  as  it  approaches  recovery.  But  in  some  cases,  after 
improving  for  three  or  four  days,  a  relapse  takes  place ;  the 
tumour,  which  seemed  to  be  getting  gradually  less,  suddenly 
increases  in  size,  and  at  the  same  time  grave  general  phenomena 
are  observed.  After  this  interruption,  the  symptoms  rapidly 
ameliorate.  .  .  .  Now,  in  most  cases,  the  menses  influence  this 
retrocession  in  a  curious  manner.  Women  suffering  from  this 
complaint  are  quite  regular,  the  menstruation  being  scarcely 
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deranged.  In  all  cases,  from  the  moment  the  catamenial  flux 
commences,  a  most  sensible  diminution  takes  place  in  the  size 
of  the  tumour." 

The  tumour  may  disappear  by  absorption,  by  perforation 
through  the  roof  of  the  vagina,  by  perforation  into  the  rectum. 
These  issues  are  the  normal  methods  of  spontaneous  cure.  But 
the  blood-mass  may  undergo  a  process  of  suppurative  or  decom- 
posing liquefaction,  setting  up  septicaemia  and  irritative  fever. 
Hematoceles  undergoing  this  or  other  change,  distended  by 
fresh  effusions,  under  violence  or  without,  may  burst  their  cyst, 
and  throw  out  the  contents  into  the  general  cavity  of  the 
peritoneum.    This  issure  is  rare,  but  cases  have  been  recorded. 
It  is  of  course  attended  by  fresh  signs  of  abdominal  injury  and 
shock,  and  is  likely  to  be  quickly  fatal.    Dr.  West  records  a 
case.     Tuckwell  relates  the  following  on  the  authority  of 
Seyfert : — A  woman,  in  whom  retro-uterine  hematocele  had  been 
diagnosed,  was  frightened  by  a  patient  in  the  next  bed  being 
seized  with  convulsions.    She  sprang  out  of  bed,  and  at  the 
same  moment  felt  a  violent  pain  in  the  abdomen,  which  was 
followed  by  rigor  and  collapse.    Three  days  after  this  she  died. 
The  general  cavity  of  the  peritoneum  was  found  filled  with 
bloody  fluid,  the  blood  having  escaped  from  a  sac  situated 
behind  the  uterus,  which  sac  had  burst.    The  sac  was  formed 
by  adhesions  between  the  rectum  on  the  one  hand,  and  the  uterus, 
right  tube  and  ovary  on  the  other.    It  contained  a  quantity  of 
blood,  part  fluid,  part  in  clots,  in  a  state  of  decomposition.  The 
right  ovary,  of  the  size  of  a  hen's  egg,  and  filled  with  clotted 
blood,  was  easily  recognised,  and  was  found  to  have  burst  and 
discharged  its  contents  into  the  cavity  of  the  cyst. 

Dr.  Matthews  Duncan  relates  a  case  (Edinburgh  Medical 
Journal,  1864)  of  extra-uterine  gestation,  in  which  signs  of 
rupture  occurred  at  two  and  a-half  months  of  gestation, 
followed  by  formation  of  haamatocele.  A  month  later,  signs 
of  fresh  rupture  appeared,  and  death  followed  in  thirty-six 
hours.  Autopsy  revealed  a  tumour  the  size  of  a  very  large 
orange,  between  the  sacrum  and  uterus,  which  contained  a  foetus 
of  less  than  two  months'  development,  and  clotted  blood.  A 
rupture  of  considerable  extent  had  taken  place  in  the  anterior 
wall  of  the  cyst. 

Dr.  Breslau,  of  Munich,  relates  (Mon.  fiir.  Greburtsk.,  1857)  a 
case  diagnosed  as  rupture  of  a  hsematocele,  followed  by  recovery. 
The  hsematocele,  which  had  been  made  out  before,  quite  dis- 
appeared after  signs  of  rupture. 

The  specimen  described  from  Bartholomew's  Museum  also 
may  be  referred  to  as  illustrating  the  termination  by  internal 
rupture  of  the  blood-tumour. 

In  some  cases,  the  intra-peritoneal  perforation  seems  to  be 
dealt  with  like  the  original  effusion,  by  a  fresh  conservative 
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peritonitis,  which  surrounds  the  new  effusion  of  blood.  Accord- 
ingly, in  some  cases,  Dr.  Madge's  is  an  example,  the  blood-sac 
seems  divided  into  two  by  a  septum. 

Two  cases  have  been  recorded,  one  being  that  of  Dr.  Madge, 
and  another  by  Bernutz,  in  which  phlegmasia  dolens  of  one  leg 
was  developed  in  the  course  of  the  affection. 

The  proportion  of  cases  which  disappear  by  absorption  is 
hard  to  estimate.  It  can  scarcely  be  doubted  that  in  some 
cases  assumed  to  have  terminated  in  this  way,  an  opening  was 
really  effected  into  the  vagina  or  rectum,  very  small,  perhaps, 
but  large  enough  to  permit  of  slow  evacuation  of  the  haematic 
cyst.  The  process  may  be  so  gradual,  that  the  moderate  rectal 
or  vaginal  blood-discharge  is  not  suspected  to  come  from  the 
cyst.  In  other  cases  the  discharge  by  rectum  or  vagina  is 
manifest  enough.  At  a  variable  time,  ranging  from  two  weeks 
to  two  months,  or  more,  blood  escapes  in  one  solid  mass,  or  in 
small  coagula  mixed  with  fluid  portions  over  several  days.  In 
one  case  reported  in  this  chapter,  we  had  several  opportunities 
of  seeing  blood  ooze  from  an  opening  in  the  posterior  vaginal 
roof ;  we  saw  this  opening  gradually  become  smaller,  the  tumour 
melting  away  simultaneously,  and  at  last  only  a  scar  was  left. 

Dr.  Willoughby  Wade  conjectured  that  in  some  cases  the 
blood-tumour  liquefying  discharged  itself  by  the  Fallopian 
tubes  and  uterus.  But  distinct  evidence  of  this  is  wanting. 
As  we  have  seen,  a  sanguineous  discharge  from  the  uterus  and 
vagina  is  common ;  but  it  may  be  the  expression  of  the  general 
congestion  or  turgidity  of  the  uterus.  It  is  not  evident  that  it 
comes  from  the  cyst  in  the  way  Dr.  Wade  suggests. 

In  some  cases  the  symptoms  are  essentially  the  same,  but  the 
general  and  local  distress  is  less  intense.  The  pain  is  slight,  the 
fever  moderate,  the  effusion  is  seldom  large  enough  to  be  felt 
above  the  pubes.  A  few  days,  or  at  most  a  few  weeks,  suffice 
for  recovery,  the  tumour  disappearing  almost  as  quickly  as  it 
came. 

All  the  best  observers  recognise  this  order  of  cases,  and  hold 
them  to  be  not  infrequent.  Of  the  truth  of  this  I  am  firmly 
convinced.  There  seems  no  valid  reason  to  doubt  that  small 
as  well  as  large  quantities  of  blood  may  be  effused  into  Douglas's 
pouch ;  and  there  is  ample  evidence  to  prove  that  small  quan- 
tities of  blood  may  give  rise  to  only  slight  irritation.  If, 
as  Tuckwell  says,  the  objection  be  urged  that  as  they  do 
not  terminate  fatally,  and  are  not  large  enough  to  necessitate 
puncture,  the  presence  of  blood  as  the  cause  of  the  tumour  is 
merely  conjectural,  it  may  be  answered  that  their  close  resem- 
blance to  the  more  pronounced  cases,  the  nature  of  which  is 
unmistakeable ;  the  position  of  the  tumour ;  and  the  rapidity 
with  which  it  is  absorbed,  are  sufficient  to  justify  the  diagnosis. 
Those  who  reject  all  evidence  except  that  furnished  by  dissection, 
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or  by  puncturing  the  tumour,  shut  themselves  out  from  the 
possibility  of  instruction  by  clinical  observation  and  reasoning. 

In  the  milder  order  of  cases,  and  in  those  which  end  by  dis- 
charging through  the  rectum  or  vagina,  the  sac  itself  formed  by 
peritonitic  effusions  has  to  be  absorbed.  This  is  effected  more 
or  less  rapidly  and  completely. 

The  diagnosis  flows  from  the  appreciation  of  the  symptoms 
described.  It  may  be  affirmed  with  confidence  that  nothing  else 
but  a  hematocele  will  produce  them  in  their  aggregate  or 
cumulative  character.  The  conditions  most  likely  to  lead  to 
error  are : — 

1.  Retroversion  of  the  gravid  womb. — This  is  the  error  I  have 
known  most  frequently  made.  The  distinction  is  made  out  by 
the  physical  exploration  described  above  ;  by  the  history  of  preg- 
nancy when  there  is  retroversion ;  and  by  the  absence  of  the 
fundus  uteri  from  the  pelvic  brim  or  from  the  abdomen  above 
the  symphysis. 

2.  Fibroid  tumour. — The  presence  of  the  body  of  the  uterus  in 
its  normal  place,  or  at  any  rate  its  being  made  out  separately  from 
the  tumour  under  investigation,  distinguishes  fibroid  from  hsema- 
tocele.  The  history  of  the  two  cases  is  essentially  different. 
The  fibroid  is  of  slow  growth ;  the  hematocele  rapid  and  sudden. 

3.  A  small  ovarian  cyst  locked  in  the  hollow  of  the  sacrum 
behind  the  uterus.  By  the  unaided  physical  exploration,  it  is 
sometimes  difficult  to  bring  out  decisive  differential  signs.  A 
small  ovarian  tumour  is  fluctuating,  elastic,  occupies  exactly  the 
position  of  a  hematocele,  displaces  the  uterus  forwards  in  a 
similar  manner,  causes  retention  of  urine,  and  carries  the  vaginal 
canal  forwards,  compressing  it.  But  there  is  a  difference  in  the 
feel  of  the  tumour  manifest  to  the  practised  touch ;  the  history 
is  different ;  the  symptoms  have  usually  come  on  gradually. 
The  sudden  shock  of  hematocele,  the  attendant  peritonitis  are 
wanting. 

4.  Perimetric  inflammation. — The  invasion  of  this  affection  is 
sometimes  very  similar  to  that  of  hematocele  ;  indeed,  it  may 
be  concluded  that  in  some  cases  of  presumed  perimetric  inflam- 
mation there  is  hematocele  as  well.  The  characters  of  peri- 
metric inflammations  have  been  described  in  the  preceding 
chapter.  It  is  enough  here  to  repeat  that  the  seat  and  nature  of 
the  tumefactions  felt  in  the  vagina  and  rectum  differ  from  those 
of  hematocele.  They  are  rarely  so  purely  retro-uterine ;  they 
are  commonly  lateral,  often  unilateral ;  they  fix  the  uterine  neck 
lower  in  the  pelvis,  and  generally  near  the  centre,  or  deviate  it 
to  one  side ;  they  are  more  knobby,  irregular  in  shape  ;  they 
are  hard,  brawny.  But  in  one  case  Nelaton  found  the  walls  of 
a  hematocele  hard,  like  cartilage ;  and  Madge  describes  the 
same  condition.  Retention  of  urine  is  more  exceptional,  and  in 
the  issue  not  blood,  but  pus  is  voided. 
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5.  Abscess  in  the  neighbourhood  of  the  uterus. — This  may  be 
distinguished  by  the  following  differential  signs  : — Abscess  is 
rarely  so  distinctly  retro-uterine  as  hematocele.  In  all  the  cases 
I  have  seen  which  gave  rise  to  doubt  there  was  some  degree  of 
laterality.  It  is  not  so  frequently  connected  with  menstrual 
accidents ;  there  is  no  coincident  metrorrhagia.  It  does  not 
attain  suddenly  its  greatest  intensity.  The  tumour  is  not  formed 
from  the  commencement.  The  skin  does  not  suddenly  become 
anaemic.  The  mass,  hard  at  first,  becomes  later  soft  and  fluc- 
tuating, the  contrary  being  usually  the  case  in  hematocele.  The 
constitutional  symptoms  follow  an  inverse  order  from  those  of 
hematocele.  But  I  have  known  pelvic  abscess  cause  retention 
of  urine. 

The  diagnosis  may  in  some  doubtful  cases  be  assisted  by  the 
exploratory  needle,  or  Dieulafoy's  aspirator-trocar.  But  this 
should  not  be  lightly  used.  The  finest  puncture  may  set  up 
inflammation ;  and  if  the  blood  have  coagulated,  the  negative 
result  might  betray  the  inexperienced  explorer  into  the  error 
that  the  tumour  was  not  a  hematocele.  Should  pus  escape,  the 
diagnosis  of  abscess  is  tolerably  certain. 

I  am  tempted  to  add  Dolbeau's  picture  of  the  diagnosis  : 
"  The  diagnosis,"  says  Dolbeau,  "  is  sometimes  very  easy,  at 
others  very  difficult.  Great  importance  must  be  attached  to  the 
more  or  less  advanced  stage  of  the  malady.  If  the  case  is  seen 
at  the  commencement,  you  must  bear  in  mind  that  hematocele 
is  not  the  only  uterine  malady  whose  onset  is  sudden.  The 
lypothymic  symptoms,  the  pain  and  distention  of  abdomen, 
occur  in  both  pelvic  peritonitis  and  in  intense  ovarian  congestions. 
Ovarian  congestion  and  hematocele  are  never  accompanied  by 
fever.  Pelvic  peritonitis,  on  the  contrary,  is  a  malady  essen- 
tially febrile. 

"  Position  of  tumour. — In  hematocele  it  gives  rise  to  a  projec- 
tion just  above  the  pubes,  and  sometimes  almost  reaches  the 
umbilicus.  The  tumour  in  pelvic  peritonitis  never  extends 
beyond  the  level  of  the  symphysis,  or  if  it  does,  it  extends 
slowly ;  whereas,  in  hematocele,  the  tumour  suddenly  attains 
its  maximum,  and  afterwards  diminishes  rather  than  increases. 

"  The  excessive  pallor  of  the  face,  so  important  a  symptom  in 
hematocele,  is  never  seen  in  pelvic  peritonitis. 

"  The  direction  of  the  cervix  forwards  belongs  exclusively  to 
hematocele." 

The  treatment  now  admits  of  being  indicated  with  some 
authority.  Disposing,  first,  of  the  cataclysmic  cases,  it  may  be 
stated  that  the  treatment  merges  in  that  of  rupture  of  the 
uterus,  of  rupture  of  an  extra-uterine  gestation-sac,  and  of  other 
great  abdominal  lesions.  We  must  seek  to  rally  from  collapse 
by  rest,  by  opium,  and  the  sparing  use  of  stimulants. 

In  the  milder  class  of  cases  of  true  encysted  hematocele,  as  in 
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all  the  other  cases,  rest  is  the  first  and  most  imperative  pre- 
scription. If  we  suspect  that  haemorrhage  is  proceeding,  we 
may  apply  cold  to  the  abdomen.  When  signs  of  peritonitis 
are  coming  on,  salines  and  opiates  are  of  eminent  service.  As 
topical  applications,  leeches  to  the  abdomen  are  often  of  use ; 
then  hot  cataplasms  or  fomentations.  Whenever  there  is  reten- 
tion of  urine,  the  indication  to  use  the  catheter  is  obvious.  It 
should  be  done  at  stated  intervals — say  every  eight  hours.  If 
there  is  tenesmus  or  dysentery  an  opiate  suppository  should  be 
administered.  Purgatives,  as  breaking  the  law  of  rest,  should 
be  sedulously  avoided.  The  bowels  will  probably  act  by-and- 
bye,  as  in  other  cases  of  obstruction,  under  the  use  of  opium ; 
and  an  enema  may  be  given  after  a  few  days,  when  the  faecal 
accumulation  is  marked. 

The  great  contention  has  been  as  to  the  expediency  of  punc- 
turing the  tumour.  Experience  has  gradually  led  to  definite 
rules  upon  this  point.  So  long  as  the  local  distress  is  not  urgent, 
so  long  as  the  tumour  remains  hard,  so  long  as  there  is  no  sign 
of  septicaemia  or  irritative  fever,  so  long  is  it  wise  to  follow  the 
expectant  method,  observing  strict  rest,  and  abstaining  from  all 
local  interference.  But  when  the  tumour  softens,  when  it  en- 
larges immoderately,  when  the  pulse  and  temperature  rising 
indicate  septicaemia,  then  it  is  time  to  consider  the  resort  to 
puncture.  This  step  being  resolved  upon,  we  have  to  weigh 
the  method  of  performing  the  operation.  The  most  convenient 
spot  to  select  is  the  most  bulging  part  behind  the  cervix  uteri 
in  the  roof  of  the  vagina.  We  may  use  a  medium-sized  trocar 
or  a  bistoury.  The  instrument  should  be  plunged  in  the  direction 
of  the  axis  of  the  pelvic  brim,  parallel  with  the  posterior  wall  of 
the  uterus.  This  line  can  be  accurately  defined  by  first  passing 
the  sound  into  the  uterus.  We  thus  get  a  landmark.  If  the 
instrument  be  directed  obliquely  backwards,  it  is  apt  to  perforate 
the  rectum  first,  and  to  enter  the  haematocele  obliquely,  affording 
only  an  imperfect  escape.  It  is  well  to  leave  the  canula  in  situ 
to  serve  as  a  drain.  If  the  blood  be  in  great  part  coagulated,  we 
may  scoop  out  what  can  be  easily  reached  with  the  handle  of  a 
spoon ;  but  generally  it  is  wiser  not  to  meddle  too  much. 

In  cases  where  decomposition  arises,  the  sac  should  be 
washed  out  twice  a  day  with  Condy's  fluid,  or  weak  carbolic 
acid. 

Out  of  fifty-three  cases  of  recovery  tabulated  by  Tuckwell, 
thirty  were  treated  without  any  operation.  The  remaining 
twenty  were  punctured.  But  it  is  at  least  doubtful  whether  in 
some  of  these  latter  the  puncture  was  not  superfluous,  whether, 
indeed,  it  were  not  a  source  of  danger. 

One  source  of  such  danger  is  the  admission  of  air  into  the 
sac,  and  the  consequent  decomposition  of  its  contents.  Aran 
records  a  case  of  this  kind  in  which  puncture  was  made  by  an 
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exploratory  trocar,  a  fistulous  opening  remained,  and  death 
ensued  from  putrid  infection. 

Here,  as  in  all  other  pelvic  and  abdominal  inflammations,  it 
should  be  a  standing  rule  to  avoid  repeated  examinations.  Mani- 
pulation must  disturb  parts  which  above  all  things  require  re- 
pose ;  it  can  hardly  fail  to  irritate  and  aggravate  inflammation ; 
it  may  burst  the  blood- cyst,  and  lead  to  a  fatal  renewal  of 
haemorrhage  and  peritonitis. 


CHAPTER  XLIII. 


DISPLACEMENTS  OF  THE  UTERUS ;  DEFINITION ;  VARIETIES  OF: 
PROLAPSUS  DESCRIBED ;  HYPERTROPHY  OF  THE  VAGINAL- 
PORTION. 

The  uterus  may  be  said  to  be  displaced  whenever  it  is 
removed  from  its  usual  position  by  some  more  or  less  persisting 
cause.  Of  course  allowance  must  be  made  for  the  normal 
mobility  of  the  organ.  Movement  within  certain  limits,  if 
followed  by  return  to  the  normal  statical  position,  is  not 
regarded  as  displacement. 

The  displacements  of  the  uterus  are  as  follows : 

Upwards  or  elevation. 

Downwards  or  prolapsus. 

To  either  side  or  lateral  deviation. 

Forwards. 

Backwards. 

In  all  the  above  displacements  the  uterus  may  preserve  its 
normal  form  and  size ;  its  axis  may  remain  unchanged ;  its 
shape  may  be  unaffected.  In  connection  with  displacement  in 
reference  to  the  axis  of  the  pelvis,  the  uterus  may  be  altered  in 
its  inclination :  that  is,  its  fundus  may  be  inclined  forwards, 
constituting  anteversion  ;  backwards,  constituting  retroversion  ; 
to  either  side,  constituting  right  or  left  lateriversion.  These 
displacements  are  estimated  chiefly  by  the  deviation  of  the 
body  of  the  uterus  from  its  central  position,  the  cervix  remain- 
ing more  or  less  fixed  by  its  axis  of  suspension  to  the  base  of 
the  bladder. 

Displacements  may  be  associated  with  change  of  form.  Thus, 
the  uterus  may  be  bent,  its  axis  undergoing  deviation.  It 
may  be  bent  forward,  constituting  anteflexion ;  backwards, 
constituting  retroflexion ;  to  either  side,  constituting  right  or 
left  lateriflexion.  The  uterus  also  may  undergo  torsion  or 
twisting  on  its  axis. 
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Prolapsus  or  Descent  of  the  Uterus. 

It  will  be  convenient  to  begin  with  the  description  of  pro- 
lapsus. This  is,  if  not  the  most  common  of  all  the  displace- 
ments, at  any  rate  that  which  most  frequently  comes  under 
treatment. 

In  the  great  majority  of  instances  the  history  is  a  continuous 
one,  beginning  with  labour,  and  marked  successively  by  uterine 
engorgement,  sub-involution,  inflammation,  prolapsus,  retrover- 
sion, and  hypertrophy. 

The  most  rational  and  profitable  course  then  must  be  to 
follow  the  historical  order ;  to  study  first  the  immediate  conse- 
quences of  labour,  and  then  to  trace  out  the  subsequent  events 
to  their  full  accomplishment.  The  first  chapter  of  this  history 
has  been  already  traced. 

The  leading  fact  then  in  the  history  of  prolapsus  of  the 
uterus  is  imperfect  involution  after  labour.  If  this  great  fact 
be  kept  steadily  in  mind,  and  the  lessons  in  practice  which  it 
dictates  be  carried  out,  many  cases  of  prolapsus  will  be  pre- 
vented altogether,  and  many  more  will  be  arrested  in  their 
early  and  most  curable  stages. 

Prolapsus  uteri  of  course  strictly  means  a  falling  of  the 
womb.  Instead  of  swinging  at  its  proper  level,  it  descends 
lower  into  the  pelvis,  and  may  even  make  its  way  through  the 
vulva.  Hence  there  are  different  degrees  of  descent.  The 
minor  degrees  in  which  the  womb  only  drops  in  the  vagina  are 
usually  distinguished  as  prolapsus ;  whilst  the  extreme  degrees 
in  which  the  womb  passes  forth  through  the  vulva  bear  the 
name  of  procidentia.  Etymologically  viewed,  these  terms  have 
an  arbitrary  significance  assigned  to  them  ;  but  it  is  convenient 
to  retain  them  in  the  sense  which  custom  has  associated  with 
them. 

Prolapsus  and  procidentia  may  be  more  accurately  defined  as 
follows.  If  we  regard  the  cavity  of  the  uterus  as  a  continua- 
tion of  the  walls  of  the  vagina,  the  whole  forming  one  tube, 
there  will  be,  at  the  commencement  of  prolapsus,  three  dupli- 
catures : 

1.  A  central  portion,  the  uterus  itself,  dropping  down  into 
the  roof  of  the  vagina,  is  invaginated. 

2.  Then  there  are  the  two  folds  or  reflections  of  the  vagina, 
one  of  which,  representing  the  part  in  which  the  uterus  is 
inserted,  is  carried  down  inverted  by  the  uterus ;  the  other  is 
the  part  of  the  vagina  which  retains  its  normal  position,  and 
receives  the  inverted  portion  containing  the  uterus.  So  long 
as  this  stage  of  depression,  of  partial  inversion  of  the  vagina 
by  the  squatting  of  the  uterus  continues,  there  is  prolapsus^ 

3.  Procidentia  exists  when  the  body  of  the  uterus,  continuing 
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its  invagination,  has  passed  quite  through  the  vulva.  When 
this  has  taken  place,  there  are  only  two  duplicatures,  viz.,  the 
uterus  which  has  passed  into  the  now  nearly  completely- 
inverted  vagina.  As  Cruveilhier,  however,  observed,  some  vestige 
of  the  second  duplicature  formed  by  the  vagina  is  constantly 
met  with  in  the  furrow  of  greater  or  less  depth,  situated  behind 
the  procident  mass ;  for  though  the  inversion  of  the  anterior 
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Fig.  104. 

seagram  illustrating  successive  stages  of  prolapsus  op  uterus,  and  the  attendant 
degrees  of  betroversion. 


a,  b.  Axis  of  brim  of  pelvis,  c,  d.  Axis  of  outlet,  b,  e.  Curve  of  cams,  or  curvilinear  axis 
of  pelvis.  1,  2,  3,  4.  Stages  of  prolapsus.  The  uterus  tethered  to  the  symphysis,  revolves 
found  it  in  descent. 


.wall  of  the  vagina  may  be  complete,  that  of  the  posterior  wall 
is  scarcely  ever  so.  Hence  the  tumour,  caused  by  prolapsus 
uteri,  is  always  longer  in  the  vertical  direction  in  front  than  it 
is  behind.  The  theory  of  prolapsus  and  procidentia  uteri  may 
be  summed  up  as  follows  :  Invagination  or  intussusception  of 
the  uterus  is  prolapsus ;  complete  inversion  of  the  vagina  or 
hernia  uteri  is  procidentia. 
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In  complete  prolapsus  the  inverted  vagina  contains  the  uterus. 
This  is  hypertrophied  ;  its  cavity  is  mostly  enlarged,  filled  with 
mucus.  Besides  the  uterus,  the  vaginal-sac  commonly  contains 
in  front  a  portion  of  the  bladder-base  ;  behind,  the  anterior  and 
lower  part  of  the  rectum.  Looking  into  the  pelvis  from  above 
we  see  between  the  bladder  and  the  rectum  into  a  funnel- 
shaped  cavity,  in  the  depth  of  which  lies  the  fundus  of  the 
uterus,  dragging  down  after  it  the  tubes  and  ovaries. 


Fig.  105.— (Half-size,  from  St.  George's  Museum.) 

COMPLETE  PROCIDENTIA  UTEEI. 

p.  Symphysis  pubis,  b.  Bladder,  it.  Urethra  drawn  almost  vertically  downwards  to  open 
into  b',  a  sacculated  diverticulum  of  bladder  outside  the  vulva,  and  in  front  of  the  proeident 
uterus,  o  u.  Os  uteri,  d.  Douglas's  pouch  extended  outside  the  vulva,  o.  The  ovary  dragged 
down.   a.  The  anus. 

Such  then  is  the  typical  form  of  prolapsus  and  of  procidentia. 
The  uterus,  by  its  attachment  in  front  to  the  base  of  the 
bladder,  is  tethered  to  the  pubic  bone  by  its  lower  third.  The 
consequence  is,  that  as  the  uterus  descends  towards  the  outlet, 
it  must  revolve  round  the  pubic  bone  as  a  centre.  The  fundus 
then  gradually  rolls  back,  so  that  retroversion  keeps  pace  with 
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prolapsus,  and  when  prolapsus  has  merged  into  procidentia, 
the  fundus  will  be  directed  backwards  towards  the  anus,  whilst 
the  os  externum  will  be  turned  a  little  forwards.  The  exact 
position  of  the  uterus  at  any  point  of  this  downward  course 
may  be  accurately  determined  by  the  fingers  and  sound.  The 
lower  the  uterus  the  more  the  point  of  the  sound  must  be 
turned  backwards  to  pass  along  its  canal,  and  the  more  easily 
will  the  fingers  in  the  rectum  get  above  the  fundus.  When 
the  procidentia  is  complete  the  whole  uterus  may  be  grasped 
between  fingers  and  thumb,  and  its  contour  and  size  exactly  made 
out,  through  its  sac  of  inverted  vagina. 

The  alteration  in  the  course  of  the  urethra  sometimes  makes 
it  difficult  to  introduce  a  catheter.  The  catheter  passes  back- 
wards and  downwards  into  the  substance  of  the  tumour  to  a 
greater  or  less  extent,  according  to  the  degree  of  procidentia. 
A  good  idea  of  this,  as  well  as  of  the  appearance  of  the  tumour 
of  procidentia,  may  be  formed  from  Fig.  105,  which  I  have 
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Pig.  106,— (Half -size,  from  specimen  in  St.  George's  Museum.) 

PROLAPSUS  UTERI,  FRONT  VIEW.     UTERUS,  BLADDER,  AND  PELVIC  BONES  REMOVED  en  masse. 

p.  Symphysis  pubis,    f,  b.  Fundus  of  enlarged  bladder,    b.  Bladder  opened,  bougie  passed  into 
it  from  u,  urethra.    The  bladder  is  drawn  outside  by  the  uterus  behind  it.    o  u.  Os  uteri. 
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drawn  from  a  specimen  in  St.  George's  Museum,  b  represents 
the  bladder,  b'  the  pouch,  or  diverticulum,  and  u  b'  the  deviated 
urethra. 

There  is  an  excellent  figure  in  Boivin  and  Duges,  showing  a 
front  view  of  a  procident  uterus  and  bladder ;  the  bladder  is 
laid  open  in  the  front  of  the  tumour,  and  a  bougie  marks  the 
downward  course  of  the  urethra.  Instead  of  copying  this  I 
have  preferred  to  introduce  the  drawing  from  a  specimen  in 
St.  George's  Museum,  which  shows  the  same  points  equally 
well,  Fig.  106. 

The  analogy  between  procidentia  uteri  and  hernia  has 
always  attracted  attention.  The  inverted  vagina  is  the  hernial 
sac  ;  the  uterus  is  the  displaced  intestine.  Not  uncommonly 
the  sac  contains  a  mass  of  small  intestines  besides.  Owing  to 
the  peritoneum  descending  below  the  uterus  and  behind  the 
upper  fourth  of  the  vagina  before  it  is  reflected  upwards  over 
the  rectum,  a  deep  pouch  is  formed,  which  undergoes  great 
extension  as  the  uterus  and  vagina  are  carried  downwards. 
This  pouch  may  receive  an  enormous  mass  of  small  intestine, 
so  that  the  external  swelling  may  be  as  big  as  a  man's  head. 
The  intestine  may  be  plainly  felt  by  its  gurgling.  The  anterior 
cul-de-sac  of  the  peritoneum  formed  by  the  reflection  from  the 
bladder  on  to  the  anterior  wall  of  the  body  of  the  uterus  is  too 
shallow  to  admit  the  small  intestines  into  it. 

The  descent  and  inversion  of  the  anterior  wall  of  the  vagina 
necessarily  drags  the  base  of  the  bladder  and  urethra  with  it, 
causing  sacculation  of  the  bladder  and  deviation  of  the  urethra 
from  its  natural  course.  The  degree  of  displacement,  however, 
will  depend  somewhat  upon  whether  the  prolapsus  have  taken 
place  gradually  or  quickly.  If  it  have  taken  place  quickly,  the 
organs  are  carried  down  bodily  together ;  but  if  the  prolapsus  be 
of  slow  production,  the  connective  tissue  uniting  the  vagina  and 
bladder  may  yield  and  stretch  a  little,  so  that  the  urethra  may 
not  be  so  much  distorted.  But  in  the  majority  of  cases  the  base 
of  the  bladder  is  so  drawn  down  below  the  level  of  the  meatus, 
that  its  contents  cannot  be  perfectly  voided.  The  constant  strain- 
ing to  accomplish  this  causes  distention  and  the  gradual  forma- 
tion of  a  vesical  pouch,  which  is  partly  outside  the  vulva.  In 
this  pouch  there  is  a  continual  tendency  to  stagnation  of  urine. 
This  leads  to  the  deposit  of  lithates  and  phosphates,  and  the 
concretion  of  calculi  in  the  diverticulum.  But  Cruveilhier  met 
with  a  case  in  which  the  whole  cavity  of  the  undisplaced  por- 
tion of  the  bladder  was  filled  by  a  calculus.  Golding  Bird 
pointed  out  how  it  led  to  formation  of  phosphates  and  ammo- 
niacal  urine.  Dr.  G.  Roper  related  to  me  a  case  of  prolapsus 
uteri  et  vesicae,  in  which  the  bladder  contained  several  calculi 
which  could  be  rattled  about  by  the  hand.  A  similar  case  of 
complete  procidentia  with  eversion  of  the  vagina,  and  calculi 
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in  the  pouch  of  the  bladder  was  under  my  care  at  the  London 
Hospital.  Dr.  West  says  there  is  also  great  liability  to  kidney 
degeneration  as  a  retrograde  consequence.  According  to  Cru- 
veilhier,  the  deviation  of  the  meatus  urinarius  is  less  the  effect 
of  the  displacement  of  the  bladder  than  of  the  anterior  wall 
of  the  vagina.    The  bladder  generally  is  greatly  enlarged. 

Although,  according  to  my  own  observations,  prolapsus  and 
procidentia  are  distinct  from  hypertrophic  elongation  of  the 
uterus,  these  conditions  are  so  frequently  associated  in  the  same 
patient,  and  are  otherwise  so  intimately  related  that  it  is  most 
convenient  to  describe  hypertrophy  in  this  place. 

Hypertrophy  of  the  Vaginal-portion. 

The  greater  number  of  cases  of  considerable  hypertrophic 
elongation  of  the  cervix  uteri  occur  in  women  who  have  had 
children,  and  after  the  age  of  forty-five  or  fifty,  although  we 
Bee  its  incipient  stages  at  an  earlier  age.  The  hypertrophic 
elongation  observed  in  women,  married  or  single,  who  have 
never  had  children,  is  of  a  different  form,  and  the  cases  are 
not  very  numerous.    We  may  fitly  describe  this  form  first. 

1.  The  hypertrophic  elongation  of  the  cervix  uteri  of  women  tvho 
have  never  borne  children. — This  form  may  be  observed  in  com- 
paratively young  women.  If,  in  the  majority  of  cases,  it  first 
comes  under  observation  in  married  women,  this  is  commonly 
because  before  marriage  the  malformation,  for  such  I  believe  it 
to  be,  lies  quiescent.  When  the  enlarged  structure  comes  to  be 
exposed  to  the  contingencies  of  married  life,  which  include 
possibly  a  considerable  amount  of  direct  violence,  and  certainly 
greater  liability  to  congestion,  distress  arises.  It  entails  all 
the  inconveniences  of  a  foreign  body.  It  may  be  compared 
to  a  polypus  in  the  vagina.  It  is  usually  conical  in  shape,  the 
base  starting  from  the  fundus  vaginae,  and  tapering  somewhat 
towards  its  lower  end,  at  the  point  of  which  is  seen  the  os  uteri. 
This  is  usually  a  round  opening,  that  will  barely  admit  the 
uterine  sound.  The  length  of  this  hypertrophied  vaginal-por- 
tion varies  from  an  inch  to  two  inches,  or  even  more.  The  os 
uteri  may  come  nearly  down  to  the  vulva,  so  that  the  vaginal 
canal  may  be  nearly  filled  with  the  protuberance.  It  not  un- 
commonly happens  as  an  aggravation  of  trouble  that  the  vagina 
itself  is  short.  Thus  the  male  organ  comes  into  violent  con- 
tact with  it,  or  after  a  time  it  distends  the  posterior  wall  of  the 
vagina,  and  a  pouch  is  formed  in  the  roof  behind  the  cervix 
uteri.  That  the  excessive  length  is  due  to  the  elongation  of 
the  vaginal-portion  is  proved  by  the  sound  and  by  the  touch, 
which  show  that  the  body  of  the  uterus  occupies  its  normal 
position  in  the  pelvis,  and  is  of  normal  length.    Under  the 
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irritation  to  which  it  is  constantly  subjected  it  first  becomes  the 
seat  of  congestion,  then  of  inflammation,  perhaps  of  abrasion 
or  ulceration.  Friction  against  the  vagina  sets  up  inflamma- 
tion in  this  canal,  erosions  of  its  mucous  membrane  occur ; 
copious  muco-purulent  leucorrhoea  and  dysmenorrhcea  and 
dyspareunia  are  sure  to  follow.  The  following  case  observed  at 
the  London  Hospital  is  typical : — W.,  aged  twenty  six,  married, 
never  pregnant ;  is  harassed  by  menorrhagia  and  profuse  leu- 
corrhoea :  has  complained  of  prolapsus  and  procidentia  for  two 
years.  From  girlhood  always  had  discharge  and  bearing-down. 
The  vaginal-portion  is  smooth,  round ;  the  os  externum  projects 
beyond  the  labia  majora  ;  there  is  no  eversion.  The  elongated 
vaginal-portion  produces  all  the  distress  of  a  foreign  body  in 
the  vagina ;  like  a  polypus  it  keeps  up  vaginal-irritation,  and 
induces  expulsive  efforts  which  increase  the  procidentia  and 
hypertrophy.    Relief  ensued  on  amputation. 

The  only  effectual  treatment  for  these  cases  where  the  pro- 
jection of  the  elongated  vaginal-portion  is  at  all  considerable  is, 
I  believe,  amputation.  And  the  best  way  of  amputating  is  by 
the  galvanic  cautery  wire.  A  superfluous  structure  has  to  be 
removed,  and  amputation  is  not  only  the  most  complete  method 
of  accomplishing  this,  but  also  the  quickest  and  least  dis- 
tressing. 

The  operation  is  performed  in  the  following  manner.  (See  Fig. 
107.)  The  patient  is  placed  either  in  the  semi-prone  position  or 
in  the  lithotomy  position,  and  brought  under  the  influence  of 
chloroform.  A  retractor  is  inserted  into  each  side  of  the  vulva, 
whilst  a  Sims'  speculum  pulls  back  the  perineum,  and  exposes 
the  vaginal-portion.  This  is  then  seized  by  a  strong  vulsellum, 
and  drawn  outwards,  aided  by  pressure  by  an  assistant's  hand 
above  the  pubes.  The  battery  being  ready,  the  wire-loop  is 
then  adjusted  round  the  vaginal-portion  about  half  an  inch 
below  the  line  of  reflection  of  the  vagina.  When  the  heat  is 
turned  on,  the  wire  is  gradually  screwed  up  until  it  has  severed 
the  structure  included.  The  severed  surface  presents  a  clean 
smooth  aspect,  showing  concentric  rings,  the  marks  of  the 
varying  intensity  of  the  cautery  as  it  made  its  way.  There  is 
rarely  much  bleeding,  and  no  special  means  are  usually 
required  to  arrest  it.  Any  protracted  oozing  from  the  surface 
of  the  stump  or  a  pumping  artery  is  soon  stopped  by  touching 
with  the  porcelain-cone  made  incandescent  by  the  galvanic 
current.  Further  security  against  bleeding  is  obtained  by 
allowing  full  time  for  the  heated  wire  to  make  its  way  through 
the  part,  and  thus  to  secure  a  rather  prolonged  contact  with 
the  surface.  A  pledget  of  cotton- wool,  soaked  in  carbolic  acid 
oil,  is  the  only  dressing  required.  The  section  goes  through 
the  expanded  portion  of  the  spindle-shaped  cavity  of  the  cervix. 
This  is  not  very  liable  to  close  during  cicatrization,  but  to 
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Fig. 107. 

uepresenting  one  form  of  hypertrophy  of  the  vaginal-portion,  and  the  application 
of  the  wire  for  amputation  by  galvanic  cautery. 


Fig.  108—  (Ad  nat.) 


APPEARANCE  OF  THE  VAGINAL-PORTION  AFTER  COMPLETE  CICATRIZATION  FROM  AMPUTATION  BY 
THE  GALVANIC  CAUTERY. 
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obviate  this  risk  it  is  desirable  to  insert  an  intra-uterine  pessary, 
to  be  worn  for  a  month.  The  after-treatment  consists  in  rest 
for  a  fortnight  during  the  process  of  repair  by  granulation  and 
cicatrization.  The  state  of  the  new  os  uteri  must  be  watched 
for  some  time  afterwards,  to  be  sure  there  is  no  undue  con- 
traction. 

The  result  in  my  experience  has  been  satisfactory.  The 
inflammatory  symptoms  have  subsided,  the  dysmenorrhoea  and 
dyspareunia  have  been  materially  mitigated. 

2.  Other  forms  of  hypertrophy  occur  after  child-birth.  They 
may  be  said  to  grow  out  of  the  state  of  congestive  hyperemia 
and  subacute  inflammation  of  the  cervix,  which  takes  its 
departure  from  labour.  The  course  to  be  pursued  to  prevent 
this  result,  consisting  in  the  cure  of  the  primary  stage,  has  been 
already  described.  If  this  course  be  not  adopted  the  develop- 
ment of  hypertrophy  in  some  form,  and  to  a  greater  or  less 
degree,  is  pretty  sure  to  follow.  This  secondary  or  acquired 
hypertrophy  is  slowly  progressive ;  it  may  take  many  months 
or  even  years  to  attain  its  full  extent.  During  all  this  time 
a  degree  of  endometritis  and  inflammation  of  the  vaginal- 
portion,  with  vaginal  irritation,  is  kept  up.  Dysmenorrhoea 
frequently  attends ;  more  or  less  dyspareunia  is  common ;  there 
are  attacks  of  metrorrhagia ;  and  muco-purulent  leucorrhcea  is 
hardly  ever  absent.  The  increased  bulk  of  the  uterus  and  the 
relaxation  of  the  vagina  and  other  pelvic  structures  give  rise 
to  prolapsus,  perhaps  to  retroversion.  As  in  all  cases  where 
there  is  inflammation  of  the  cervix  the  os  externum  remains 
patulous.  Often  there  is  a  degree  of  eversion  or  of  rolling-out 
of  the  lining  membrane  of  the  cervical  canal ;  the  lower  margin 
of  the  palmaa  plicatse  protrudes  through  the  os,  and  comes  into 
sight  in  the  field  of  the  speculum.  (See  Fig.  109.)  The  rough 
granular  appearance  thus  exhibited,  especially  when  the  epithe- 
lium-investment is  shed,  as  it  often  is,  is  due  to  the  prominence 
of  the  ridges  of  the  arbor  vitse,  and  to  the  projection  of  the 
bared  villi  upon  them,  which  in  the  natural  state  are  levelled 
down  somewhat  by  their  epithelium-covering. 

A  somewhat  similar  appearance  is  produced  when  the  hyper- 
trophied  lips  are  turned  outwards  in  consequence  of  an  exube- 
rant growth  of  the  ovula  Nabothi,  and  acquire  from  the  burst 
vesicles  a  red,  angry,  pitted  and  furrowed  aspect. 

What  to  the  eye  appears  to  be  procidentia  uteri,  and  was 
long  believed  to  be  procidentia,  is,  in  the  majority  of  cases,  a 
hypertrophic  elongation  of  the  cervix,  which  extends  down- 
wards until  the  os  externum  and  the  inverted  vagina  protrude 
beyond  the  vulva.  It  was  noticed  by  Morgagni,  the  forefather 
of  so  many  modern  discoverers.  In  a  case  he  particularly 
described,  he  attributed  the  elongation  to  prolapsus  and  hyper- 
trophy of  the  vagina.    Levret,  in  1773,  also  described  it  in  a 
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memoir  entitled  "  Sur  un  allongement  considerable  qui  survient 
quelquefois  au  col  de  la  matrice." 


Fig.  109. 

eversion  of  the  mucous  membrane  op  the  cervix  uteri. 

Cloquet  correctly  represents  the  condition  in  a  plate,*  and 
Cruveilhier  has  invariably  observed  it.  This  elongation  chiefly 
occurs  in  the  point  of  junction  between  the  body  and  neck,  and 
is  accompanied  by  a  striking  contraction  or  narrowing  of  the 
part.  In  the  second  part  of  his  work  on  pathological  anatomy 
— the  most  magnificent  contribution  to  the  science  we  yet  possess 
— Cruveilhier  gives  another  plate,  and  additional  observations, 
explanatory  of  the  changes  in  the  relation  of  parts,  occasioned 
by  the  inversion  of  the  vagina,  or  prolapsus  of  the  uterus.  It 
appears  from  his  researches,  that  sometimes  the  elongation,  and 
sometimes  the  depression  of  the  uterus,  aids  in  the  greater 
degree. 

He  met  with  cases  in  which  the  lengthening  of  the  uterus  was 
so  considerable,  that  when  the  part  was  viewed  within  the  pelvis 
it  seemed  as  if  it  occupied  its  right  situation.  The  co-existence 
of  an  inversion  or  doubling  of  the  vagina,  without  any  dis- 
placement of  the  womb,  which  has  only  undergone  elongation, 
seemed  to  him  to  prove,  that  in  certain  cases  at  least,  the  dis- 
placement of  the  uterus  has  its  beginning  in  the  foregoing 
change  of  the  vagina.  The  vagina  becomes  inverted  on  itself, 
like  the  finger  of  a  glove,  by  a  mechanism  precisely  like  that 
which  takes  place  in  intestinal  invaginations.  This  process  has 
been  explained  above. 

This  is  illustrated  in  Fig.  110,  from  a  specimen  in  the  London 
Hospital,  in  which  f  represents  the  fundus  uteri  in  situ,  whilst 
the  mass  outside  the  vulva  appears  to  be  the  procident 
uterus. 


*  Pathologie  Chirurgicale,  1831. 
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Another  point  observed  by  Cruveilhier  is  the  greater  or  less 
deformity  of  the  os  tincse.  One  of  its  lips,  usually  the  posterior 
one,  is  very  prominent,  whilst  the  other  is  effaced.  This  is 
illustrated  in  Fig.  Ill,  taken  by  me  from  a  case  under  my  care. 
In  some  instances  the  os  is  reduced  to  a  very  diminutive 
aperture.  This  is  mostly  the  case  in  aged  women,  in  whom 
atrophy  probably  preceded  the  prolapsus. 


///,/// 


Fig.  110.— (London  Hospital,  nat  size.) 

PROLAPSUS  OF  UTERUS,  WITH  HYPERTROPHIC  ELONGATION  AND  COMPLETE  EVERSION  OF  VAGINA  . 

m.ur.  Meatus  urinarius.   f.  Fundus  uteri,   u.v.  Uterus  covered  by  inverted  vagina. 
o.u.  Os  uteri. 

Yirchow,  in  1847,*  described  this  occurrence  as  a  peculiar 
form  of  prolapse,  under  the  name  of  prolapsus  uteri  without 
descent  of  the  fundus. 

*  Verhandlungen  der  Gesellschaft  fiir  Geburtskunde  in  Berlin,  vol.  ii.,  1847. 
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^  The  connection  between  prolapsus  and  hypertrophic  elonga- 
tion of  the  cervical  portion  of  the  uterus  demonstrated  by  the 
illustrious  men  whose  names  I  have  quoted,  has  been  since 
(1859)  described  with  great  minuteness  by  Huguier.  He  was, 
however,  far  too  absolute  in  his  statement  that  prolapsus  scarcely 
ever  exists.  He  distinguishes  four  varieties.  The  first  affects 
the  body  of  the  uterus  only,  and  may  cause  prolapsus ;  the 
second  ^  invades  the  os  tincse  only,  or  the  sub  vaginal-portion ; 
the  third  invades  nearly  the  whole  of  the  neck,  but  especially 
the  supra  vaginal-portion.  When  the  first  and  third 'coexist, 
they  make  the  fourth  variety.  To  this  I  may  add  that  hyper- 
trophy of  the  body  is  very  apt  to  cause  retroversion,  or  retro- 
flexion, or  ante  version. 


Fig.  111.— (Adnat.  R.B.) 

HYPERTROPHY  WITH  PROCIDENTIA  OF  THE  VAGINAL-PORTION.     GREATER  ENLARGEMENT  OF  THE 
POSTERIOR  LIP.     DEVELOPMENT  OF  "  HYPERTROPHIC  POLYPI." 

Stolz,  of  Strasbourg,  in  a  memoir  published*  a  few  months 
after  Huguier's  account  was  read  to  the  Academy  of  Medicine, 
described  it  with  a  completeness  of  detail  which  leaves  but  little 
to  be  added. 

The  mode  in  which  hypertrophic  elongation  of  the  cervix 


*  Journal  hebdomadaire,  Juin,  1859. 


HYPERTROPHY  OF  THE  VAGINAL-PORTION. 


629 


uteri  occurs  is  in  many  cases,  I  believe,  as  follows  : — The  first 
factor  is  arrested  involution  of  the  uterus.  This  entails  endo- 
metritis, which  in  its  turn  leads  to  active  hyperaamia  and  inter- 
stitial fibrin-effusions.  Then  a  process  of  gradual  continuous 
eversion,  and  growth  of  the  cervix  takes  place  thus  :  the  exter- 
nal tissues  of  the  cervical  portion  are  fixed  to  the  bladder  and 
the  fundus  vagina?,  and  being  comparatively  free  from  liability 
to  congestion  and  inflammation,  maintain  their  original  condi- 
tion as  to  length  and  relative  position.  The  mucous  membrane, 
on  the  other  hand,  which  lines  the  cavity  of  the  cervix  is  ex- 
tremely vascular,  is  the  primary  seat  of  injury  during  labour, 
and  of  congestion  and  inflammation  ;  it  becomes  swollen,  with 
gorged  vessels  and  serum  and  fibrin  poured  out  into  its  sub- 
mucous layers ;  hence  there  is  increased  villous  growth,  which 
can  only  find  room  by  bulging  out  through  the  os  tincee. 


Fig.  112.-(Adnat.  R.B.) 

EARLY  STAGE  OP  HYPERTROPHIC  ELONGATION  OF  THE  CERVIX  UTERI  J  EVERSION  OP  THE  LIPS 
EXAGGERATED  BY  THEIR  BEING  PARTED  BY  THE  BIVALVE  SPECULUM. 

The  peculiar  traumatic  condition  of  the  vaginal-portion  of 
the  cervix  caused  by  labour,  combined  with  its  subsequent  special 
exposure  to  disturbance,  is  the  reason  why  the  cervix  is  more 
commonly  arrested  in  its  return  to  the  normal  condition  than 
the  body  of  the  uterus.  It  has  not  only  to  undergo  involution, 
but  it  has  to  repair  damage.  A  chronic  subacute  inflammatory 
process  sets  in,  which  entails  a  perverted  or  exaggerated  nutri- 
tion of  the  part.  The  watery  part  of  the  serum  effused  into  it 
at  the  time  of  the  original  injury  is  absorbed ;  probably  the 
solid  constituents  remain ;  fresh  material  the  result  of  the 
hypersemic  state  compounded  of  congestion  and  inflammation 
is  added.  Hyperplasia  results,  and  is  maintained  by  the 
irritation  of  an  abraded  surface,  which,  if  the  term  ulceration 
be  objected  to,  is  at  any  rate  distinguished  by  being  bared  of 
epithelium,  by  angry  projecting  villi  easily  bleeding. 
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This  growth  or  extension  of  the  cervix  takes  place  from  within 
outwards,  and  involves  a  process  of  eversion.  That  is,  the 
hyperplasia  is  most  active  at  the  inner  and  lower  part  of  the 
cervix.  Growth  being  in  excess  at  this  part,  eversion  and 
elongation  downwards  necessarily  follow.  Then  the  increased 
bulk  and  weight  of  the  organ  favour  descent,  which  is  imper- 
fectly opposed  by  the  attendant  relaxed  state  of  the  vagina, 
and  the  other  supports  of  the  uterus.  The  presence  of  the 
lower  part  of  the  cervix  near  the  vulva  then  excites  reflex 


Fig.  113.— Half-size  (R.B.) 

FORM  OF  ADVANCED  HYPERTROPHIC  ELONGATION  OF  THE  CERVIX  UTERI.      THE  TWO  LIPS 
BEING  EXTRUDED  OUTSIDE  THE  VULVA,  DIVERGE. 

action,  and  the  consequent  straining  efforts  increase  the  protru- 
sion and  the  congestion.  In  this  prolapse  the  two  opposing 
forces  of  downward  pressure  upon  the  fundus  uteri,  aided  by 
the  increased  weight  of  the  cervix,  and  of  pulling  up  upon  the 
cervix  by  the  fundus  of  the  vagina  and  the  attachments  to  the 
bladder,  tend  still  further  to  promote  eversion  and  downward 
growth. 
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In  some  cases  the  two  lips  elongate  separately,  so  that  when 
a  bivalve  speculum  is  introduced,  and  the  blades  are  expanded, 
the  two  lips  are  made  to  diverge,  exposing  the  cervical  cavity 
between  them.  I  have  endeavoured  to  represent  this  condition, 
which  I  believe  is  frequent,  in  Figs.  112,  113.  The  os  gapes 
like  an  alligator's  mouth. 

In  the  earlier  stages,  whilst  the  os  is  still  in  the  vagina,  the 
lips  are  flattened  together  by  the  walls  of  the  vagina  closing 
upon  them.  When  opened  by  the  speculum,  endometritis  is 
always  seen.  When  the  part  has  grown  outside  the  vulva,  the 
two  lips  freed  from  outward  compression  diverge  and  expose  the 
interior  of  the  cervix,  just  as  the  bivalve  speculum  caused  the 
lips  to  diverge  whilst  the  part  was  still  intra-vaginal.  This 
eversion  is  also  favoured  by  the  compression  exerted  by  the 
vulva  above  the  os. 

In  a  memoir  on  "  Hypertrophic  Polypi,"*  I  directed  atten- 
tion to  a  circumstance  which  marks  the  extreme  activity  of  the 
growth  of  the  lower  segment  of  the  vaginal-portion.  This  is 
the  frequent  association  of  small  polypi  at  the  os  uteri  with  this 
hypertrophy.  They  are  identical  in  structure  with  the  hyper- 
trophied  cervix  from  which  they  spring.    (See  Fig.  111.) 

The  hypertrophic  polypus  of  the  cervix  uteri  then,  is  simply 
an  accidental  outgrowth  from  the  hypertrophic  cervix.  It 
differs  in  this  respect  from  the  fibroid  or  myoma  of  the  body  of  the 
uterus.  The  latter  begins  from  what  may  be  called  an  aberrant 
nucleus  in  the  muscular  wall,  and  by  its  own  growth  causes 
hypertrophy  of  the  uterus.  But  I  have  also  noticed  them 
occasionally  in  association  with  fibroid  of  the  body  of  the 
uterus. 

These  polypi  sometimes  form  at  a  comparatively  early  period 
in  the  history  of  hypertrophy  of  the  cervix.  But  they  are 
more  frequent  in  the  advanced  stages,  and  especially  when  the 
elongated  cervix  has  protruded  beyond  the  vulva. 

I  may  here  call  attention  to  a  noteworthy  fact  in  the  history 
of  hypertrophic  elongation  of  the  cervix  uteri.  When  this 
condition  has  reached  its  extreme  limit,  the  cervix  and  uterus 
almost  invariably  measure  exactly  5  in. — that  is,  just  double  the 
normal  length.  This  I  have  demonstrated  so  frequently  to  my 
classes  by  the  sound  that  I  have  come  to  regard  it  as  a  law.  I 
have  only  known  two  or  three  cases  in  which  this  dimension 
was  much  exceeded. 

There  are  other  conditions  which  appear  to  cause  hypertro- 
phic elongation  of  the  uterus.  These  I  have  observed  under 
various  conditions  where  the  uterus  was  exposed  to  displacement 
and  pressure,  and  to  stretching.  In  some  cases  the  first  factor 
in  the  process  was  pregnancy.    For  example,  in  extra-uterine 


*  St.  Thomas's  Hospital  Reports,  1872. 
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gestation,  the  uterus,  feeling  the  stimulus,  enlarges ;  and  the 
enlargement  is  maintained  perhaps  for  some  months  by  the 
advancing  development  of  the  embryo  ;  then  if  the  uterus  becomes 
displaced,  as  by  being  pushed  forwards  or  to  one  side,  adhesions 
forming  between  it  and  the  foetal  sac,  elongation  is  pretty  sure 
to  occur.    A  similar  effect  is  produced  sometimes  when  involu- 


Fig.  114—  (King's  College  Museum,  No.  9902.   Nat.  size.) 

HYPERTROPHIC  ELONGATION  OP  BOTH  SUPRA  AND  INFRA  VAGINAL-PORTIONS  OF  THE  CERVIX 
UTERI,  WITH  ATROPHY  FROM  PRESSURE  AND  DRAGGING  OF  THE  CERVIX,  AND  TUMEFACTION 
FROM  STRANGULATION  AT  THE  OS  INTERNUM. 

tion  of  the  uterus  is  prevented  by  pressure  upon  it  from  the 
masses  of  plastic  matter  resulting  from  perimetritis.  _  Fibroid 
tumours  not  uncommonly  cause  hypertrophic  elongation  by  a 
combined  process  of  interstitial  growth,  stretching,  and  pressure. 
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Ascitic  fluid  distending  Douglas's  pouch,  and  thus  causing  a 
kind  of  vaginal  rectocele,  may  induce  prolapsus. 

Another  form  of  hypertrophic  elongation  is  seen  in  Fig.  115. 

In  this  case  the  elongation  chiefly  affects  the  supra  vaginal- 
portion  of  the  cervix.  Looking  at  the  part  below  the  reflection 
of  the  vagina,  there  is  little  appearance  of  hypertrophy.  The 


Fig.  115. — (Bartholomew's  Museum,  No.  32.30.   Nat.  size.) 

GKEAT  HYPERTROPHIC  ELONGATION  OF  THE  SUPRA  VAGINAL-PORTION  OF  THE  CERVIX  UTERI. 

f.t.  Fallopian  tubes  also  diseased,   v.  Vagina  containing-  spherical  infra  vaginal-portion  of 
cervix  uteri,   c.u.  Cervix  uteri  elongated. 

long  thinned  cylindrical  appearance  of  the  cervix  above  the 
reflection  of  the  vagina  suggests  the  conjecture  that  the  body  of 


634  HYPERTROPHY  OF  THE  VAGINAL-PORTION. 

the  uterus  has  been  dragged  upwards,  whilst  the  cervix  has  been 
grasped  by  the  surrounding  structures. 

In  some  cases  the  elongation  of  the  vaginal-portion  is  not 
uniform  ;  it  affects  the  two  lips  of  the  os  unequally.  The  ante- 
rior lip  may  be  almost  exclusively  affected.  This  is  thought 
to  be  explained  by  its  being  directly  within  the  influence  of  the 
traction  made  on  it  by  the  prolapsed  bladder.  This  produces 
the  singular  appearance  termed  by  Bicord  the  "  col  tapiroide," 
The  inner  surface  of  the  lengthened  lip  has  a  channelled  appear- 
ance, the  continuation  of  the  cervical  canal. 

The  drawing  (Fig.  116),  accurately  taken  from  an  unique  and 
valuable  preparation  in  St.  Thomas's  Museum,  illustrates  many 
of  the  most  interesting  features  in  the  history  of  hypertrophic 
elongation.  An  especial  value  of  this  preparation  consists  in  the 
relative  position  of  the  parts  being  perfectly  preserved.  The 
changes  undergone  by  the  uterus  are  remarkable.  The  body  of 
the  uterus  is  decidedly  elongated ;  it  looks  as  if  it  had  undergone 
stretching  by  pulling  downwards.  Its  walls  are  a  little  thick- 
ened ;  its  cavity  is  enlarged,  especially  in  length.  The  demar- 
cation between  the  canal  of  the  cervix,  and  that  of  the  body  is 
scarcely  distinguishable.  This  may  be  due  partly  to  senility. 
The  cervix  has  undergone  enormous  elongation  ;  and  the  part 
between  the  sacculation  of  the  bladder  and  the  rectum  is 
remarkably  thinned ;  it  looks  as  if  it  had  been  drawn  out,  so 
that  its  length  had  been  acquired  by  pulling,  as  when  we  stretch 
an  elastic  tube. 

What  is  the  cause  of  this  elongation  and  thinning  of  the 
cervix  ?  In  the  first  place,  it  must  be  observed  that  these  two 
conditions  do  not  always  coincide.  If  we  examine  a  case  of 
comparatively  recent  formation,  before  the  subject  has  entered 
the  climacteric,  we  shall  not  find  the  substance  of  the  cervix 
thinned.  It  is  a  thick,  firm  cylinder  throughout  its  length. 
On  the  other  hand,  if  we  examine  a  case  of  long  standing  in  an 
old  woman,  we  do  find  this  thinning.  The  conclusion  seems  to 
be  legitimate  that  the  thinning  is  consecutive.  It  is  a  process 
of  atrophy,  partly  senile,  partly  the  result  of  continual  stretching 
which  bears  upon  the  weakest  point  of  the  canal,  and  partly 
from  constant  pressure  between  the  distended  sac  of  the  bladder 
and  the  loaded  rectum.  I  believe  the  thinning  is  also  caused 
by  the  constriction  to  which  the  elongated  cervix  is  subjected 
where  it  is  embraced  by  the  vulva. 

The  entire  length  of  the  uterus  in  this  specimen  is  about  seven 
inches.  The  fundus  and  body  are  somewhat  lower  in  the  pelvis 
than  natural ;  the  body  has  undergone  apparently  very  little  elon- 
gation, the  chief  excess  of  longitudinal  growth  being  spent  upon 
the  cervix.  The  two  lips  of  the  os  uteri  are  much  hypertrophied 
and  somewhat  everted.  They  form  a  mass  covered  by  the  everted 
vagina  outside  the  vulva.    That  this  is  the  result  of  downward 


HYPERTROPHY  OF  THE  VAGINAL-PORTION.  635 

growth,  not  of  simple  prolapsus  or  stretching,  is  seen  in  the 
condition  of  the  bladder  and  of  the  ante-uterine  and  retro- 
uterine peritoneal  pouches.  The  base  of  the  bladder  is  carried 
down  along  with  the  down-growing  anterior  wall  of  the  cervix 
uteri,  forming  a  sacculated  pouch  below  the  level  of  the  urethra, 
and  therefore  below  the  symphysis  pubis.    The  urethra  is  also 


Fig.  116. — (From  a  specimen  in  St.  Thomas's  Museum.   One-third  size.) 
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distorted  into  a  curve,  of  which  the  convexity  looks  upwards? 
the  bladder-end  of  it  being  carried  downwards  along  with  the 
base,  so  that  a  catheter  to  pass  would  have  to  be  directed,  first 
a  little  upwards,  then  backwards  and  downwards.  The  body 
of  the  bladder  is  enormously  enlarged ;  that  is,  its  capacity  is 
greatly  increased,  but  its  walls  are  not  materially  thickened. 
The  change  seems  to  be  simply  distention,  probably  the  conse- 
quence, not  of  actual  obstruction  to  the  passage  of  urine,  but 
to  a  habit  of  long  voluntary  retention  acquired  through  the 
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desire  to  avoid  the  irritation  caused  by  the  dribbling  of  urine 
over  the  protruding  mucous  membrane  of  the  everted  vagina. 
The  fundus  rose  as  high  as  the  umbilicus,  and  considerably 
higher  than  the  fundus  of  the  uterus.  The  peritoneum,  descend- 
ing behind  the  abdominal  wall,  is  reflected  upwards  over  the 
bladder  at  a  point  about  two  inches  above  the  symphysis  pubis. 
It  descends  behind  the  bladder  quite  down  to  a  point  on  a  level 
with  the  sacculated  pouch  of  the  bladder ;  that  is,  below  the 
level  of  the  lower  margin  of  the  symphysis  pubis.  Rising  over 
the  fundus  uteri,  the  membrane  descends  behind,  forming  a 
Douglas's  pouch  quite  below  the  vulva.  The  only  part  not 
much  disturbed  is  the  rectum.  Of  course  there  is  no  apparent 
vagina,  since  the  down-growing  os  and  cervix  uteri  have  carried 
the  vagina  before  them,  completely  everting  it  and  turning  it 
into  an  investment  of  the  protruded  parts. 

The  specimen  and  the  drawing  exhibit  very  clearly  the 
danger  of  amputating  the  hypertrophied  cervix.  It  would  not 
be  possible  to  remove  more  than  a  portion  of  the  os  without 
opening  the  retro-uterine  peritoneal  pouch.  It  also  explains 
the  difficulty  commonly  encountered  in  keeping  the  protruded 
parts  inside  the  pelvis  by  pessaries.  The  drawing  exhibits  the 
relations  of  the  bladder,  uterus,  and  rectum,  exactly  as  they 
were  found ;  that  is,  in  apposition  with  each  other.  There 
were  no  folds  of  intestine  descending  between  them  in  the 
anterior  or  posterior  peritoneal  pouches. 

The  Etiology  of  Prolapsus,  Procidentia,  and  Hypertrophic 
Elongation  of  the  Uterus. 

It  is  desirable  to  start  with  an  enumeration  of  the  different 
circumstances  under  which  these  conditions  have  been  observed. 

I  have  seen  prolapsus  uteri  in  virgins  caused,  1,  by  attacks 
of  epilepsy ;  2,  by  violent  coughing ;  3,  by  the  dragging  of  a 
polypus ;  4,  by  succussion,  as  from  a  fall  upon  the  nates,  and 
from  railway  collisions.  In  the  first,  second,  and  fourth  cases 
the  prolapsus  may  be  called  acute.  It  is  produced  by  sudden 
violence,  tending  to  drive  the  uterus  and  other  pelvic  contents 
out  through  the  vulva.  It  is  liable  to  be  attended  by  acute 
inflammation,  and  is  commonly  marked  by  excessive  local  pain. 
5,  by  the  pressure  of  an  ovarian  or  other  tumour  upon  the 
uterus ;  6,  by  habitual  over-exertion  during  menstruation,  when 
the  local  conditions  resemble  those  of  parturition. 

Dr.  Eoberton  and  Dr.  Whitehead,  of  Manchester,  were  con- 
sulted respecting  a  girl,  aged  fifteen,  who  had  just  received  a 
sudden  fright.  The  entire  uterus  was  beyond  the  vulva  and 
external  to  an  intact  hymen.  It  was  replaced,  and  no  future 
inconvenience   resulted.     Dr.   McClintock,   in   his  valuable 


PROLAPSUS  OF  THE  UTERUS. 


637 


clinical  work  on  "  Diseases  of  Women,"  says  he  has  certainly 
seen  three  cases  where  the  displacement  resulted  solely  from  the 
violent  efforts  required  in  defecation  to  overcome  an  organic 
stricture  of  the  rectum. 

But  it  is  during  the  exercise  of  the  child-bearing  function 
that  prolapsus  is  most  common.  To  the  accidental  causes  which 
produce  it  in  virgins,  are  now  added  causes  springing  from 
sexual  relations  attended  or  not  by  pregnancy.  The  dominant 
feature  of  these  causes  is  increase  of  bulk  arising  from  physio- 
logical or  morbid  congestion,  from  inflammation,  from  imperfect 
involution  after  labour ;  this  is  primarily  or  secondarily  attended 
by  relaxation  of  the  structures  which  support  the  uterus,  includ- 
ing the  ligaments,  and  above  all  the  vagina  and  the  connective 
tissue  of  the  pelvis.  The  vagina  alone,  if  in  a  state  of  healthy 
contractility,  will  maintain  the  uterus  in  situ;  but  when  its 
contractility  is  impaired  by  over-distention,  and  by  inflamma- 
tion, the  uterus  squats  down,  or  sinks  in  it,  producing  a  minor 
degree  of  vaginal  depression  or  inversion.  The  close  attachment 
of  the  anterior  wall  of  the  cervix  uteri  to  the  base  of  the 
bladder,  making  the  point  of  union  the  most  fixed  point  or 
centre  of  movement  of  the  uterus,  renders  it  impossible  for  the 
cervix  to  fall  without  dragging  the  base  of  the  bladder  down 
with  it. 

In  discussing  the  etiology  of  prolapsus  great  importance  is 
usually  laid  upon  the  study  of  the  mechanism  by  which  the 
uterus  is  suspended  in  its  place.  The  attachments  of  the  uterus 
have  been  described  in  the  anatomical  summary.  We  have 
seen  that  it  is  slung  or  suspended  in  the  folds  of  the  broad  liga- 
ments to  the  sides  of  the  pelvis,  and  steadied  to  a  certain  extent 
by  the  round  ligaments  in  front,  and  the  utero-sacral  ligaments 
behind ;  that  it  is  in  a  manner  balanced  upon  the  vagina,  which, 
in  its  healthy  state,  forms  an  elastic  muscular  column  of  con- 
siderable strength ;  that  it  is  attached  by  its  anterior  wall  to  the 
base  of  the  bladder ;  and  that  it  is  further  supported  by  what 
may  be  called  the  padding  of  the  pelvis,  constituted  by  the 
connective  tissue  between  the  peritoneal  folds,  the  vessels,  nerves, 
and  other  organs.  No  doubt  the  proper  preservation  of  the 
position  of  the  uterus  is  due  to  the  integrity  of  all  these  struc- 
tures. The  power  of  the  vagina  as  a  support  to  the  uterus,  and 
as  an  agent  in  restoring  it  to  its  place,  is  capable  of  demonstra- 
tion. When  the  speculum  is  introduced,  the  widening  of  the 
vagina  produced  by  it,  shortens  the  canal  and  brings  the  uterus 
down ;  as  the  speculum  is  being  withdrawn,  the  vagina  is  seen 
to  contract  strongly  behind  it,  and  the  consequent  restoration  of 
the  organ  to  the  normal  columnar  state  carries  the  uterus  up 
again.  And  we  may  at  any  time  by  strong  astringents  restore 
the  vagina  to  its  original  condition. 

West  further  insists  that  the  curved  direction  of  the  vagina, 
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and  the  angle  at  which  the  uterus  is  inserted  into  it,  afford  a 
further  obstacle  to  prolapsus ;  whilst  at  either  extremity  the 
vagina  is  strengthened  by  its  connection  through  the  medium 
of  the  pelvic  fascia  with  the  bladder  and  rectum  above,  and  by 
the  sphincter  which  surrounds  it  below,  as  well  as  by  the  other 
muscles  of  the  pelvic  floor  and  by  the  perinseal  fascia  between 
the  two  layers  of  which  those  muscles  lie. 

The  value  of  experiments  on  the  dead  body  designed  to  show 
how  the  uterus  maintained  its  position,  notwithstanding  that 
the  vagina  was  cut  away,  as  by  Hohl  and  others,  or  after 
division  of  the  ligaments,  seems  to  me  to  be  exaggerated.  It 
is  clearly,  indeed,  proved  that  the  uterus  cannot  be  dragged  out 
of  the  vulva,  unless  considerable  force,  amounting,  says  Le 
G-endre,  to  from  thirty  to  one  hundred  pounds  be  used.  But  it 
is  also  certain  that  the  broad  ligaments  must  at  the  same  time 
undergo  great  stretching  or  be  severed.  The  conditions  of  the 
living  body  are  widely  different.  In  the  dead  body  there  is  no 
turgescence  from  vascular  fulness,  elasticity  of  tissue,  muscular 
contractility,  constant  movements  from  respiration  and  the 
varying  states  of  the  bladder  and  rectum ;  indeed,  all  the  con- 
ditions as  we  meet  them  in  practice,  are  wanting.  Deductions 
drawn  from  experiments  upon  the  dead  body  can  only  be 
applied  with  great  caution  and  reserve.  For  solution  of  the 
main  questions  we  must  rely  upon  clinical  observations.  In 
the  great  majority  of  cases  prolapsus  is  accomplished  by  small 
forces  acting  continuously  or  with  brief  intermissions  over  long 
periods  of  time. 

The  fact  that  prolapsus  does  not  occur  in  healthy  structures, 
except  under  the  influence  of  direct  force,  points  to  the  necessary 
conclusion  that  the  sustaining  tissues  of  the  uterus  lose  their 
power  of  resisting  a  down-bearing  force  through  changes 
wrought  in  them  by  disease.  With  the  knowledge  of  these 
two  factors :  force,  acting  upon  tissues  weakened  by  disease,  the 
explanation  of  the  mechanism  of  prolapsus  is  not  far  to  seek. 
The  downward  force  is  always  acting.  It  is  exerted  at  every 
expiratory  effort,  and  is  exaggerated  by  coughing,  or  by  strain- 
ing at  stool ;  by  every  exertion,  in  short,  which  fixes  the  chest. 
If  the  resistance  be  diminished,  the  pelvic  organs  will  be  carried 
down,  the  ligaments  will  undergo  gradual  stretching,  and  the 
vagina,  wanting  tone  and  contractility,  squats  down  under  the 
pressure,  the  uterus  sinking  into  it.  Then  the  force  of  gravity 
is  added,  and  is  always  at  work  when  the  body  is  in  the  upright 
posture. 

The  vagina,  then,  is  a  passive,  not  an  active,  factor  in  the 
production  of  prolapsus.  It  yields  and  permits  prolapsus, 
because  its  contractility  and  power  of  resistance  are  weakened. 
It  does  not  cause  prolapsus,  although  when  prolapsus  has  begun, 
it  may  aid  the  subsequent  steps  of  the  descent.    This  discussion 
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is  not  without  practical  interest,  because  the  knowledge  of  the 
mechanism  by  which  prolapsus  is  brought  about  must  govern 
the  principle  of  treatment.  In  studying  the  conditions  of 
treatment,  the  first  thing  that  strikes  us  is,  that  we  cannot  act 
directly  upon  the  broad  and  other  ligaments.  "We  cannot,  in 
nautical  phrase,  brace  up  or  tauten  these.  We  must  act 
from  below.  Hence  we  are  reduced  to  two  principal  sets  of 
mechanical  expedients.  The  first  set  comprises  the  mechanical 
supports,  as  pessaries,  which  help  to  lift  up  the  uterus  and 
anterior  wall  of  the  vagina.  The  second  set  comprises  the 
various  methods  of  strengthening  the  vagina  so  as  to  restore 
its  power  of  supporting  the  uterus. 

The  efficacy  of  the  vagina,  especially  of  the  muscular  pos- 
terior wall  which  includes  the  perinaeum,  in  sustaining  the 
uterus  will  be  clear  to  anyone  who  will  remember  the  opposition 
it  offers  to  the  descent  of  the  child's  head  in  labour.  Nor  can 
anyone  who  has  felt  the  thick  firm  inclined  plane  in  which 
muscle  so  largely  enters,  formed  by  the  perineeum  and  the 
posterior  vaginal  wall,  doubt  its  power  to  support  the  anterior 
wall  of  the  vagina  and  the  uterus.  "We  may,  in  fact,  feel  the 
uterus  resting  upon  it.  Thus,  when  this  inferior  support  is 
lost,  as  when  the  perinseum  is  lacerated,  the  tendency  to  pro- 
lapsus is  greatly  increased ;  and  we  find  the  use  of  an  external 
perineeal  pad,  which  acts  as  a  substitute  for  the  perineeum,  of 
signal  service  in  supporting  the  uterus. 

We  see  that  in  virgins,  force  alone  exerted  upon  healthy 
structures  is  enough  to  cause  prolapsus.  This  force  obviously 
comes  from  above.  It  is  produced  by  the  pressure  of  the  intes- 
tines upon  the  uterus,  bladder,  and  broad  ligaments  propagated 
from  the  diaphragm  and  abdominal  walls. 

Now,  this  force  which  acts  alone  in  a  certain  number  of  cases, 
enters  as  an  important  factor  into  every  case.  It  acts,  of  course, 
with  especial  advantage  after  labour,  when  the  bulk  and  weight 
of  the  uterus  are  increased,  and  when  all  the  tissues  are  relaxed. 
After  labour  at  term,  and  after  abortion,  the  mobility  of  the 
uterus  is  enormously  increased.  Anyone  who  has  frequently 
been  called  upon  to  remove  a  retained  placenta  in  abortion, 
will  have  satisfied  himself  upon  this  point.  The  uterus  is,  in 
the  first  place,  at  a  lower  level  than  usual ;  and  in  the  next,  the 
most  moderate  traction  will  draw  it  down  to  the  vulva  with  a 
facility  unknown  at  other  times.  This  implies  that  the  broad 
and  other  ligaments  are  elongated  and  more  yielding,  and  that 
the  vagina  is  relaxed. 

For  the  above  reasons  I  am  of  opinion  that,  in  the  majority 
of  cases,  prolapsus  of  the  uterus  is  a  primary  affection.  But 
there  are  facts  which  favour  the  view  more  prevalent  in  Ger- 
many, which  is,  that  prolapsus  is  secondary  upon  prolapsus  of 
the  vagina.    For  example,  if  we  examine  a  woman  who  is 


640 


PROLAPSUS  OF  THE  UTERUS. 


subject  to  procidentia  when  the  mass  is  within  the  vulva,  and 
tell  her  to  bear  down,  we  see  the  anterior  wall  of  the  vagina 
appear  first ;  that  is,  there  is  apparent  vaginal  cystocele  pre- 
ceding the  appearance  of  the  uterus.  It  is  inferred  that  the 
vagina  drags  down  the  uterus.  The  vaginal  cystocele  is  also, 
it  is  said,  the  first  condition.  I  suspect  there  is  a  fallacy  in 
some  of  these  observations.  If  by  the  hand  in  the  vagina  we 
watch  the  course  of  events  during  an  expulsive  effort,  we  feel 
the  uterus  borne  bodily  down  under  the  force  of  the  super- 
incumbent pressure.  Of  course  the  uterus  and  bladder,  being 
intimately  adherent,  must  descend  together.  The  vagina  can 
only  be  forced  downwards  through  pressure  exerted  upon  the 
uterus,  or  bladder,  or  both.  It  is  possible,  of  course,  that 
frequent  pressure  exerted  by  the  distended  bladder  may  push 
down  the  anterior  wall  of  the  vagina,  which  in  its  turn  will 
drag  down  the  uterus.  But  that  such  a  process  is  not  frequent, 
seems  to  be  proved  by  the  fact  that  one  almost  constant  factor 
in  prolapsus  uteri,  is  enlargement  and  increased  weight  of  the 
uterus,  which  must  necessarily  destroy  the  balance  between  the 
forces  that  suspend  the  uterus  and  those  that  tend  to  drive  it 
down.  This  correlation  being  destroyed,  the  uterus  cannot  but 
fall,  and  it  is  unnecessary  to  invoke  an  independent  or  super- 
fluous force,  such  as  the  downward  dragging  of  the  vagina. 

I  have  frequently  made  the  observation  with  such  care  that 
I  am  sure  of  the  fact,  namely,  that  the  earlier  stages  of  hyper- 
trophic elongation  of  the  cervix  are  accomplished  whilst  there 
is  no  perceptible  descent  of  the  bladder,  no  bladder  distress, 
and  no  prolapsus  of  the  anterior  vaginal  wall.  I  have  even 
seen  cases  of  marked  hypertrophy  of  the  lips  without  perceptible 
prolapse.  I  have  also  seen  the  converse,  that  is,  decided  vaginal 
cystocele,  the  anterior  vaginal  wall  rolling  out  under  straining, 
without  any  hypertrophic  elongation  of  the  cervix.  There  is 
not,  therefore,  any  necessary  connection  between  the  two  con- 
ditions, since  each  may  exist  without  the  other.  I  go  further, 
and  affirm  that  hypertrophy  of  the  vaginal-portion  may  take 
place  independently  of  prolapsus  of  the  uterus. 

Symptoms,  Effects,  and  Course  of  Prolapsus. 

"When  prolapsus  is  produced  suddenly,  the  symptoms  attend- 
ing are  generally  complicated  with  the  effects  of  the  accident 
which  caused  the  displacement.  Thus,  when  produced  by  a 
fall  or  concussion,  there  may  be  other  injury  besides  the  pro- 
lapsus, and  there  is  always  more  or  less  shock.  Then,  the 
sudden  succussion  occasions  violent  stretching  of  the  uterine 
supports.  As  these  are  all  connected  with  the  peritoneum, 
inflammation  of  this  membrane  is  very  likely  to  follow ;  there 
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will  be  severe  pain  over  the  whole  abdomen,  especially  acute  in  the 
pelvis,  tenesmus,  or  bearing-down,  perhaps  uterine  haemorrhage, 
and  severe  febrile  symptoms ;  and  bladder  and  bowel  distress. 

Sometimes  the  parts  quickly  resume  their  normal  position, 
especially  if  rest  in  the  horizontal  posture  be  duly  observed. 
But  this  will  not  always  be  the  case.  The  uterus  may  have 
been  driven  through  the  pelvis  with  such  force  as  to  break 
through  the  hymen ;  and  the  uterine  ligaments,  once  stretched, 
do  not  quickly  recover  their  pristine  condition.  Moreover,  the 
general  health  may  be  so  affected  by  the  shock  and  local  injury, 
that  the  recovery  of  tone  of  the  muscles  and  other  tissues  will 
be  retarded  by  impaired  nutrition. 

When  prolapsus  takes  place  slowly,  the  symptoms  are  less 
acute.    As  prolapsus  is  surely  attended  by  antecedent  or  con- 
sequent engorgement,  or  other  morbid  state  of  tissue,  the 
symptoms  of  course  are  a  complication  of  effects  depending 
upon  the  tissue- changes,  and  of  mechanical  effects  due  to  the 
displacement.    The  first  class  of  symptoms  will  be  described  in 
their  appropriate  place.    The  mechanical  conditions  are  traced 
to  dragging  and  to  pressure.     The  uterus  having  lost  the 
support  of  the  vagina,  and  of  what  may  be  called  the  padding 
of  the  pelvis,  drags  upon  the  utero-sacral  and  broad  ligaments, 
which  are  stretched  and  elongated.    In  the  upright  posture, 
especially,  and  under  bodily  exertion,  the  prolapsus  is  neces- 
sarily increased;  the  sense  of  dragging  and  bearing-down  is 
then  aggravated.    At  stool  and  during  micturition,  some  ad- 
ditional difficulty  being  felt  from  the  pressure  of  the  uterus, 
greater  straining  is  exerted  to  empty  the  bladder  and  rectum. 
The  uterus  itself  being  larger  and  pressing  upon  the  lower  part 
of  the  vagina  and  near  the  anus,  excites  reflex  irritation,  the 
response  to  which  is  seen  in  increased  bearing-down  or  expulsive 
efforts.    The  uterus,  in  fact,  acts  now  as  a  foreign  body.  Its 
presence  in  a  situation  not  accustomed  to  receive  it,  is  resented, 
and  the  effort  at  ejection  increases  the  displacement,  and  consti- 
tutes a  main  difficulty  in  treatment.  The  dysury  and  dyschezia* 
increase  in  proportion  as  the  patient  continues  in  an  upright 
posture,  and  as  the  uterus  descends  nearer  to  the  vulva.  Besides 
these  reflex  effects  upon  the  motor  nerves,  the  patient  feels  pain 
from  the  congested  state  of  the  uterus,  from  its  pressure  upon 
surrounding  organs,  from  dragging   upon  the  peritoneum. 
These  pains  are  intra-pelvic,  sacral,  dorsal,  and  lumbar,  partly 
from  indirect  pressure  upon  the  pelvic  nerves  and  sacral  plexus, 
partly  from  irritation  of  the  ganglionic  nerves,  and  partly  from 
the  spinal  exhaustion,  resulting  from  continual  irritation. 

The  congestion  often  leads  to  menorrhagia,  or  even  to  hsenior- 
rhages  in  the  intermenstrual  periods  ;  and  leucorrhoea  is  hardly 
ever  absent. 

*  Difficult  defecation,  from  8vs  and  xe'Cw- 
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When  the  uterus  in  its  descent  comes  to  press  upon  the  vulva, 
the  muscles,  the  elastic  tissue,  and  mucous  membrane,  and  skin 
which  surround  and  constitute  the  walls  of  this  opening,  undergo 
distention.  Under  continual  pressure  the  opening  enlarges, 
the  perinaeum  especially  is  thinned  out,  it  dilates,  is  partially 
everted,  and  rounded.  The  contractility  of  the  vulva  is 
greatly  impaired ;  the  floor  of  the  pelvis  no  longer  gives  adequate 
support  to  the  structures  above  it.  Prolapsus  then  easily  passes 
into  procidentia.  The  inverted  vagina  becomes  virtually  a 
hernial  sac,  which  receives  the  uterus  and  often  a  mass  of  small 
intestines.  Although  the  peritoneum  is  drawn  down  so  low  that 
Douglas's  pouch  is  outside  the  vulva,  the  stretching  of  the 
ligaments  having  been  very  gradual  and  slow,  a  degree  of 
accommodation  and  tolerance  has  been  acquired,  so  that  the 
pain  of  dragging  may  be  even  less  than  during  the  early  stages 
of  prolapsus.  The  uterus  being  now  outside  the  range  of  the 
sphincters,  the  reflex  expulsive  efforts  and  pains  may  also  be 
less  troublesome.  The  subjective  symptoms  change  in  character. 
The  local  symptoms  are  different.  Under  great  exertions  in 
the  upright  posture,  the  dragging  upon  the  peritoneum  may  be 
very  severe. 

The  swelling  protruding  between  the  thighs  is  at  first  of  an 
oblong,  nearly  cylindrical  form,  and  terminates  below  in  a 
narrow  extremity,  in  which  a  transverse  opening,  the  os  tincae, 
may  be  discerned.  At  a  later  period  it  has  a  pyriform  appear- 
ance. The  vagina  turned  inside  out,  which  forms  the  investment 
of  the  swelling,  changes  its  character  and  appearance.  From 
exposure  to  the  air,  the  moist  villous  character  of  mucous  mem- 
brane is  lost ;  the  surface  becomes  dry,  in  places  shining.  There 
is,  as  Yirchow  describes  it,  a  histological  transformation.  The 
soft  epithelium  gives  way  to  epidermis,  the  histological  equiva- 
lent. Often  there  are  patches  of  inflammation  and  ulceration. 
These  patches  get  covered  with  a  thin  pellicle  resembling 
cuticle.  It  is  a  kind  of  scab.  If  peeled  off,  the  surface  easily 
bleeds.  Sometimes  ulcerations  occur  where  they  are  easily 
overlooked,  namely,  in  the  fold  at  the  base  of  the  prolapsus, 
especially  at  the  posterior  part.  I  have  seen  nodular  irritable 
ulcerations  here  which  disappeared  under  rest. 

The  patches  are  usually  described  as  being  the  result  of 
friction,  of  chafing  against  the  thighs  and  dress,  and  of  urinous 
irritation.  I  have  certainly  seen  sores  formed  on  the  most 
depending  part  of  the  tumour  where  it  was  exposed  to  chafing 
on  sitting  down ;  and  on  either  side  where  it  came  into  contact 
with  the  thighs.  That  this  is  so  in  many  cases  I  think  I  have 
satisfied  myself  from  observation.  But  Dr.  Matthews  Duncan  * 
contends  that  "  in  the  majority  of  instances  these  conditions 
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have  nothing  to  do  with  it.  Many  of  the  so-called  ulcerations 
are  not,"  he  says,  "  what  they  appear  to  be.  They  are  red 
inflamed  parts,  covered  by  a  pellicle  of  lymph  or  diphtheritic 
membrane,  whose  contraction  raises  around  the  red  portion  a 
redder  and  prominent  margin,  which  increases  the  likeness  of 
the  whole  to  what  is  known  on  the  skin  as  a  callous  ulcer. 
This  diphtheritic  pellicle  may  frequently  be  raised  and  peeled 
off.  Sometimes  it  dries  and  forms  a  translucent,  horny,  hard, 
elastic  plate,  which  becomes  at  last  spontaneously  detached." 
He  adds,  however,  ' '  The  final  termination  of  these  diphtheritic 
inflammations  may,  no  doubt,  be  ulceration." 

The  walls  of  the  vagina  get  thickened  partly  from  hyper- 
trophy, partly  from  infiltration  and  retention  of  serum  in  the 
connective  tissue.  This  is  an  effect  of  the  dependent  position ; 
the  vessels  can  with  difficulty  return  the  blood  poured  into 
them.  The  stretching  smooths  out  the  rugae.  The  mass  has 
often  a  dark-red  or  even  a  purple  colour,  but  is  often  pale. 

The  friction  of  the  mass  against  the  clitoris  is  at  times  a 
source  of  distress. 

Chronic  inflammation  of  the  uterus  is  a  frequent  concomitant. 
The  uterus  becomes  painful  to  pressure.  Its  situation  exposes 
it  to  violence,  which  may  induce  acute  inflammation.  This 
may  also  be  induced  by  the  use  of  improper  pessaries,  and  the 
inflammation  may  extend  to  the  surrounding  tissues.  Inflam- 
mation of  Bartholin's  glands  is  not  uncommon. 

The  mass  outside  may  be  seized  with  gangrene,  the  result 
of  strangulation  at  the  vulva.  After  prolonged  exertion  in  the 
upright  posture,  the  parts  get  full  of  blood,  the  return  being 
impeded  by  the  attendant  swelling  of  the  labia  vulvae.  I  do 
not  think  this  event  is  common.  But  we  have  recently  seen  a 
remarkable  example  in  St.  Thomas's  Hospital.  A  very  large 
part  of  the  surface  of  the  procident  mass  fell  into  sphacelus. 
The  labia  vulvae  were  tumid,  showing  the  dull-red  of  erysipelas 
or  threatening  gangrene.  The  patient  sank  in  a  few  days. 
The  autopsy  was  performed  by  Dr.  Payne.  The  sphacelus  had 
involved  nearly  the  whole  surface  of  the  inverted  vagina,  and 
in  some  places  perforation  had  almost  been  accomplished.  The 
uterus  had  undergone  no  marked  hypertrophic  elongation. 
Nearly  the  whole  of  the  organ  had  been  contained  in  the 
inverted  protruded  vaginal  sac.  The  bladder  was  greatly 
enlarged ;  there  was  retrograde  dilatation  of  the  ureters  and 
of  the  pelves  of  both  kidneys. 

This  affection  of  the  bladder  and  kidneys  is  one  of  the  con- 
sequences of  procidentia,  when  the  base  of  the  bladder  is  drawn 
down,  forming  a  pouch  outside  the  vulva. 

As  a  general  fact,  it  may  be  stated  that  the  tendency  of 
prolapsus  is  towards  aggravation.  The  cases  of  spontaneous 
cure  are  rare.    The  only  qualification  of  this  proposition  applies 
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to  the  minor  degrees  of  prolapsus,  induced  by  child-bearing  and 
other  causes.  Some  cases  have  been  cured  by  sloughing  of  the 
vaginal  walls,  and  the  consequent  cicatricial  contraction  of  the 
canal.  Prolapsus  may  also  be  said  to  be  removed  when,  cancer 
supervening,  the  spreading  disease  seizes  the  surrounding 
parts,  and  keeps  the  uterus  fixed  in  the  pelvis. 

The  changes  induced  in  the  organs  concerned  in  prolapsus  are 
well  described  by  Scanzoni.  The  vagina,  uterus,  and  broad 
ligaments,  bladder  and  rectum  being  removed  from  the  pelvis,  we 
are  struck  with  the  size  of  the  uterus,  and  with  the  expansion, 
relaxation,  and  want  of  elasticity  of  the  vagina.  The  vagina  has 
lost  its  rugae ;  its  surface  is  usually  smooth,  often  livid,  and  if 
the  prolapsus  has  lasted  long  in  an  extreme  degree,  it  is  very 
dry,  covered  with  a  thick  layer  of  pavement-epithelium  which 
gives  to  the  mucous  membrane  the  aspect  of  epidermis.  The 
vaginal-portion,  commonly  hypertrophied,  often  indurated,  but 
sometimes  very  swollen  and  softened,  is  of  bluish-red  or  slate- 
grey  colour ;  around  the  orifice  it  is  deprived  of  epithelium  and 
covered  with  erosions  and  ulcerations.  Often,  after  a  long  per- 
sistence of  the  disease,  a  true  inversion  of  the  cervix  is  produced  ; 
the  orifice  begins  by  being  sensibly  dilated ;  its  borders  form  a 
circle  an  inch  or  more  in  diameter  through  which  the  cervix  is 
inverted,  so  that  the  mucous  membrane  peculiar  to  the  neck, 
covered  by  its  vitreous  secretion  is  seen.  A  section  of  the  uterus 
displays  considerable  hypertrophy  with  engorgement.  The 
cavity  is  always  much  dilated,  especially  lengthwise,  and  the 
mucous  membrane  shows  chronic  catarrh. 

There  is  also  frequently  follicular  inflammation  at  the  os 
uteri  in  the  younger  women.  But  in  the  more  aged  the  follicles 
have  commonly  undergone  atrophy  after  bursting. 

Since  the  publication  of  Huguier's  description  of  hypertrophic 
elongation  of  the  uterus,  some,  I  might  say  many,  physi- 
cians have  not  only  accepted  this  description  as  true,  which 
it  undoubtedly  is,  but  they  have  accepted  it  to  the  exclusion  of 
the  old  theory  of  prolapsus.  This  is  not  a  very  philosophical 
process.    One  theory  does  not  necessarily  expel  the  other. 

Three  conditions  may  exist  in  apparent  procidentia  uteri  : — 

1.  Hypertrophic  elongation  of  the  cervical  portion  of  the  uterus. 
This,  of  course,  is  attended  by  eversion  of  the  vagina,  the  fundal 
portion  of  which  is  drawn  down  by  the  advancing  os  uteri. 

2.  The  case  may  be  one  of  eversion  of  the  vagina,  the  pouch 
formed  by  which,  projecting,  somewhat  in  the  form  of  a  sausage, 
contains  the  uterus  at  the  bottom  perhaps  of  normal  size,  or,  as 
in  aged  women,  atrophied.  3.  There  is  equally  inversion  of  the 
vagina  ;  the  pouch  outside  the  vulva  containing  the  uterus  retro- 
flexed  or  doubled  up. 

The  distinction  between  these  three  cases  is  easily  demonstra- 
ble.   In  the  case  of  hypertrophic  elongation,  if  we  pinch  the 
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tumour  upwards  from  the  os  uteri,  we  may  trace  the  elongated 
cervix  as  a  hard  cord  up  into  the  pelvis  as  far  as  the  finger  and 
thumb  will  reach.  If  we  then  introduce  the  sound,  we  find  this 
instrument  will  pass  up  along  the  uterine  canal  quite  into  the 
pelvis,  until  its  point  is  arrested  about  on  a  level  with  the  pelvic 
brim — that  is,  the  sound  will  usually  run  a  length  of  five  inches. 
If  we  turn  the  point  of  the  sound  when  thus  arrested  towards 
the  anterior  abdominal  wall,  we  may  generally  feel  the  fundus 
of  the  uterus  by  pressing  a  hand  in  to  meet  it  above  the 
pubes.  We  also  know  when  the  point  of  the  sound  has  reached 
the  fundus  uteri  by  the  sense  of  resistance  ;  and  by  gently  con- 
tinuing the  pressure  we  produce  a  degree  of  re-inversion  or  re- 
position. We  see  the  everted  os  uteri  turn  inwards,  and  the 
mass  outside  becomes  diminished  in  length.  It  is  needless  to 
say  that  this  demonstration  must  be  conducted  with  great  care, 
lest  we  injure,  or  even  perforate  the  uterus. 

The  second  condition,  that  of  pure  procidentia  uteri,  may  be 
recognised  by  the  fingers.  First,  the  fingers  compressing  the 
tumour  can  trace  the  included  uterus  by  its  hardness,  and  deter- 
mine with  precision  its  form,  size,  and  position ;  the  fingers  get 
all  round  the  uterus,  grasping  it  completely,  and  thus  demon- 
strating that  it  is  wholly  outside  the  vulva.  Secondly,  the 
sound  again  takes  measure  of  the  uterus,  and  proves  that  there 
is  no  elongation ;  that  it  is  two  and  a-half  inches  long,  or  barely 
a  little  more.  In  the  third  condition,  that  of  procidentia  of  the 
retroflexed  uterus,  the  diagnosis  is  made  out  in  a  similar  way. 

Since  I  meet  all  these  three  conditions  in  Nature,  I  cannot 
accept  any  doctrine  which  absolutely  excludes  one  of  them  as 
impossible.  The  real  question  to  settle  is  the  relative  frequency 
of  their  occurrence.  I  believe  the  hypertrophic  elongation  is 
the  most  frequent,  but  I  can  give  no  numerical  data. 

The  two  conditions  arise  under  different  circumstances. 
Although  both  are  observed  in  women  in  the  decline  of  life, 
the  hypertrophic  elongation  is  more  frequent  at  an  earlier 
period.  It  is  an  active  process  of  growth.  The  cervix  elongates 
in  continuation  of  a  process  of  inflammation  and  engorgement, 
aided  no  doubt  by  other  conditions,  taking  their  rise  from  preg- 
nancy and  labour.  The  procidentia  uteri  more  commonly  results 
from  a  process  of  which  atrophy  of  the  uterus  and  of  the  pelvic 
padding  is  the  first ,  step,  and  superincumbent  pressure  is  the 
second.  This  is  more  frequently  observed  in  women  past  the 
climacteric  ;  it  first  appears  at  this  period  ;  it  is  not  the  climax 
of  processes  begun  after  child-birth.  Indeed,  it  may  occur  in 
women  who  have  never  borne  children.  In  these  cases  the 
uterus  is  sometimes  so  shrunken  that  it  is  scarcely  bigger 
than  a  walnut,  and  there  is  commonly  closure,  complete  or  partial, 
of  the  os  uteri.  In  one  case  I  found  atrophy  of  the  uterus 
almost  absolute. 
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S.  Cooper  has  cited  cases  of  complete  procidentia  of  the  gravid 
uterus.  I  have  seen  a  case  of  the  kind  in  the  practice  of  the 
Royal  Maternity  Charity.  In  this  condition  it  is-  obvious 
that  to  expel  the 'child  the  uterus  can  derive  no  help  from 
the  diaphragm  or  abdominal  muscles.  If  the  whole  mass 
can  be  easily  returned  within  the  pelvis,  this  will  be  the  better 
course.  If  not,  it  will  be  wise  to  dilate  the  cervix  uteri  arti- 
ficially by  means  of  my  water  dilators,  and  to  deliver  by  forceps 
or  turning,  taking  care  that  the  uterus  be  well  supported  by 
the  hands  of  an  assistant  during  the  delivery.  When  this  is 
effected,  the  uterus  must  be  returned,  and  a  firm  perineal  band- 
age be  applied  to  prevent  it  from  falling  through  again.  Occa- 
sionally procidentia  of  the  gravid  uterus  is  simulated  by  preg- 
nancy with  hypertrophic  elongation  of  the  cervix.  When  labour 
comes  on,  the  child  passes  along  the  lengthened  canal  of  the 
cervix,  and  is  arrested  at  the  os  externum  uteri,  which  lies  out- 
side the  vulva.  The  os  externum  being  thus  enormously  distended, 
has  been  taken  for  the  uterus  itself,  the  body  of  which  is  really 
in  its  normal  position.  I  have  seen  several  examples  of  this. 
In  each  case  the  practitioner  summoning  me  assumed  it  to  be 
complete  procidentia.  I  am  therefore  inclined  to  doubt  whether 
some  of  the  cases  of  presumed  procidentia  of  the  gravid  uterus 
recorded  by  older  authors  were  not  in  reality  cases  of  hypertro- 
phied  cervix. 

The  uterus,  in  a  state  of  prolapsus,  is  sometimes  affected  with 
scirrhus  and  cancer.  A  case  of  this  description  was  met  with 
by  Ruysch  ;  such  a  complication  was  seen  in  one  instance  by 
Cruveilhier.  (Anat.  Pathol,  livr.  xvi.)  Its  extirpation  was 
completed  by  MM.  Recamier  and  Marjolin,  by  means  of  a  liga- 
ture, though  the  patient  is  stated  to  have  died  afterwards  from 
some  cause  which  had  nothing  to  do  with  the  operation.  In- 
stead of  this  method,  which  must  inevitably  be  attended  with 
great  risk  of  tying  a  portion  of  the  bladder,  M.  Cruveilhier 
recommends  making  an  incision  into  the  posterior  parietes  of  the 
vagina,  and  thus  getting  into  the  great  peritoneal  cul-de-sac 
between  the  bladder  and  rectum,  drawing  the  uterus  outward, 
and  separating  its  cellular  connections  to  the  bladder.  A  woman, 
whose  uterus  was  cancerous,  and  in  a  state  of  complete  prolap- 
sus, without  any  inversion,  was  attended  by  Langenbeck,  who 
succeeded  in  removing  the  diseased  organ  with  a  knife,  and  the 
patient  recovered.  According  to  this  author's  description,  after 
the  vagina  had  been  separated  from  the  uterus,  the  latter  organ 
was  detached  from  the  peritoneum  without  opening  into  the 
peritoneal  cavity,  a  small  portion  of  the  fundus  uteri  being  left, 
however,  apparently  quite  sound.  The  bleeding  was  very  profuse, 
and  required  the  use  of  the  needle  and  ligatures. 

The  Treatment  of  Prolapsus  and  Hypertrophy  of  the  Uterus. — 
The  treatment  best  calculated  to  meet  the  early  stages  in  the 
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production  of  these  conditions  has  been  described  in  preceding 
chapters.  It  remains  now  to  discuss  the  modes  of  dealing  with 
the  more  advanced  or  confirmed  cases.  Keeping  the  uterus  at 
its  proper  level  is  a  very  effectual  factor  in  curing  inflammation 
and  hypertrophy  of  the  cervix.  This  is  due,  I  believe,  to  the 
relief  which  the  vessels  supplying  the  organ  obtain  when  sup- 
ported in  their  natural  relations.  When  the  cervix  is  sunk 
low  in  the  pelvis  the  vessels  are  dragged  down,  become  elon- 
gated, varicose,  they  form  large  loops,  with  a  depending  curve, 
liable  to  angulation  by  compression ;  the  circulation  through 
them  is  necessarily  sluggish,  and  seeks  relief  by  serous  effusions 
into  the  tissues,  thus  increasing  the  hypertrophy,  and  impeding 
curative  processes.  A  considerable  degree  of  oedema  is  a 
frequent  complication  of  the  advanced  degrees  of  prolapsus, 
with  inversion  of  the  vagina.  To  such  an  extent  is  this  the 
case  that  occasionally  the  bulk  of  the  protruding  mass  becomes 
so  great  that  there  is  extreme  difficulty  in  returning  it  into  the 
pelvis.  To  facilitate  this  step  it  is  necessary  first  to  get  rid  of 
the  oedema.  This  is  done  by  applying  strips  of  plaster  around 
the  mass,  so  as  to  compress  and  support  the  tissues.  It  is  often 
useful  to  prick  the  swollen  tissues  with  a  lancet,  to  let  the 
serum  drain  off.  After  two  or  three  days,  the  patient  keeping 
her  bed,  the  mass  will  commonly  be  so  far  diminished  as  to 
enable  it  to  return.  If  swelling  be  attended  by  inflammation 
of  the  surface  of  the  mass,  it  will  be  proper  first  to  subdue  this 
by  cooling  astringent  lotions  ;  lead  or  tannin  answers  well ;  or 
it  may  even  be  desirable  to  apply  leeches.  A  properly  applied 
pessary  acts  partly  by  re-inverting  the  vagina  and  cervix,  b}^ 
restoring  the  vessels  to  their  natural  relations,  and  thus  by 
opposing  two  of  the  most  prominent  factors  in  the  production 
of  prolapsus. 

Maintaining  the  uterus  at  its  proper  level  further  acts  by 
taking  off  the  strain  upon  the  ligaments,  and  thus  giving 
them  the  opportunity  of  recovering  their  tone.  They  are  some- 
what elastic,  and  if  relieved  of  the  drag  upon  them  they  slowly  . 
retract,  and  in  time  regain  much — I  believe  rarely  all — of  their 
pristine  value. 

Sometimes  the  procidentia  is  irreducible.  Inflammation  may 
have  been  followed  by  adhesions  which  bind  the  uterus  and 
appendages  down.  In  one  case  pain  was  so  much  inoreased, 
and  so  obstinate  a  constipation  came  on,  that  it  became  abso- 
lutely necessary  to  let  the  uterus  descend  again.  In  any  irre- 
ducible case  we  must  be  content  with  supporting  the  swelling, 
and  preventing  its  increase  by  a  suspensory  bandage,  and  draw- 
ing off  the  urine  by  catheter,  whenever  requisite.  Sometimes 
the  displacement  of  the  bladder  causes  an  incontinence  of  urine. 

The  extreme  pain  which  attends  the  attempt  to  return  the 
procident  mass  into  the  pelvis  is  often  due  to  some  degree  of 
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inflammation  having  been  set  up  in  the  peritoneum  lining  the 
pouch,  into  which  the  intestines  descend,  at  the  upper  and 
back  part  of  the  womb,  or  of  the  peritoneal  investment  of  the 
intestines  themselves ;  and  death  may  in  these  circumstances 
take  place,  with  many  symptoms  of  the  same  kind  as  attend 
upon  fatal  strangulated  hernia,  or  ileus. 

Another  cause  of  the  bulk  of  the  tumour,  and  of  the  difficulty 
in  replacing  it,  arises  from  the  presence  of  the  intestines  in  the 
sac,  which  seldom  reside  there  long  without  inflammation  of 
their  peritoneal  coat  being  set  up  ;  not  of  so  acute  a  character 
as  to  produce  formidable  symptoms,  but  matting  their  different 
coils  together,  and  tying  them  firmly  to  the  interior  of  the 
sac. 

These  considerations,  then,  suggest  that  reduction  should  be 
tried  very  gently,  closely  observing  any  resistance  that  may  be 
presented  to  the  return  or  retention  of  the  parts  within  the 
pelvis. 

The  immediate  effect  of  returning  the  prolapsed  uterus  to  its 
place  is  to  shorten  the  elongated  neck,  if  the  case  be  one  of 
hypertrophic  elongation.  The  structure  is  elastic ;  it  retracts 
like  the  ligaments  when  the  strain  is  taken  off.  But  much  is 
not  gained  in  this  way;  perhaps  nothing  in  extreme  senile 
cases,  where  there  is  thinning  of  the  cervix.  In  these  cases 
when  the  procident  mass  is  returned,  the  cervix  being  too  long 
for  the  space  in  the  pelvis  which  has  to  receive  it  is  doubled 
up.  But  the  plan  of  reduction  and  supporting  the  mass  inside 
the  pelvis  by  mechanical  means  is  not  so  irrational  as  it  is  by 
some  thought  to  be.  Certainly  it  is  not  a  cure  ;  it  is  a  palliative 
proceeding.  But  this  indication  is  often  fairly  fulfilled.  I 
could  exhibit  a  considerable  number  of  hospital  patients  who  by 
help  of  a  stem-pessary  are  placed  in  comparative  comfort,  and 
are  enabled  to  earn  their  livelihood  by  washing  and  other 
laborious  occupations. 

The  keeping  the  uterus  within  the  pelvis  at  its  proper 
height  is  further  an  important  condition  preparatory  to  any 
of  the  various  operations  performed  upon  the  vagina  and  cervix. 
By  this  means,  aided  by  rest  in  the  recumbent  posture,  the 
uterine  supports  regain  strength ;  and  this  will  be  of  essential 
service  when  the  patient  recovers  from  the  operation.  A 
troublesome  consequence  of  prolapsus  is  the  "  spasm"  or  reflex 
irritation,  caused  by  the  presence  of  the  uterus  near  the  vulva. 
This  distress  is  pretty  sure  to  be  removed  by  a  Hodge's  or  other 
suitable  pessary  carrying  the  uterus  up  to  its  proper  level. 

Whatever  other  treatment  be  adopted,  it  is  a  point  of  great 
importance  to  keep  the  bladder  periodically  relieved.  For  want 
of  attention  to  this  the  pouch  formed  at  the  lower  part  of  the 
bladder,  by  the  dragging  down  of  the  cervix  uteri,  tends  to  get 
bigger,  and  becomes  an  aggravation  of  the  uterine  and  vaginal 
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displacement.  To  empty  the  bladder  fully  it  is  necessary  that 
the  protruding  mass  should  be  returned  into  the  pelvis.  Some 
women  afflicted  with  procidentia  have  learned  the  trick  of 
pressing  the  anterior  part  of  the  mass  upwards  by  the  hand 
during  micturition,  and  thus  of  emptying  the  bladder  more 
completely.  The  collection  of  phosphatic  deposits,  and  the 
formation  of  calculi  may  thus  be  prevented. 

Mode  of  Returning  the  Procident  Mass. 

The  patient  should  lie  in  the  semi-prone  posture,  as  this 
greatly  facilitates  the  entry  of  the  procident  mass.  The  tumour 
should  be  treated  as  a  hernia ;  the  part  last  emerging  should 
be  returned  first.  The  base  should  be  grasped  by  the  two 
hands,  and  gentle  pressure  exerted  at  a  part  of  its  circumference 
at  a  time,  whilst  the  mass  is  being  pushed  back  in  the  direction 
of  the  axis  of  the  pelvis. 

When  the  parts  have  been  reduced  we  have  to  consider  how 
to  keep  them  in  position.  Dr.  McClintock  very  properly 
insists  upon  the  expediency  of  keeping  the  patient  in  bed, 
keeping  the  bowels  soluble,  and  using  an  astringent  lotion 
twice  a  day,  as  a  preparation  for  the  use  of  a  pessary.  Under 
these  precautions  any  inflammation  or  ulceration  of  the  uterus 
or  vagina  soon  heals,  and  the  mucous  membrane  recovers  its 
normal  moisture.  The  vulva  also  regains  some  portion  of  its 
natural  firmness,  and  becomes  better  able  to  retain  a  pessary. 

It  must  not,  however,  be  concluded  that  mechanical  treat- 
ment is  everything.  It  is  always  indeed  useful,  but  sometimes 
it  is  not  the  most  important  part  of  the  treatment.  An  essential 
point  to  consider  is  the  complications,  as  hypertrophy,  inflam- 
mation, or  engorgement.  In  many  cases  the  prolapsus  dis- 
appears when  the  uterus  is  restored  to  health.  In  carrying 
out  the  cure  of  the  inflammatory  complications  mechanical 
support  is  often  of  signal  service. 

In  a  considerable  number  of  the  slighter  forms  of  prolapsus 
much  benefit  is  obtained  from  the  frequent  use  of  astringent 
injections.  And  nothing  more  conclusively  proves  the  value 
of  the  vagina  in  supporting  the  uterus  than  the  action  of 
astringents  upon  it.  The  corrugation  and  contraction  of  the 
canal  which  these  induce  is  often  found  sufficient  to  keep  the 
uterus  in  place  so  long  as  the  effect  upon  the  vagina  lasts.  An 
effectual  and  convenient  way  of  applying  astringents  for  this 
purpose  is  to  wrap  up  a  scruple  of  alum  or  sulphate  of  zinc  in 
powder,  in  a  piece  of  cotton  wool,  and  to  insert  this  in  the 
vagina.  This  the  patient  can  commonly  do  with  her  fingers  ; 
but  where  this  is  difficult  it  is  easily  accomplished  by  aid  of 
the  plug  speculum  I  contrived  for  the  purpose. 
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The  Use  of  Pessaries. 

It  is  one  of  the  many  controverted  points  in  gynaecology 
whether  the  use  of  pessaries  in  prolapsus  is  or  is  not  a  scientific 
proceeding.  If  pessaries  are  found  useful,  it  matters  little 
whether  they  satisfy  the  conditions  of  science.  That  thousands 
of  women  do  find  comfort  and  benefit  from  their  use  is  a  fact 
too  notorious  to  be  disputed.  Still  it  is  asserted  that  their 
usefulness  being  only  palliative  and  temporary,  and  science 
supplying  modes  of  treatment  which  are  curative,  pessaries 
should  be  discarded.  If  the  premises  were  true  we  could  not 
reject  the  conclusion.  But  they  are  only  partially  true  ;  and  a 
wide  field  is  still  left  for  study  and  the  application  of  various 
modes  of  treatment,  according  to  the  various  forms  of  the 
malady.  In  the  first  place,  I  add  my  testimony  to  that  of  Dr. 
West,  Dr.  McClintock,  and  many  others  who  have  seen  not 
only  comfort,  but  cure  result  from  pessaries. 

In  the  second  place,  the  operations  to  which  alone  the  claim 
to  be  scientific  is  arrogated,  howsoever  well  devised,  are  not 
certain  in  their  results ;  they  are  not  free  from  the  dangers 
which  attend  other  similar  operations ;  and  they  not  seldom 
fail  in  their  intent.  No  doubt  these  operations  may  be,  and 
will  be,  improved,  and  become  more  certainly  successful.  But, 
in  the  meantime,  it  is  not  wise  to  discard  instruments  so  useful 
as  pessaries. 

As  prolapsus  is  a  hernia,  so  a  pessary  is  a  truss.  Mr. 
John  Wood  and  other  surgeons  have  devised,  and  success- 
fully executed,  admirable  operations  for  the  radical  cure  of 
inguinal  hernia.  These  have  not,  however,  supplanted  trusses. 
So  it  is  with  prolapsus.  Notwithstanding  the  ingenuity  and 
success  of  several  of  the  operations  for  its  radical  cure,  pessaries 
are  still  found  necessary. 

Before  applying  pessaries  it  is  necessary  to  ascertain  the 
absence  of  adhesions  binding  down  the  uterus.  This  is  done 
by  careful  manipulation,  and  by  the  use  of  the  sound.  On 
carrying  the  uterus  gently  upwards  obstruction,  if  existing,  will 
be  felt.  Occasionally  the  part  is  returned,  after  a  great  deal 
of  trouble  :  but  owing  to  the  long  altered  state  of  the  parts,  the 
reduction  brings  on  worse  symptoms  than  resulted  from  the 
procidentia. 

Description  of  Pessaries. 

The  word  pessary  comes  from  7reWG),  to  soften,  and  was 
originally  used  to  signify  a  soluble  medicinal  substance,  similar 
to  a  suppository.  It  is  only  by  a  corruption  that  it  has  come  to  be 
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applied  to  the  instruments  designed  to  support  the  uterus.  To 
these  instruments  it  has  recently  been  proposed  to  give  the 
more  appropriate  name  "  hysterophores,"  from  varepa,  womb, 
and  cf)€p4(a,  I  bear. 

Pessaries,  that  is  hysterophores,  act  on  different  principles. 
The  object  of  most  is  to  counteract  prolapsus,  or  to  keep  the 
womb  in  proper  form  and  place.  Others  are  designed  to 
stimulate  development  and  function.  Others  to  subdue  inflam- 
mation and  irritation  of  the  vagina. 

Those  which  have  the  first  object  in  view  act  on  one  or  more 
of  the  following  principles  : — 

1.  By  mere  distention  of  the  vagina  below  the  uterus  they 
block  up  the  outlet,  and  so  keep  the  uterus  from  falling  out. 
The  balls  and  air-pessaries  mostly  act  in  this  way. 

2.  Others  act  by  utilizing  the  contractile  power  of  the  vagina. 
The  stem-and-cup  pessaries  act  in  this  way,  combining  some- 
thing of  the  leverage  power  of  the  next  class. 

3.  A  third  class  act  by  leverage  principally,  thus  utilizing  the 
normal  act  of  respiration  and  the  contractile  property  of  the 
vagina  as  well. 

4.  A  fourth  class  act  by  directly  supporting  the  uterus  or 
its  axis  of  suspension  by  a  disc  which  bears  up  the  uterus,  and 
is  itself  supported  by  a  wire-stem,  having  a  bearing  on  the 
pubes  outside. 

5.  A  fifth  class  are  intra-uterine.  These  may  be  subdivided 
into  two  orders. 

A.  Those  designed  to  straighten  the  uterus  when  flexed. 
These  are  of  two  kinds :  those  which  are  attached  to 
extra-uterine  supports,  and  those  which  are  simple. 


f  Fig.  117. 

THE  GALVANIC  PESSARY. 

a,  zinc  ;  b,  copper. 

B.  Those  designed  to  stimulate  development  and  function, 
as  the  galvanic. 
6.  A  sixth  class  are  vaginal  pessaries,  designed  to  overcome 
irritability  and  inflammation,  by  keeping  the  walls  apart  and 
at  rest — "  vaginal-rests." 

An  attempt  to  give  anything  approaching  to  a  complete 
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account  of  the  pessaries  that  have  been  contrived  would  be 
hopeless.  Dr.  A.  K.  Gardner  gives  drawings  of  123  different 
forms  ;  and  he  is  far  from  exhaustive.  Almost  all  fall  within 
one  or  other  of  the  classes  indicated  above.  Most,  especially  of 
those  of  the  first  and  fourth  classes,  may  be  discarded  as  vicious 
in  principle  and  faulty  in  practice ;  and  a  judicious  selection 
from  the  most  approved  specimens  of  the  other  classes  will 
bring  the  really  useful  instruments  down  to  a  very  small 
number. 


The  Choice  of  Pessaries,  and  the  Mode  of  applying  them. 

In  one  class  of  cases,  chiefly  of  simple  prolapsus,  we  can  avail 
ourselves  of  the  contractile  property  of  the  vagina.  In  another 
class,  we  can  derive  no  assistance  from  this  source.  We  must 
apply  all  the  support.  These  conditions  govern  the  choice  of 
pessaries. 

The  first  class  of  cases  includes  those  where  there  is  prolapsus, 
not  procidentia,  where  it  is  comparatively  recent,  and  the  patient 
is  not  past  the  climacteric.  For  many  of  these  cases,  especially 
if  there  is  any  inflammatory  complication,  and  the  patient's 
circumstances  forbid  her  to  rest,  some  modification  of  Hodge's 
pessary  is  the  best.  Since  in  the  cases  under  consideration,  it 
is  assumed  that  the  vagina  preserves  contractility,  our  study 
should  be  not  to  destroy  or  diminish  this  property,  but  to  utilize 
it.  Hence  we  must  reject  the  whole  array  of  box- wood  balls, 
and  huge  thick  rings,  which  depend  for  their  efficacy  upon  mere 
bulk.  A  globe  of  moderate  size  will  not  do,  because  it  will  in 
all  probability  be  soon  expelled.  To  be  retained,  it  must  be 
large  enough  to  cause  some  difficulty  in  getting  it  in  through 
the  vulva,  it  must  then  take  a  bearing  upon  the  floor  of  the 
pelvis,  resting  upon  the  ischiatic  tuberosities  and  sacro-sciatic 
ligaments.  Thus  placed  in  the  way  the  uterus  cannot  escape. 
But  the  penalty  is  the  destruction  of  the  contractility  of  the 
vagina  by  constant  distention,  and  often  serious  inflammation 
and  ulceration  of  its  walls.  Offensive  discharges  of  mucus,  pus, 
and  blood  follow ;  and  pain  compels  the  patient  to  seek  relief. 
Under  these  circumstances  the  removal  of  the  pessary  is  some- 
times a  task  of  difficulty,  particularly  if  the  ball  is  of  large 
diameter.  When  such  a  ball  has  been  worn  for  some  years,  the 
vulva  will  be  found  so  much  contracted  that  it  represents  a  ring, 
whose  diameter  is  much  less  than  that  of  the  pessary.  The 
vulva  by  age  and  abandonment  of  use  may  have,  moreover, 
become  extremely  rigid. 

The  extraction  of  a  ball-pessary  under  these  circumstances 
resembles  the  delivery  of  a  child  whose  head  is  impacted,  with 
this  difference,  that  the  ball,  although  smaller,  is  absolutely 
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unyielding.  Sometimes  the  ball  may  be  hooked  out  with  the 
fingers  by  getting  the  last  joint  fairly  above  it  and  pressing  it 
down  upon  the  perinseum.  But  this  is  often  difficult ;  the  ball 
rolls  over  and  cannot  be  fixed.  It  must  be  seized  with  forceps. 
A  small  midwifery-forceps  will  perhaps  answer  the  purpose,  but 
the  extreme  rigidity  of  the  vulva  may  prevent  the  introduction 
of  the  blades,  unless  the  margin  be  first  incised.  It  is  better  to 
do  this  than  to  use  violence.  To  grasp  the  ball,  whatever 
forceps  is  used,  the  ends  must  be  curved  so  as  to  get  beyond  the 
equator,  otherwise  they  will  not  hold.  In  one  very  difficult 
case  that  came  under  my  care  at  the  London  Hospital,  I  got  a 
long  and  strong  polypus-forceps  curved  at  the  ends  so  that  it 
held  well.  The  ball  was  nearly  as  large  as  the  head  of  a  seven 
months'  child. 

There  are  still  to  be  found  in  the  instrument-makers'  shops 
huge  rings  or  discs  made  of  india-rubber  or  box- wood,  or  other 
material  which  also  act  by  bulk  and  by  blocking  up  the  pelvic 
outlet.  The  surgeon  now  and  then  becomes  acquainted  with 
them  through  the  mishaps  they  occasion.  Like  the  balls  they 
set  up  vaginitis,  ulceration,  and  cases  are  not  rare  in  which 
even  perforation  has  ensued,  and  the  pessary  has  made  its  way 
wholly  or  in  part  into  the  bladder  or  rectum.  The  vaginal- 
portion  also  received  into  the  ring,  has  become  swollen,  inflamed, 
and  incarcerated. 

Liiders*  relates  a  case  of  a  lady  who  had  a  pessary  applied  by 
a  midwife,  of  caoutchouc  stuffed  with  hair,  3J  inches  long, 
2}  inches  broad,  and  1  inch  thick.  Peritonitis  followed,  and 
then  hectic.  A  swelling  was  felt  between  the  vagina  and 
rectum ;  the  pessary  was  not  found.  A  year  later  another 
physician  found  the  same  swelling;  and  a  transverse  scar  in 
the  posterior  vaginal  wall.  Two  years  later  a  fistulous  opening 
appeared  in  the  anterior  wall  of  the  rectum,  which  enlarged, 
and  at  last  the  pessary  was  removed.  The  patient  then 
recovered  rapidly.  The  pessary  had  first  passed  into  Douglas's 
pouch. 

Where  resort  is  deemed  necessary  to  the  principle  of  filling 
the  pelvis  below  the  uterus,  the  best  of  all  means  is  the  air- 
pessary  contrived  by  Grariel.  This  consists  of  a  globe  of  india- 
rubber  prepared  so  as  to  resist  moisture,  and  which  can  be 
distended  after  it  is  introduced  into  the  vagina.  The  patient 
can  apply  and  remove  it  herself ;  and  removal  is  easy  by  letting 
the  pessary  collapse. 

Some  more  modern  forms  of  pessary  are  not  free  from  objec- 
tion. Zwanck's  instrument  is,  in  my  opinion,  one  of  these. 
It  had,  and  may  still  have,  under  various  modifications,  con- 
siderable vogue  on  the  Continent,  and  a  few  years  ago  it  was 

*  Monatsschrift  fur  Geburtskunde,  1858. 
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much  used  in  London.  It  does  not,  indeed,  act  like  the  hall 
hy  "blocking  the  lower  cavity  of  the  pelvis;  hut  it  depends 
greatly  for  its  efficacy  upon  stretching  out  the  upper  part  of  the 
vagina.  The  wings,  when  expanded  in  situ,  present  margins 
narrow  enough  to  hury  themselves  in  a  ring  which  they  form  in 
the  vagina ;  after  a  time  the  vagina  contracts  below  this  ring, 
and  the  pessary  is  incarcerated ;  then  there  is  great  danger  of 
ulcerative  perforation.  I  have  experienced  considerable  difficulty 
in  extracting  the  instrument  under  these  circumstances.  I  do 
not  say  that  these  accidents  are  common,  hut  considering  the 
frequent  carelessness  of  the  class  of  women  who  use  pessaries, 
we  ought  not  to  use  instruments  which  often  require  medical 
observation.  It  is  right,  however,  to  add  that  Zwanck's  instru- 
ment, including  its  modifications,  is  still  very  highly  estimated 
hy  many  excellent  observers.  Dr.  West,  in  particular,  says, 
when  deprecating  the  resort  to  the  various  surgical  proceedings 
for  the  cure  of  prolapsus,*  "I  may  add  that  during  the  last 
three  years  of  my  connection  with  St.  Bartholomew's  Hospital, 
I  did  not  meet  with  a  single  case  of  prolapsus  which  a  Zwanck's 
pessary  failed  to  retain." 

August  Mayer  f  also  extols  the  instrument  as  effectual  in  all 
cases,  and  as  obviating  all  necessity  for  perinaeoraphy.  He 
admits,  however,  that  it  sometimes  causes  ulceration  of  the 
vaginal  walls ;  and  says  that  he  and  his  father,  C.  Mayer, 
frequently  practised  amputation  of  one  or  both  lips  of  the  cervix 
with  the  best  results. 

The  Hodge  or  lever-pessary  answers  most  of  the  indications 
with  the  least  amount  of  drawbacks.  It  is  of  essential  import- 
ance to  bear  in  mind  what  is  too  often  forgotten — namely,  that 
it  is  a  lever.  A  lever  must  be  freely  moveable.  The  lever- 
pessary,  to  act  properly  and  safely,  must  float  in  the  pelvis.  It 
is  simply  held  in  the  vagina.  It  should  not  take  any  bearing 
upon  the  walls  of  the  pelvis ;  to  make  it  do  this  would  be  to 
degrade  it  to  the  level  of  the  old  ring  pessaries,  and  to  sacrifice 
its  principle  of  action.  This  is  what  happens  if  too  large  an 
instrument  is  used.  Then  the  vagina  will  be  put  on  the  stretch, 
its  elasticity  will  be  impaired,  leverage  is  lost,  and  the  pessary 
pressing  unduly  may  cause  inflammation  and  ulceration. 

Let  us  apply  a  lever  to  a  case  of  prolapsus,  with  engorgement 
of  the  vaginal-portion.  This  can  be  done  with  safety,  because 
the  pessary  does  not,  like  Zwanck's  or  many  others,  touch  the 
os  uteri.  We  select  one  moulded  to  the  form  of  the  vagina — 
that  is,  when  viewed  laterally,  of  a  sigmoid  shape.  The  size 
may  be  determined  approximately  by  the  measurement  taken 
of  the  vagina  by  the  finger.    The  length  should  be  such  that 

*  "  Diseases  of  Women,"  3rd  edition,  1864,  p.  182. 
f  Monatsschrift  fur  Geburtskunde,  1858. 
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whilst  the  upper  limb  will  rise  into  the  vaginal  duplicature 
behind  the  cervix  uteri,  the  lower  limb  will  sit  behind  the 
symphysis  pubis  well  above  the  meatus  urinarius.  If  it  project 
below  this,  it  will  be  troublesome,  and  be  liable  to  expulsion. 
Its  breadth  should  be  such  as  not  to  stretch  the  vagina. 

The  mode  of  action  is  as  follows : — During  inspiration  or 
exertion,  the  intestines  driven  down  upon  the  uterus  and  bladder 
cause  the  anterior  wall  of  the  vagina  to  descend.  The  lower 
limb  of  the  pessary  being  applied  to  this  wall  is  carried  down 
with  it,  and  the  upper  limb  necessarily  rises  in  the  opposite 
direction,  lifting  the  roof  of  the  vagina  and  the  uterus,  and 
keeping  the  fundus  of  the  uterus  inclined  forwards. .  So  long 
as  the  body  of  the  uterus  is  maintained  in  anteversion,  it  can 
hardly  suffer  prolapsus.  The  leverage  action  of  the  pessary  is 
also  greatly  aided  by  the  posterior  wall  and  floor  of  the  vagina. 
This  at  the  lower  part  forms  a  thick  elastic  and  muscular  struc- 
ture, which,  partly  by  its  contractile  property,  and  partly  under 
atmospheric  pressure,  is  normally  kept  in  close  apposition  to  the 
anterior  wall  giving  it  material  support,  and  thus  constituting 
one  of  the  greatest  impediments  to  prolapsus.  The  pressure  so 
exerted  of  course  will  bear  upon  the  upper  limb  of  the  pessary, 
which  is  embraced  in  the  vagina.  The  sphincteric  action  of  the 
vulva  also  comes  in  aid.  This,  contracting  the  outlet,  helps  to 
support  the  instrument  above  it.  The  instrument  is  figured 
under  the  treatment  of  "Retroversion." 

The  instrument  should  be  worn  continuously.  It  is  not 
necessary  to  remove  it  at  night.  It  does  not  prohibit  intercourse, 
although  it  would  be  better  that  this  should  be  avoided.  Con- 
ception has  often  taken  place  whilst  it  was  being  worn.  As  it 
requires  accurate  adaptation,  the  patient  or  a  nurse  cannot 
always  be  trusted  to  remove  or  replace  it.  But  by  help  of  dia- 
grams and  direct  demonstration  this  may  be  accomplished.  I 
have  several  patients  who  manage  the  instrument  with  perfect 
precision. 

After  a  time — several  weeks,  or  perhaps  months — the  uterus 
having  been  kept  in  position,  the  vaginal-portion  being  prevented 
from  chafing  against  the  lower  part  of  the  vagina,  engorgement 
will  have  subsided,  and  the  supports  of  the  uterus  will  have 
recovered  tone. 

In  many  cases,  under  proper  adjuvant  treatment,  such  as 
the  use  of  local  astringents  and  general  tonics,  a  cure  is  effected . 
The  uterus  is  sustained  by  its  natural  supports.  If  this  favour- 
able result  is  not  more  frequent,  it  is  because  so  many  inter- 
fering conditions  occur. 

It  should  be  enforced  as  an  imperative  rule  that  women  wear- 
ing this  or  any  other  pessary  should  have  it  removed  at  fixed 
intervals,  to  avoid  mischief,  and  to  observe  the  condition  of  the 
parts. 
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The  manoeuvres  for  introducing  the  lever-pessary  are  described 
under  "  Retroflexion." 

Some  modifications  of  Hodge's  pessary,  designed  to  meet 
special  cases,  or  to  obviate  special  inconveniences,  have  been 
designed.  One  of  Professor  Hodge's  original  forms  was  that  of 
the  letter  U,  the  legs  being  curved.  The  two  ends  being  applied 
behind  the  symphysis  have  been  found  to  dig  holes  into  the 
bladder.  No  doubt  a  great  gain  was  effected  when  these 
pointed  ends  were  got  rid  of,  by  completing  the  ring.  But  this 
entailed  the  occasional  inconvenience  of  pressing  upon  the 
urethra,  and  the  rigid  transverse  bar  also  caused  distressing 
friction.  To  diminish  this  Dr.  Grreenhalgh  united  the  horns  by 
an  elastic  band.  This  is  a  real  improvement  in  some  cases. 
But  in  the  great  majority  of  cases  it  is  not  necessary.  I  have 
generally  found  it  possible  to  obviate  all  trouble  by  widening 
the  lower  arch — that  is,  by  making  the  transverse  portion  a 
little  straighter.  This  completion  of  the  ring  by  adding  the 
transverse  portion,  increases  the  leverage  power,  since  it  is  the 
central  portion  of  the  vagina  that  descends  most. 

If  there  be  marked  vaginal  cystocele  or  rectocele,  with  large 
yielding  vulva,  it  will  be  difficult  or  impossible  to  get  a  Hodge 
to  act.  It  will  generally  fall  out,  and  even  if  it  keep  in,  the 
conditions  upon  which  its  leverage  action  depend  are  so  feeble, 
that  we  must  turn  to  other  means. 

When  the  Hodge  fails,  we  have  often  a  valuable  resource  in  other 
forms  of  pessary,  which  act  upon  somewhat  different  principles. 
The  next  form  to  try  is  the  stem-and-cup  pessary.  To  a  certain 
extent,  this,  I  believe,  also  acts  upon  the  principle  of  a  lever,  but 
it  does  not  depend  entirely  upon  it.  Here,  as  in  the  case  of  the 
lever,  it  is  important  to  select  an  instrument  as  small  as  will 
answer  the  purpose.  It  consists  of  an  upper  expanded  portion, 
the  cup  or  corolla,  which  receives  the  vaginal-portion,  and  a 
somewhat  tapering  cylinder,  curved  to  correspond  with  the 
pelvic  or  vaginal  curve.  It  is  likened  to  a  horn.  The  whole 
is  hollow,  for  the  escape  of  discharges. 

Now,  the  bare  instrument  in  this  form  will,  under  favour- 
able circumstances,  maintain  itself  in  situ,  and  act  curatively. 
The  study  of  them  will  best  explain  upon  what  principles  the 
instrument  acts.  When  the  instrument  is  in  situ,  the  vaginal- 
portion  resting  on  the  corolla,  the  narrow  stem  is  grasped  by  the 
vagina,  which  contracts  upon  it.  As  the  instrument  represents 
a  cone,  of  which  the  apex  is  directed  downwards,  a  force  grasp- 
ing it  necessarily  carries  the  cone  upwards,  and  the  uterus  rises 
with  it.  Then  the  cone,  by  its  length,  is  also  a  lever,  and  is 
subject  to  exactly  the  same  influences  as  Hodge's  lever  pessary. 
That  the  instrument  acts  in  this  way  is  proved  by  the  facts  that 
in  suitable  cases  when  the  vagina  is  contractile,  the  pessary  is  self- 
retaining,  and  that  in  many  cases  it  ends  by  curing  the  prolapsus. 


PESSARIES. 


657 


In  other  cases,  where  the  power  of  the  vagina  is  insufficient 
to  grasp  the  stem,  its  retention  is  aided  by  external  elastic  bands 
which  are  carried  up  in  front  and  behind,  and  attached  to  an 
abdominal  belt.  The  elastic  bands,  yielding  at  every  inspira- 
tion, permit  the  natural  ascent  and  descent  of  the  uterus,  and 
obviate  the  concussion  and  violence  which  rigid  external  sup- 
ports would  cause.  The  material  of  these  pessaries  should  be 
vulcanite. 

The  introduction  is  not  difficult.  A  finger  of  the  left  hand 
is  introduced  into  the  vagina,  and  presses  back  the  perinseum  ; 
the  corolla  of  the  pessary  held  in  the  right  hand  is  slipped  by 
its  edge  beneath  the  guiding  finger,  and  in  front  of  the  four- 
ch'ette,  being  made  to  press  backwards,  so  as  to  make  its  way  in 
by  expanding  the  perinseum.  The  direction  given  is  towards 
the  hollow  of  the  sacrum,  and  away  from  the  symphysis  pubis. 


Fig.  118. 
the  cup-and-stem  pessary. 


If  the  vagina  be  very  much  relaxed,  if  there  be  any  consider- 
able amount  of  rectocele  and  cystocele,  the  corolla  must  be  pro- 
portionately large,  or  the  folds  of  the  vagina  will  bag  over  the 
corolla,  and  drag  the  uterus  down  by  the  side  of  it. 

When  there  is  no  vaginal  contractility,  there  is  nothing  but  the 
external  elastic  bands  to  depend  upon  to  keep  the  pessary  in  situ. 
But  even  under  these  circumstances  it  is  still  a  very  useful  in- 
strument. This  is  the  case  in  prolapsus  and  procidentia  of  aged 
women.  When  the  functions  of  ovulation  and  pregnancy  are 
at  an  end,  the  uterus  undergoes  atrophy,  losing  bulk,  increasing 
in  hardness.  At  the  same  time,  the  cellular  tissue  of  the  pelvis 
loses  much  of  its  fat ;  the  vessels  having  less  call  upon  them  for 
supplies,  bring  less  blood.     The  vagina,  too,  partakes  in  the 

v  u 


658 


PROLAPSUS  OF  THE  UTERUS, 


atrophic  process.  The  general  result  is  a  small  uterus  imbedded 
in  shrunken  tissues.  The  padding  is  gone,  the  uterus  falls. 
Especially  is  this  the  case  if  the  woman  leads  a  laborious  life. 
Under  great  exertion  in  the  standing  or  kneeling  postures,  the 
ill-supported  uterus  easily  falls  through  the  pelvis.  Hence,  the 
prolapsus  and  procidentia  of  senility  being  mainly  the  conse- 
quence of  atrophy,  nothing  short  of  mechanical  support  will 
avail. 

Another  class  of  pessaries  act  upon  the  principle  of  directly 
supporting  the  anterior  wall  of  the  vagina.  If  this  is  kept  up, 
as  we  have  seen,  the  uterus  is  kept  up  with  it.  The  essential 
constituents  of  all  these  are :  first,  a  disk  of  suitable  shape 
which  is  adapted  to  the  anterior  wall  of  the  vagina  at  the  junc- 
tion of  its  roof  with  the  vaginal-portion ;  secondly,  an  elastic 
wire  which  supports  the  disk  and  which  is  carried  out  of  the 
vulva  and  curved  up  in  front,  to  be  connected  with  a  pad  which 
is  secured  by  a  spring  or  bandage  against  the  symphysis  pubis. 
Professor  Martin  uses  one  which,  instead  of  a  disk  taking  its 
bearing  upon  the  anterior  vaginal  wall,  has  a  ring-disk  which 
receives  the  vaginal-portion.  Dr.  Whitehead,  of  Manchester, 
uses  one  constructed  on  this  principle,  which  is  very  effective. 
Dr.  Gibson,  of  Newcastle,  in  an  excellent  practical  memoir*  on 
"  Procidentia  Uteri,"  describes  a  truss  adapted  to  support  the 
vulva. 

Where  internal  pessaries  cannot  be  borne  or  do  not  answer, 
many  patients  find  relief  in  wearing  a  firm  perinseal  pad, 
attached  by  straps  before  and  behind  to  an  abdominal  belt. 
This  contrivance  is  a  kind  of  artificial  peringeum.  The  pad 
strengthens  the  floor  of  the  pelvis,  and  its  pressure  by  keeping 
up  the  posterior  wall  of  the  vagina  in  contact  with  the  anterior 
wall,  prevents  the  uterus  from  descending. 

Before  the  introduction  of  Zwank's  and  Hodge's  pessaries, 
the  use  of  external  supports  was  much  more  frequent  than  it  is 
now.  But  we  should  not  lose  sight  of  what  has  often  proved  a 
valuable  remedy.  Hull's  utero-abdominal  supporter  is  the 
best  known  ;  and  one  known  as  Dr.  Ashburner's  is  highly 
commended  by  Dr.  West  and  others.  I  have  seen  many 
cases  in  which  one  of  these  appliances  answered  the  indi- 
cations of  keeping  the  uterus  inside  the  pelvis,  and  of  enabling 
the  patient  to  get  about,  and  even  to  go  through  severe 
work  with  comparative  comfort.  "  Each  of  these  instruments 
tightly  embraces  the  hips.  Hull's  is  furnished  with  a  large 
padded  metallic  plate,  fitted  over  the  pubes,  and  Ashburner's 
is  fitted  with  a  similar  plate,  fitted  over  the  sacrum.  The  chief 
utility  of  these  metallic  plates  is  that  by  their  firm  yet  gentle 
counter-pressure  they  relieve  the  sympathetic  pains  referred  to 
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the  back  in  one  case,  or  the  dragging  and  distress  in  the  region 
of  the  ovaries  in  the  other.  To  both  of  them  a  strap  passing 
between  the  legs,  with  a  perinseal  pad  is  adapted,  and  though 
it  can  be  dispensed  with  at  pleasure,  will  be  found  of  great  ser- 
vice in  all  cases  of  considerable  relaxation  of  the  vagina,  with 
disposition  to  actual  procidentia,  when  used  either  alone  or  in 
combination  with  some  form  of  internal  support."  (West.) 

The  strap  and  perineal  pad  have,  indeed,  the  disadvantage 
of  heating  the  parts,  and  of  keeping  up  leucorrhoeal  discharge ; 
and  I  have  even  known  them  to  cause  hypertrophy  of  the 
labia  vulvae. 

In  all  the  contrivances  we  have  as  yet  discussed,  the  support 
is  given  below  the  uterus,  and  they  are  designed  to  meet  the 
uterus,  and  to  resist  its  fall.  But  whilst  adapting  these  often 
indispensable  aids,  we  should  not  forget  that  we  may  often  do 
much  to  take  off  the  superincumbent  pressure  which  is  the 
active  factor  in  producing  and  maintaining  the  prolapsus.  A 
well-adjusted  abdominal  belt  will  do  this ;  and  patients  often 
experience  considerable  relief  from  this  contrivance  alone. 

Some  form  of  internal  support  may  often  be  usefully  combined 
with  the  abdominal  belt. 

But  we  should  not  confine  our  attention  too  exclusively  to 
mechanical  means.  Portal  congestion,  hemorrhoids,  dilatation 
of  the  rectum,  and  retrograde  disorder  of  the  digestive  system,  so 
frequently  accompany  prolapsus,  and  so  surely  aggravate  its 
consequences,  that  special  attention  should  be  directed  to  mitigate 
these  conditions.  Alteratives,  such  as  mercury  or  podophyllin, 
chloride  of  ammonium,  and  tonics  as  strychnia,  quinine  and 
iron  will  often  be  of  singular  service.  We  must  act,  in  short, 
on  the  general  principle  of  removing  or  mitigating  all  inter- 
current or  associated  morbid  complications.  Amongst  the  most 
common  are  the  climacteric  affections,  which  have  already  been 
discussed. 

Where  artificial  mechanical  support  adapted  internally  or 
externally  is  excluded,  or  where,  for  other  reasons,  a  radical  cure 
is  indicated,  several  surgical  proceedings  are  available.  The  seve- 
ral operations  are  based  upon  different  principles,  arising  out  of 
the  different  views  entertained  as  to  the  causes  of  prolapsus. 

The  first  attempts  at  a  radical  cure  were  based  upon  the  simple 
idea  of  closing  the  va/gina  or  vulva.  The  following  historical 
account  is  taken  from  S.  Cooper's  "  Surgical  Dictionary"  • — 

"  The  late  Dr.  Hamilton  formerly  suggested  the  propriety  of 
endeavouring  to  relieve  very  bad  and  confirmed  cases  of  prolapsus 
uteri,  by  exciting  adhesive  inflammation  in  the  vagina,  so  as  to 
bring  about' an  agglutination  of  its  surfaces.  However,  not- 
withstanding the  more  or  less  partial  closure  of  the  vagina, 
occasionally  met  with  in  the  practice  of  surgery  and  midwifery, 
every  pathologist  is  aware  of  the  difficulty  of  making  a  mucous 
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tissue  undergo  the  adhesive  inflammation  ;  and  this  considera- 
tion led  Dr.  Hamilton  not  to  attempt  it.  A  more  valuable  and 
practicable  operation  is  that  of  treating  such  cases  by  approxi- 
mating the  pared  surfaces  of  the  labia,  and  uniting  them  by 
suture.  Dr.  Ireland  tried  this  method  in  Dublin,  and  has  pub- 
lished an  account  of  the  success  which  attended  it.  (See  Dub- 
lin Journ.  of  Med.  Science,  vol.  vi.  p.  484.)  Cruveilhier  prefers 
to  this  proposal  the  plan  of  bringing  about  a  contraction  of  the 
upper  part  of  the  vagina,  by  touching  it  with  the  nitrate  of 
silver,  or  an  acid.  An  anonymous  writer  remarks  that  a  similar 
operation  has  been  several  times  since  performed  by  Yeipeau, 
Boivin,  Laugier,  and  others.  Some  produce  adhesions  between 
the  opposite  surfaces  by  means  of  wounds  made  with  the  knife ; 
others  by  means  of  sloughs  and  granulating  surfaces,  resulting 
from  the  application  of  escharotics.  Dr.  Ireland  seems  to 
attribute  the  merit  of  devising  this  operation  to  Dr.  Marshall 
Hall ;  but  it  is  probable  that  Girardin,  who  proposed  it  in  the 
year  1823,  has  the  claim  of  priority.  (See  Dublin  Journ.  of 
Med.  Science,  vol.  x.  p.  126.)  For  an  historical  account  of  this 
operation,  I  must  refer  to  the  Annali  Universali  di  Medicina, 
edited  at  Milan  by  Omodei,  for  December,  1835.  In  1831  the 
operation  was  performed  by  Dr.  Fricke,  of  Hamburg,  with 
a  completely  successful  result,  and  he  is  a  strong  advocate 
for  it. 

"  The  following  quotation  from  Dr.  Henting's  translation  of 
Madame  Boivin's  work,  p.  53,  affords  some  particulars  of  Dr. 
Marshall  Hall's  operation,  which  appears  to  have  consisted  in 
the  excision  of  a  strip  of  the  mucous  membrane  of  the  vagina : 
'  Dr.  Marshall  Hall  has  lately  cured  a  case  of  complete  prolapsus 
uteri  by  artificial  contraction  of  the  vagina :  a  strip  of  the 
mucous  membrane,  an  inch  and  a-half  wide,  was  removed  along 
the  whole  of  the  canal,  and  the  wound  was  sewed  up.  "We 
hear  nothing  of  haemorrhage,  and  are  assured  that  the  patient 
suffered  neither  pain  nor  fever  after  the  operation.'  In  a  note, 
the  translator  mentions  that  there  was  scarcely  any  haemorrhage, 
and  that  in  November,  1833,  two  years  after  the  operation,  the 
uterus  and  bladder  were  found  by  Mr.  Yincent  to  be  perfectly 
supported  in  their  situation. 

"  Professor  Dieffenbach  has  long  abandoned  the  employment 
of  pessaries  (see  Cruveilhier,  Anat.  Pathol,  t.  i.  liv.  16),  and 
adopted  the  plan  of  curing  bad  cases  of  prolapsus  uteri  by 
removing  an  oval  piece  of  the  membrane  of  the  vagina ;  a  plan 
suggested  to  him  by  the  observation  of  a  case  in  which  some 
parts  of  the  vagina  sloughed  away,  while  the  uterus  was  in  a 
state  of  prolapsus.  The  uterus  and  the  remains  of  the  vagina 
were  reduced  during  the  granulating  process,  and  the  result  was 
a  complete  cure  of  the  disease.  As  this  operation  seems  to  me 
less  safe  and  eligible  than  the  foregoing  one,  I  omit  the  details 
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of  it,  which  may  be  read  in  the  12th  volume  of  the  Dublin 
J  our.  of  Med.  Science,  p.  488,  or  in  Medicinische  Zeitung,  No.  3, 
1836.  Cruveilhier  would  prefer  the  excision  of  a  few  pieces  of 
the  mucous  membrane,  near  the  cervix  uteri,  to  the  method 
adopted  by  Dr.  M.  Hall,  or  Dieffenbach.  Both  these  operations 
are  analogous  to  Dupuytren's  operation  for  the  cure  of  inveterate 
cases  of  prolapsus  ani,  being  founded  on  the  benefit  derivable 
from  the  contraction  of  the  cicatrix.  About  two  months  ago, 
I  practised  Dupuytren's  operation  in  University  College  Hos- 
pital, whereby  a  prolapsus  of  the  rectum,  of  more  than  four 
years'  standing,  and  which  had  resisted  all  the  ordinary  means, 
was  entirely  cured." 

In  recent  years  modifications  and  extensions  of  the  pro- 
ceedings initiated  by  Hamilton,  Marshall  Hall,  Fricke,  and 
Dieffenbach,  have  been  devised  under  a  more  accurate  knowledge 
of  the  causes  of  the  displacement  and  of  the  conditions  of 
cure.  These  have  accordingly  been  attended  with  a  far  greater 
amount  of  success. 

The  operation  which  first  attracted  attention  arose  out  of  that 
for  restoration  of  the  lacerated  perineum.  It  was  observed 
that  prolapsus  not  infrequently  arose  in  connection  with  rent 
perinseum.  The  restoration  of  the  perinaeum,  especially  if  the 
rent  extended  through  the  sphincter  ani,  was  indicated  inde- 
pendently of  consideration  for  the  prolapsus.  The  restoration 
of  the  perinaaum  was  an  effective  means  of  restoring  the 
integrity  of  the  vagina,  which  is  one  of  the  chief  supports  of 
the  uterus.  Then  as  it  was  observed  that,  in  many  cases, 
prolapsus  uteri  was  complicated  with  vaginal  rectocele,  it  was 
hoped  that  by  narrowing  the  vagina  in  its  posterior  wall,  it 
would  be  so  far  restored  to  its  normal  condition,  that  it  would 
be  able  to  support  the  uterus.  As  we  have  seen,  the  posterior 
wall  of  the  vagina  and  the  perinaaum  form  a  most  efficient 
support  for  the  anterior  wall.  Much  benefit  might,  therefore, 
reasonably  be  expected  from  making  good  this  part.  Mr. 
Baker  Brown  was  one  of  the  earliest  and  most  energetic 
advocates  of  this  plan.  A  considerable  number  of  operations 
of  this  class  have  been  performed  by  him  and  others,  and  with 
varying  degrees  of  success.  But  there  are  clinical  observations 
in  abundance  to  prove  that  it  is  based  upon  imperfect  apprecia- 
tion of  the  causes  of  prolapsus.  In  many  of  the  cases,  not- 
withstanding the  narrowing  of  the  posterior  wall  of  the  vagina, 
and  the  union  of  the  labia  much  anterior  to  the  normal 
fourchette,  the  prolapsus  after  a  time  returned.  The  true 
factors  of  the  prolapsus  remaining  untouched,  gradually  the 
uterus  made  its  way  down  again,  and  distending  the  new 
perineal  floor  appeared  outside  the  vulva.  It  cannot,  therefore, 
be  called  a  radical  cure,  except  in  those  cases  in  which  vaginal 
rectocele  is  the  essential  cause  of  the  prolapsus.    Nor  is  the 
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relief  often  permanent,  unless  the  vulva  be  almost  completely 
occluded.  It  has  been  seen  that  the  small  vulva  and  perfect 
hymen  of  the  virgin  are  not  an  absolute  safeguard  against 
prolapsus.  The  narrowing  of  the  vulva  simply  forms  a  shelf 
to  receive  the  falling  uterus. 

The  operation  is  so  similar  to  that  for  restoration  of  the 
rent  perinseum,  that  the  description  of  the  two  will  be  given 
together. 

An  operation  that  seems  based  upon  a  sounder  view  of  the 
pathology  of  prolapsus,  is  that  proposed  and  practised  by  Dr. 
Marion  Sims  and  Dr.  Emmet,  of  New  York.  Its  object  is  to 
strengthen  or  brace  up  the  vagina  near  the  junction  of  the 
cervix  uteri  with  the  bladder.  It  consists  in  removing  a 
portion  of  mucous  membrane  from  the  anterior  wall  in  the 
form  of  a  V>  the  open  part  of  the  V  embracing  the  cervix  uteri, 
and  then  uniting  the  sides  by  sutures.  I  have  performed  this 
operation  as  well  as  the  preceding  one  several  times.  Although 
in  each  case  the  cure  seemed  perfect  for  some  time  afterwards, 
the  parts  gradually  opened  out  again,  and  the  prolapsus  was 
reproduced. 

Then  there  is  a  third  operation  performed  in  yet  a  different 
part.  It  may  be  distinguished  as  Huguier's.  It  is  the 
amputation  of  the  hypertrophied  cervix.  The  principle  ap- 
pears to  be  different  from  Sims'  operation,  but  I  think  they 
touch  each  other  in  their  mode  of  action.  It  is  difficult  to 
amputate  the  vaginal-portion  of  the  cervix  without  removing  a 
portion  of  the  contiguous  mucous  membrane  in  front ;  and 
when  healing,  a  process  of  cicatricial  contraction  anteriorly 
necessarily  follows.  I  have  seen  this  in  cases  where  nothing 
but  amputation  of  redundant  vaginal-portion  was  contemplated. 
But  still  the  proceeding  has  independent  advantages.  In  the 
first  place,  the  elongated  cervix  is  pro  tanto  shortened ;  and  in 
the  second  place,  a  process  of  altered  nutrition,  attended  by 
retraction  in  the  remaining  portion  is  set  up,  by  which  a  still 
further  shortening  is  effected. 

Huguier's  operation  consists  in  taking  away,  together  with 
the  upper  extremity  of  the  vagina,  the  whole  length  of  the 
neck,  and,  if  necessary,  the  lower  part  of  the  body  of  the 
uterus,  removing  it  by  an  incision  slanting  from  without 
inwTards,  after  having  previously  detached  the  bladder  from 
the  part  to  be  excised.  In  connection  with  this  rather  formi- 
dable proceeding,  it  is  desirable  to  state  the  conditions  which, 
in  Huguier's  judgment,  absolutely  contra-indicate  it.  These 
are,  a  capacious  pelvis  and  a  large  opening  at  the  vulva,  more 
or  less  laceration  of  the  perinseum,  and  considerable  relaxation 
of  the  soft  parts  at  the  pelvic  floor.  If  these  conditions 
exclude  the  operation,  the  cases  must  be  very  rare  in  which  its 
performance  would  be  admissible;   and  an  operation  which 
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cannot  be  applied  in  the  cases  which  most  urgently  demand 
relief,  can  hardly  be  regarded  as  a  very  important  acquisition 
to  science. 

To  this  criticism  must  be  added  the  serious  dangers  incurred 
of  opening  the  peritoneal  cavity,  or  the  bladder,  of  haemorrhage 
from  dividing  the  vessels  high  up  at  their  entry  into  the  sub- 
stance of  the  uterus,  and  of  consequent  pyaemia.  I  entertain 
a  decided  conviction  that  the  hope  of  relieving  a  condition  not 
in  itself  entailing  serious  danger  to  life,  and  which  is,  moreover, 
susceptible  of  being  materially  mitigated  in  other  ways,  does 
not  justify  resort  to  surgical  proceedings  fraught  with  such 
danger. 

In  1860,  Scanzoni*  had  amputated  the  vaginal-portion 
sixteen  times :  nine  times  with  Siebold's  scissors,  three  times 
with  the  galvano-caustic.  He  says  the  operation  is  always 
dangerous. 

Carl  Mayer's  operation  is  described  as  follows  : —  f 

Because  the  bladder  is  drawn  down  by  the  vaginal-portion, 
it  is  necessary  to  pull  down  the  uterus  strongly,  with  hooks ; 
these  being  held  by  assistants,  the  hypertrophied  portion  is 
cut  off  smoothly  with  a  knife.  Yery  profuse  bleeding  follows, 
which  is  best  stopped  by  actual  cautery.  On  account  of  this 
bleeding  it  is  especially  necessary  to  fix  the  uterus,  otherwise  it 
quickly  retreats  into  the  pelvis  after  being  cut,  and  the  arrest 
of  the  bleeding  would  be  difficult. 

The  operation  advocated  by  Grustav  Simon,  of  Heidelberg,  is 
based  upon  the  idea  of  strengthening  the  posterior  wall  of  the 
vagina  so  as  to  obtain  a  firm  support  to  the  uterus  and  anterior 
wall  of  the  vagina.  I  am  indebted  to  Dr.  James  E.  Chadwick, 
of  Boston,  U.S.A.,  for  the  following  condensed  account. 
Simon  calls  it  "  posterior  colporrhaphy."  It  consists  in  remov- 
ing the  mucous  membrane  from  a  large  portion  of  the  posterior 
vaginal  wall,  and  bringing  the  two  sides  of  the  denuded  surface 
together,  so  as  to  produce  great  constriction  of  the  vagina. 

The  operation  is  generally  performed  while  the  vagina  is 
dilated  laterally  by  a  broad  flat  fenestrated  speculum — a  modi- 
fication of  Sims'.  Through  the  fenestra  the  mucous  membrane 
and  a  little  of  the  subjacent  tissues  may  easily  be  removed  with 
the  scissors  or  bistoury  up  to  within  f  to  1  inch  of  the  vaginal 
insertion  into  the  cervix  uteri.  The  whole  thickness  of  the 
vaginal  wall  should  not  be  cut  away,  for  a  less  firm  cicatrix 
would  then  result.  The  upper  end  of  the  pared  surface  should 
not  be  pointed,  but  almost  square,  so  that,  when  the  healing 
process  is  completed,  a  sort  of  pouch  is  formed  above  the  cicatrix, 
into  which  the  cervix  may  sink  and  be  retained,  instead  of  being 

*  Beitragezur  G-eburtskunde,  1860. 
f  Monatsschr.  fur  G-eburtskunde,  1858. 
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free  to  insert  itself  into  the  restricted  canal  of  the  vagina,  where 
it  would  gradually  force  its  way  down,  dilating  the  parts,  and 
finally  reach  its  former  prolapsed  position.  At  the  vaginal 
entrance  the  denudation  of  the  mucous  membrane  is  carried 
out  upon  the  posterior  halves  of  the  two  labia  majora,  so  that, 
when  the  latter  are  approximated  and  unite,  the  perinseum  is 
greatly  lengthened  and  additional  support  obtained.  The 
opposite  edges  of  the  wound  are  then  brought  together  by  fine 
silk  sutures,  which  are  allowed  to  remain  four  to  six  days  or 
longer.  A  union  takes  place  throughout  the  whole  extent  of 
the  surfaces  thus  applied  to  each  other,  and  a  firm,  dense, 
cicatricial  band  is  obtained,  running  almost  the  whole  length 
of  the  posterior  vaginal  wall.  This  restricts  the  canal  of  the 
vagina,  and  at  the  same  time  imparts  more  rigidity  to  it, 
enabling  it  better  to  support  its  own  weight  and  that  of  the 
uterus.  Professor  Simon  claims  the  following  advantages  for 
this  method  of  operating : — That  it  forms  a  pouch  in  which  the 
cervix  rests ;  that  a  firm  barrier  is  by  it  opposed  to  the  exit  of 
the  uterus  at  the  point  toward  which  that  organ  naturally 
gravitates;  and  that  the  vagina  is  made  narrower  and  more 
rigid.  In  addition,  the  uterus  is  not  drawn  down  by  the  con- 
traction of  the  cicatrix,  as  occurs  in  Sims'  operation,  owing  to 
the  lower  extremity  of  the  cicatrix  in  the  latter  being  almost 
fixed  by  its  attachments  to  the  unyielding  pubic  arch.  Professor 
Simon  says  that  he  has  tried  Sims'  procedure  in  a  number 
of  instances  with  temporary  relief,  but  that  after  a  time  the 
procidentia  invariably  recurred.  He  has  now  operated  more  than 
thirty  times  by  his  own  method,  and  says  that,  with  one  excep- 
tion, he  has  effected  perfect  and  permanent  cures,  although  the 
patients  were  chiefly  poor  peasants  who  did  the  heaviest  kind 
of  work  in  the  fields.  Several  of  them  he  has  now  watched 
for  a  number  of  years,  and  there  has  been  no  return  of  the 
procidentia. 

Dr.  Tracy,  of  Melbourne,  performs  an  operation  which  unites 
the  anterior  and  posterior  colporrhaphy  and  the  perinseorraphy. 
The  three  proceedings  are  carried  out  at  the  same  sitting.  Like 
Simon,  he  is  able  to  say  that  his  patients  are  restored  to  the 
capacity  of  earning  their  living  by  hard  work. 

The  conclusion  I  have  arrived  at  is,  that  in  some  especially 
appropriate  cases  each  of  these  three  operations  will  succeed ; 
that  there  are  many  cases  in  which  one  of  them  singly  will 
effect  but  little  good;  and  that  a  combination  of  two  or  all 
three  will  often  be  necessary  for  complete  success. 

The  course  to  be  adopted  may  be  stated  as  follows : — 1.  When 
there  is  prolapsus  without  marked  elongation  of  the  cervix, 
remove  a  portion  of  the  mucous  membrane  of  the  anterior 
wall  of  the  vagina  on  Sims'  plan.  2.  If  there  is  considerable 
elongation,  amputate  a  portion  of  the  redundant  neck,  and  at 
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the  same  time  remove  a  triangular  piece  of  the  mucous  mem- 
brane just  in  front  of  the  cervix,  the  base  of  the  triangle 
merging  in  the  stump  of  the  cervix,  and  bring  the  sides  of  the 
triangle  together  by  sutures.  3.  If  there  be  considerable  recto- 
cele,  with  impairment  of  the  perinseum,  perform  the  perineal 
operation,  or  posterior  colporrhaphy.  4.  Where  the  three  con- 
ditions co-exist,  all  three  operations  should  be  performed.  It 
will  generally  be  best  to  do  this  in  successive  operations. 

Although  I  am  more  sanguine  as  to  the  benefits  to  be  derived 
from  surgery  in  these  cases  than  Dr.  West,  I  cannot  help  con- 
curring with  him  in  the  opinion  that  we  still  want  evidence  of 
such  an  amount  of  permanent  success  from  them  as  would 
entitle  them  to  the  praise  given  them  in  some  quarters. 

There  is  undeniable  truth  in  this  passage  from  Dr.  West : 
"It  is  surprising  how  much  the  size  of  the  procident  womb  is 
reduced  after  its  return  within  the  vagina  by  a  month's  rest  in 
bed,  how  completely  a  long-standing  ulceration  of  its  orifice 
heals,  and  how  effectually  the  organ  is  retained  afterwards 
within  the  pelvis  by  a  bandage.  If  in  the  majority  of  these 
cases  an  operation  were  performed,  a  similar  result  would 
doubtless  be  obtained;  the  month's  compulsory  rest  in  bed 
would  be  followed  by  the  same  diminution  in  the  size  of  the 
uterus,  and  the  elongated  perinseum  would  answer  for  a  time  at 
least  the  same  purpose  as  the  perineal  pad  of  an  ordinary 
bandage ;  while  by  slow  degrees  the  ligaments  in  the  one  case 
as  in  the  other,  might  regain  some  measure  of  power,  and  the 
womb  might  cease  to  fall  down  externally." 

Mr.  Walter  Whitehead,  in  a  very  able  clinical  memoir*  based 
on  a  considerable  number  of  operations  performed  by  himself, 
looking  back  upon  those  operations,  is  strengthened  in  his 
opinion  that  to  cure  prolapsus  we  must  aim  more  to  relieve  the 
pressure  from  above  than  to  diminish  the  weight  of  the  uterus, 
or  to  increase  the  strength  of  its  supports.  Such  operations,  he 
thinks,  should  be  reserved  for  a  last  resource  in  the  isolated 
cases,  where  all  other  means  of  supporting  the  uterus  have 
been  found  useless.  Yet  his  mode  of  operating  seems  to  have 
been  well  devised  and  executed,  and  the  success  fair.  It  con- 
sisted in  removing  a  triangle  of  mucous  membrane  from  the 
posterior  vaginal  wall,  the  apex  being  towards  the  os  uteri; 
another  triangle  from  the  anterior  wall  with  the  apex  down- 
wards, and  in  amputating  the  cervix.  Dr.  Gibson  (loco  citato) 
also  says  his  personal  experience  is  adverse  to  the  general 
adoption  of  these  operations. 

The  amputation  of  the  elongated  vaginal-portion  demands 
great  care.  There  is  very  serious  risk  of  opening  the  peritoneal 
cavity  behind.    Douglas's  pouch,  which  in  the  normal  condition 

*  Manchester  Medical  and  Surgical  Reports,  1871. 


666 


PROLAPSUS  OF  THE  UTERUS. 


descends  as  low  as  the  upper  fourth  of  the  vagina,  that  is, 
considerably  below  the  level  of  the  vaginal-portion,  is,  in  the 
normal  condition  of  hypertrophic  elongation,  carried  down- 
wards in  the  same  proportion.  A  glance  at  the  drawing,  Fig. 
116,  p.  635,  taken  from  nature,  shows  this  very  clearly.  The 
bottom  of  Douglas's  pouch  is  outside  the  vulva,  and  it  would 
be  impossible  to  amputate  any  considerable  part  of  the  pro- 
truded cervix  without  opening  into  it.  The  accident,  indeed, 
has  several  times  happened.  Marion  Sims  relates  a  case  ;  Dr. 
Meadows  has  related  another,  and  other  cases  are  known. 

The  accident  is  especially  likely  to  occur  if  the  chain  or 
wire-ecraseur  be  used.  During  the  tightening  of  the  chain 
especially,  the  traction  is  apt  to  drag  within  the  grasp  tissue 
beyond  the  line  selected  for  amputation.  To  obviate  this,  two 
measures  are  useful.  First,  the  part  to  be  amputated  may  be 
dissected  away  from  its  vaginal  investment,  so  as  to  isolate 
completely  from  the  peritoneum  the  part  which  is  to  be  included 
in  the  loop  of  the  chain  or  wire.  Secondly,  the  cervix  may  be 
transfixed  by  a  long  straight  needle  just  above  the  part  where 
the  chain  or  wire  is  applied.  This  will  present  an  effectual 
barrier  to  the  in-dragging  of  any  tissue  beyond  what  is  in- 
tended. The  accident  may  also  be  avoided  by  dissection  and 
amputation  with  the  knife. 

The  opening  of  the  peritoneum  is  not,  however,  necessarily 
fatal,  and  the  surgeon  should  be  prepared  to  meet  the  dangers 
attending  it. 


CHAPTEE  XLIY. 


DISPLACEMENTS  OF  THE  UTERUS  {continued)  : 
OBLIQUE  OR  LATERAL  INCLINATIONS ;  ELEVATION ;  DEPRES- 
SION ;    ELONGATION   BY   STRETCHING   AND   PRESSURE  ; 
DISLOCATIONS    OF   UTERUS    BY   EXTERNAL  PRESSURE; 
VERSIONS  AND  FLEXIONS  ;  ANTEVERSION  ;  ANTEFLEXION. 

A  controversy  was  long  keenly  waged,  and  I  do  not  know  that 
it  is  even  jet  set  at  rest,  as  to  which  was  the  antecedent,  and 
therefore  causative  condition — namely,  engorgement  and  in- 
flammation of  the  uterus,  or  displacement.  One  school  held 
that  the  displacement  entailed  the  engorgement,  the  other  school 
maintained  that  the  engorgement  produced  the  displacement. 

There  was  right  on  both  sides.  But  both  sides  greatly  over- 
looked a  third  chapter  in  the  history — namely,  the  frequent 
occurrence  of  flexions  and  versions  as  a  congenital  disposition. 

Some  of  the  anomalies  of  position  are  congenital,  some  ac- 
quired. I  have  been  brought  by  long  observation  to  the  con- 
clusion that  the  congenital  aberrations  from  the  normal  position 
are  far  more  frequent  than  is  commonly  supposed. 

Among  the  more  important  congenital  forms  is  the  extra- 
median  position  of  the  uterus  with  exeentric  implantation  into  the 
vaginal  roof.  The  uterus  lies  to  right  or  left  out  of  the  median 
line,  its  form  being  symmetrical,  the  broad  ligament  of  one 
side  is  small,  the  other  by  so  much  the  wider.  On  touching 
by  vagina  the  finger  passes  by  one  side  of  the  vaginal-portion 
into  an  elevated  empty  roof,  and  on  the  other  side  into  a  shallow 
space.  This  anomaly,  says  Eokitansky — and  from  clinical  ob- 
servations on  the  living  I  venture  to  confirm  his  statement — is 
not  uncommon". 

The  oblique  position.  This  occurs  sometimes  with  the  well- 
formed  uterus,  but  commonly  it  is  combined  with  oblique  or 
one-sided  formation  of  the  uterus ;  and  sometimes  a  congenital 
lateral  inflexion  is  found. 

Inflammatory  adhesions  may  bind  the  uterus  down  in  almost 
any  position.  Thus,  in  Bartholomew's  Museum  (No.  32.38)  is 
a  specimen  where  there  has  been  inflammation  of  the  pelvic 
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portion  of  peritoneum,  and  irregular  adhesions  have  formed 
about  the  ovaries,  Fallopian  tubes,  and  broad  ligaments.  The 
left  broad  ligament  is  much  contracted,  and  the  body  of  the 
uterus  is  thus  drawn  to  the  left  side,  so  that  its  axis  is  almost 
at  a  right  angle  to  that  of  the  vagina. 

Dislocation  of  the  Uterus  upwards  [Elevation  of  the  Uterus.) — 
The  uterus  rises  when  enlarging  from  pregnancy,  fibroid  tumours, 
accumulation  of  blood,  mucus,  or  other  matters  in  its  cavity  ;  or  it 
may  be  drawn  or  pushed  upwards  by  tumours,  enlarged  ovaries, 
hoematocele,  or  by  adhesions,  or  hernia  of  the  tubes  or  ovaries, 
which  will  drag  it  to  the  side  of  the  hernia.  Elevation  of  the 
uterus  is  attended  by  elongation  or  stretching  of  the  vagina, 
smoothing-out  of  its  folds,  unfolding  of  the  duplicature  which 
constitutes  the  roof  of  the  vagina,  and  the  vaginal-portion ; 
elongation  of  the  cervix,  atrophic  attenuation,  and  lastly,  lesion 
of  continuity  of  the  cervix.  Sometimes  this  combined  process 
of  compression  and  stretching  effects  the  actual  separation  of  the 
body  of  the  uterus  from  its  neck.  Mr.  Nunn  exhibited  to  the 
Pathological  Society  (See  Pathol.  Traus.,  vol.  x.)  a  uterus,  the 
body  of  which  was  above  twice  or  thrice  its  normal  size,  and 
which  had  undergone  nearly  complete  isolation  from  its  cervix, 
which  was  smaller  than  normal.  The  attenuation  was  due  to  the 
pulling  of  an  ovarian  tumour  which  was  removed  by  gastrotomy. 

Dr.  Hare  exhibited  to  the  same  society  an  enormous  ovarian 
tumour  weighing  106  lbs.,  removed  from  a  dead  woman.  The 
vagina  was  stretched  to  6J  inches  long,  it  was  inclined  very 
much  towards  the  left,  and  at  its  extremity  the  os  uteri  was 
represented  by  a  small  aperture  which  led  into  the  cavity  of  the 
uterus.  This  organ,  like  the  vagina,  was  firmly  adherent  to 
the  anterior  surface  of  the  tumour,  and,  like  it,  was  exceedingly 
elongated,  being  7J  inches  in  length.  Its  body  was  also  much 
thinned  out  and  flattened.  This  specimen  shows  that  the  uterus, 
if  subjected  to  dragging  and  pressure  from  an  ovarian  tumour 
being  adherent  to  it,  is  liable  to  similar  transformations  as  the 
Fallopian  tube  in  like  case.  I  have  seen  quite  similar  changes 
produced  in  the  uterus  by  its  outer  wall  forming  part  of  the 
sac  of  an  extra-uterine  gestation. 

Analogous  conditions  may  be  produced  by  fibroid  tumours  in 
the  uterus  itself. 

Simple  compression  between  a  tumour  and  the  symphysis 
pubis  may  produce  similar  attenuation  of  the  uterus. 

The  uterus  may  enter  into  the  contents  of  a  hernial  sac, 
constituting  hysterocele.  It  has  been  found  in  inguinal  and 
femoral  hernia,  in  hernial  openings  of  the  abdominal  aponeu- 
rosis between  the  recti  muscles ;  in  an  ischiatic  hernia,  and  in 
hernia  of  the  foramen  ovale. 

Certain  displacements  of  the  uterus  are  caused  by  pressure. 
Thus,  a  tumour  behind  the  uterus,  or  a  liEematocele  in  Douglas's 
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pouch,  will  push  the  organ  bodily  forward,  without  affecting  its 
axis  of  suspension,  compressing  it  against  the  symphysis  pubis. 
I  have  known  a  large  accumulation  of  faeces  in  the  rectum  pro- 
duce the  same  displacement,  and  that  to  the  extent  of  causing 
retention  of  urine. 

A  tumour  in  the  side  of  the  pelvis  may  push  the  uterus  over  to 
the  opposite  side.  The  most  frequent  are  ovarian  tumours.  In- 
flammatory deposit  in  one  broad  ligament  may  drag  it  towards 
the  same  side. 

In  either  of  these  cases  the  uterus  is  liable  to  become 
elongated  as  well  as  deflected  by  the  pressure.  In  some  cases 
of  ovarian  tumour  in  the  earlier  stages  the  fundus  of  the  uterus 
is  pulled  towards  the  affected  ovary,  throwing  the  os  upwards 
in  the  opposite  direction,  so  that  the  uterine  axis  lies  almost 
across  the  pelvis. 

The  Inclinations  or  Versions  and  Flexions  of  the  Uterus. 

It  is  desirable  to  start  by  defining  the  meaning  attached  to 
the  terms  employed  in  describing  the  displacements  of  the 
uterus.  Naturally,  we  understand  by  displacement,  any  devia- 
tion from  the  normal  position  of  the  uterus.  If  we  could  exactly 
determine  the  normal  position,  we  should  have  a  fixed  point  of 
departure  from  which  to  measure  the  various  deviations.  But 
this  fixed  point  it  is  not  easy  to  settle.  We  must  allow  a 
certain  range  of  location  to  a  mobile  organ  like  the  uterus. 
Assuming,  however,  as  we  may,  that  the  uterus  is  suspended  in 
the  upper  part  of  the  pelvic  cavity,  so  that  its  fundus  is  on  a 
level  with  the  plane  of  the  pelvic  brim,  that  its  inclination 
coincides  nearly  with  the  axis  of  the  pelvic  inlet,  and  that  it 
floats  between  bladder  and  rectum  about  midway  between 
the  symphysis  pubis  and  the  sacrum,  but  somewhat  nearer  to 
the  symphysis,  we  shall  have  a  standard  position  sufficiently 
defined  for  clinical  purposes. 

Another  point  necessary  to  determine  is  what  Aran  calls  the 
axis  of  suspension  of  the  uterus.  This  is  defined  as  follows : — 
Just  above  the  vaginal-portion  the  cervix  adheres  to  the 
bladder ;  behind,  it  is  free,  and  receives  about  the  level  of  the 
union  with  the  bladder,  the  utero-sacral  or  Douglasian  liga- 
ments. This  point  is  the  axis  of  suspension.  Around  this  the 
body  of  the  uterus  can  move  in  all  directions.  This  axis  is, 
however,  susceptible  of  displacement  en  masse,  owing  to  the 
flexibility  and  elasticity  of  the  constituent  parts.  It  ascends  in 
the  recumbent  and  prone  postures  and  before  the  examining 
finger ;  it  descends  in  the  erect  posture,  and  in  prolapsus,  and 
in  straining  efforts. 

We  may  define  version  as  inclination  or  nutation,  of  the 
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uterus  forwards  or  backwards,  or  to  either  side,  with  regard  to 
its  normal  axis,  the  uterus  retaining  its  normal  slight  curve. 
The  uterus,  in  version,  rotates  upon  its  axis  of  suspension,  so 
that  if  the  fundus  dip  forwards  and  downwards,  the  vaginal- 
portion  will  rise  in  the  opposite  direction ;  and  if  on  the  other 
hand  the  fundus  rise  and  incline  backwards,  the  vaginal- 
portion  will  come  forwards.  In  the  first  case  there  will  be  a 
corresponding  degree  of  what  I  have  called  anterior  vaginal 
roof-stretching ;  in  the  second  place  there  will  be  a  correspond- 
ing degree  of  posterior  vaginal  roof-stretching.  The  anterior 
vaginal  roof-stretching  reaches  its  highest  degree  in  early 
pregnancy,  when  anteversion  of  the  enlarging  uterus  throws 
up  and  back  the  vaginal-portion  under  the  sacral  promontory, 
carrying  the  vaginal  roof  back  with  it.  The  diagram,  Fig.  49, 
p.  149,  will  make  this  clearer.  Of  course  it  is  not  to  be  taken 
that  the  definition  given  is  strictly  true.  Especially,  the  axis 
of  suspension  is  rarely  fixed.  It  moves  en  masse  with  the 
bladder,  which  helps  to  form  it.  It  is  deflected  a  little  back- 
wards or  forwards  when  the  uterus  inclines  or  is  flexed.  This 
varies  with  the  size  of  the  uterus  and  other  circumstances. 

Flexion  consists  in  bending  of  the  uterus  upon  itself.  The 
axis  of  suspension  may  not  greatly  shift.  In  anteflexion  the 
body  is  bent  forwards,  the  vaginal-portion  points  downwards, 
being,  perhaps,  but  not  necessarily,  thrown  up  a  little  back- 
wards. In  retroflexion,  the  body  is  bent  backwards,  the  vagi- 
nal-portion still  points  downwards,  and  is,  perhaps,  but  not 
necessarily,  thrown  a  little  forwards  and  upwards.  In  short, 
the  flexions  often  involve  a  little  version,  that  is,  a  slight 
rotation  of  the  whole  uterus  upon  its  axis  of  suspension. 

The  annexed  diagram  will  serve  to  illustrate  the  versions 
and  flexions  of  the  uterus.    (See  Fig.  119,  p.  671.) 

In  version,  the  entire  uterus  revolves  on  its  transverse  axis, 
maintaining  its  ordinary  shape.  As  a  lever,  the  dipping  of  the 
body  or  upper  end  elevates  the  lower  end  in  the  opposite 
direction  in  a  corresponding  degree.  In  flexion,  the  lever  may 
be  considered  as  broken  in  its  middle,  so  that  dipping  of  the 
body  gives  only  a  small  degree  of  elevation  to  the  other  end. 
Thus  the  os  in  version  looks  either  forwards  or  backwards,  and 
is  high  in  the  pelvis  ;  whilst  in  flexion,  the  os  still  looks  down- 
wards, and  is  more  central  and  lower  in  the  pelvis. 

As  anteversion  and  anteflexion  are  exaggerations  of  the  normal 
conditions,  we  may  fitly  notice  these  first.  Anteversion  was 
carefully  described  by  Levret.  During  the  period  of  develop- 
ment, the  uterus  is  bent  upon  itself,  forming  a  curve  or  flexure, 
with  the  concavity  directed  forwards.  This  state  of  anteversion 
and  anteflexion,  commonly  continues  in  a  more  or  less  marked 
degree  until  the  advent  of  puberty.  It  frequently  persists  in 
virgins  and  the  sterile  throughout  life.    Anteflexion,  indeed,  is 
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a  condition  disposing  to  sterility,  and  is  often  associated  with  a 
conical  vaginal-portion,  a  small  os  uteri  externum,  and  a  shorty 
vagina,  all  indications  of  imperfect  development.  Dvsmenor- 
i*licea,_  with  or  without  excess  of  menstrual  flow,  commonly 
attends.  When  not  of  primitive  origin,  it  is  sometimes  induced 
by  the  development  of  a  fibroid  tumour  in  the  anterior  wall  of 
the  uterus.  The  bend  is  commonly  at  the  junction  of  the  body 
and  neck ;  and  here  some  degree  of  atrophy  is  often  found. 
The  fundus  falls  into  the  peritoneal  fold  behind  the  bladder,  and 
thus  sinks  into  the  bladder,  depressing  it,  leading  to  irritability 
of  the  organ  and  dysuria. 


Fig. 119. 

diagram  to  illustrate  versions  and  flexions  of  the  uterus. 
A  b.  Axis  of  inlet  of  pelvis,    c  d.  Plane  of  brim.        e  f.  Normal  axis  and  position  of  uterus. 
ef.  Retroversion.       g  h.  Antevetsion.   e'f.  Retrofyxion.    g'  h' .  Anteflexion. 

During  early  pregnancy,  the  fundus  of  the  uterus  inclines 
more  upwards  and  forwards,  the  os  tilting  more  upwards  under 
the  promontory,  thus  increasing  its  natural  anteversion.  But, 
the  fundus  pointing  above  the  symphysis  pubis,  as  the  uterus 
enlarges  it  grows  out  of  the  pelvis,  clearing  the  brim,  and 
generally  rising,  so  as  to  assume  a  direction  more  approaching 
coincidence  with  that  of  the  axis  of  the  brim.  The  bladder 
also  filling  below,  tends  to  lift  the  fundus  out  of  the  pelvis.  In 
some  rare  cases,  however,  of  early  pregnancy,  the  fundus  has 
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been  locked  behind  the  symphysis  pubis  in  complete  ante  version, 
forming  the  counterpart  to  the  retroversion  of  the  gravid 
uterus.  (See  Y.  Hiiter,  Monatsschr.  fur  Geburtskunde,  1863.) 
The  more  common  form  of  anteversion  of  pregnancy,  however,  is 
rarely  marked  before  the  fifth  or  sixth  month,  and  then  there  is 
usually  flexion  as  well.  It  occurs  especially  in  women  who  have 
had  many  children,  and  whose  abdominal  walls  are  exceedingly 
relaxed,  the  recti  muscles,  perhaps,  having  been  stretched  apart. 
Hohl  says  it  is  favoured  by  too  great  inclination  of  the  pelvis. 
(Hohl,  Lehrb.  der  (reburtshulfe,  1862.)  It  is  favoured  by 
wearing  stays,  the  back  of  which  presses  on  the  growing  uterus 
at  the  fundus,  helping  to  throw  this  part  downwards  and  for- 
wards. In  this  way,  at  term,  we  find  the  uterus  lying  on 
the  symphysis,  the  cervix  curving  a  little  downwards  into  the 
pelvis  behind,  whilst  the  body  and  fundus  hang  downwards  in 
front  of  the  pelvis,  sometimes  even  approaching  the  knees. 
The  management  of  this  condition  is  of  course  entirely  obstet- 
rical. It  is  carefully  described  in  my  work  on  "  Obstetric 
Operations." 

Anteversion  also  occurs  from  the  body  of  the  uterus  being 
overweighted,  as  by  hypertrophy,  when  there  is  ever  so  little 
forward  inclination  of  the  organ.  The  uterus  moves  as  a  lever 
upon  its  axis  of  suspension.  Its  longer  arm  is  above  this  axis 
or  hypomochlion,  so  that  the  most  moderate  increase  of  bulk 
and  weight  at  the  extremity  of  this  arm  weighs  it  down. 

This  condition  of  hypertrophic  enlargement  of  the  body  of  the 
uterus  is  not  uncommon.  I  have  seen  it  arise  from  imperfect  in- 
volution, from  congestion  kept  up  by  monorrhagia,  over-exertion, 
and  tumours.  In  women  past  the  climacteric  the  foundation 
is  commonly  laid  during  the  childbearing  period,  but  upon  this 
foundation  of  sub-involution,  a  superstructure  of  further  hyper- 
trophic growth  is  laid  by  the  obstruction  to  the  portal  circulation 
which  so  frequently  exists  after  the  climacteric.  When  this 
process  is  once  set  going,  it  tends  to  maintain  itself.  There  is  a 
more  or  less  active  developmental  force  kept  up  in  the  uterus ; 
blood  is  attracted  to  it,  retained  in  it ;  there  is  haemostasis,  and 
this  condition  constantly  leads  to  increased  deposit  and  bulk  of 
the  organ  affected.  This  attraction  of  blood  is  continually 
liable  to  excess  ;  and  then  the  uterus  being  an  organ  designed 
for,  and  habitually  disposed  to,  the  shedding  of  blood,  haemor- 
rhage takes  place.  Long  past  the  climacteric,  and  therefore  pro- 
bably long  past  the  influence  of  ovarian  stimulus,  these 
haemorrhages  observe  a  degree  of  order  in  recurrence.  They 
do  not,  indeed,  recur  with  such  striking  regularity  as  do  the 
menstrual  discharges  ;  but  still  they  evince  the  subjection  of 
the  economy  to  the  law  of  periodicity. 

The  inflexions  are  frequent,  both  congenital  and  acquired. 
These  are  of  all  degrees,  varying  from  the  slightest  bending,  or 


ANTEFLEXION  OF  THE  TJTEKUS. 


673 


i bowing,  to  the  extreme  degree  in  which  the  body  is  doubled  up 
upon  the  cervix,  as  in  Figs.  123,  124,  p.  682. 
A  slight  degree  of  anteflexion  must  be  considered  as  normal. 
It  is  the  persistence  of  the  infantile  state.  Indeed,  the  axis  of 
the  uterus  is  rarely  quite  straight.  This  axis  is  represented  by 
a  slight  curve,  passing  through  the  cavities  of  the  cervix  and 
body.  It  corresponds  more  or  less  closely  with  the  curvilinear 
axis  of  the  pelvis.  This  is  a  point  important  to  remember, 
because  the  instrument  makers  invariably  sell  the  uterine  sound 
set  at  an  angle  from  the  shoulder,  which  marks  the  length  of 
the  two  uterine  cavities,  this  intra-uterine  portion  being  quite 
straight.   To  pass  in  easily,  this  portion  should  be  gently  curved. 

When  the  anteflexion  exceeds  a  slight  degree,  it  must  be  re- 
garded as  abnormal ;  indeed,  symptoms  more  or  less  distressing 
rarely  fail  to  attend. 

Many  anteflexions  are  congenital.  Many  also  are  acquired. 
These  latter  are  produced,  1,  by  a  fibroid  tumour  being  de- 
veloped in  the  anterior  wall  of  the  fundus ;  2,  by  dropping 
forward  of  the  body  of  the  uterus  when  in  a  state  of  increased 
weight,  bulk,  and  fiaecidity  after  labour. 

This  may  happen  immediately  after  labour,  especially  when 
there  is  general  as  well  as  local  loss  of  tone  from  flooding.  Or 
it  may  occur  more  gradually  in  a  secondary  manner,  from  the 
uterine  body  remaining  bulky  and  flabby,  from  want,  first,  of 
due  muscular  contraction,  and  secondly,  from  defective  involu- 
tion. Both  conditions  may  occur  after  premature  labour  and 
abortion.  Both  may  be  due  to,  or  at  least  associated  with,  re- 
tention of  a  portion  of  ovum.  Whether  portions  of  ovum  be 
retained  or  not,  both  lead  to  obstinate  secondary  haemorrhage, 
and  dispose  to  hyperplasia  or  infarction  of  the  uterus,  and  con- 
sequent troubles. 

1.  The  uterus  is  occasionally  bound  down  in  anteversion  by 
adhesions.  These  may  be  the  result  of  pelvic  peritonitis  from 
hseniatocele  in  the  anterior  peritoneal  pouch ;  from  puerperal 
inflammation,  or  other  causes.  The  following  history  is  not 
very  uncommon : — A  woman  who  had  never  been  preg- 
nant had  menstruated  regularly  until  six  months  previously, 
when  she  had  "  inflammation,"  and  great  pain  in  the  abdomen, 
for  which  she  was  leeched  and  blistered.  She  was  menstruating 
at  the  time  of  the  attack.  Menstruation  irregular  since  ;  has 
dragging  pains  in  the  lower  abdomen  ;  great  irritability  of  the 
bladder,  frequent  desire  to  pass  water.  The  body  of  the  uterus 
is  enlarged;  it  is  fixed  in  anteversion,  as  if  growing  to  the 
fundus  of  the  bladder ;  it  cannot  be  moved ;  the  cervix  moves 
in  a  limited  extent ;  there  is  a  creamy  discharge  from  the  os. 
In  this  case,  it  seemed  clear  that  there  had  been  peritonitis, 
leaving  adhesions  which  bowed  down  the  fundus  uteri. 

2.  Another,  and  not  infrequent  cause  of  anteversion  is  coitus. 

x  x 
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Under  certain  conditions  of  form,  the  vaginal-portion  is  driven 
backwards  and  upwards,  and  inclination  of  the  fundus  naturally 
ensues. 

3.  A  tumour  in  the  fundus  or  anterior  wall  of  the  uterus. 

In  the  extreme  anteflexions,  the  vaginal-portion  points  down- 
wards or  a  little  backwards,  an  angle  is  felt  in  front  of  the 
cervix,  and  the  body  lies  horizontally  forwards,  or  its  posterior 
surface  is  turned  forwards,  so  that  the  fundus  rolls  over  into  the 
vesico- vaginal  pouch  of  the  peritoneum. 

4.  Yirchow  bases  the  origin  of  anteflexion  on  the  relations 
between  uterus,  bladder,  and  rectum,  and  chiefly  on  the  pressure 
which  the  distended  bladder  exerts  on  the  cervix  in  the  region 
of  the  os  internum,  where  the  peritoneal  boundary  of  the 
distended  bladder  ceases.  The  atrophy  of  tissue,  found  princi- 
pally at  this  place,  is  caused  by  this  pressure. 

In  some  few  cases  there  is  flexion  below  the  os  internum, 
about  the  middle  of  the  cervix;  and  occasionally  there  is  a 
double  flexion,  one  backwards  in  the  middle  of  the  cervix,  one 
forwards  at  the  os  internum,  so  that  the  uterus  and  its  cervix 
describe  a  bending  like  an  S. 

5.  One  cause  of  anteflexion  undoubtedly  lies  in  partial  atro- 
phy in  the  region  of  the  uterine  neck.  This  part  becoming 
comparatively  weaker,  the  body  is  bent  down  upon  the  cervical 
portion,  under  the  superincumbent  pressure  of  the  intestines. 

6.  Martin,  of  Berlin,  describes  as  a  cause  of  anteflexion  or 
retroflexion  the  sub-involution  of  the  placental  site.  Thus,  if 
the  placenta  had  grown  to  the  posterior  wall,  and  this  portion 
remain  imperfectly  reduced,  being  thicker  and  longer  than  the 
anterior  wall,  the  fundus  will  be  pushed  over  forwards,  produc- 
ing anteflexion.  If  the  placenta  had  grown  to  the  anterior 
wall,  the  contrary  condition  of  retroflexion  would  be  produced. 
Martin  gives  figures  drawn  from  cases  observed. 

Eokitansky  says  excessive  inclination  of  the  pelvis  disposes  to 
anteversion. 

Like  most  other  diseases  of  the  uterus,  but  a  in  more  marked 
degree,  displacements  act  in  three  ways,  producing  three  sets  of 
symptoms. 

1.  Functional,  relating  to  the  organ  itself. 

2.  Mechanical,  by  pressure  upon  surrounding  organs. 

3.  Remote,  or  constitutional,  due  to  the  reaction  of  the  two 
former. 

1.  The  functional  symptoms  of  anteversion. — Slight  excess  of 
inclination  may  entail  little  distress.  But  if  the  axis  of  the 
uterus  become  horizontal,  so  that  the  fundus  rests  upon  the 
symphysis  pubis,  or  gets  behind  it,  troublesome  symptoms  arise. 
In  most  cases,  probably  some  enlargement  of  the  body  of  the 
uterus  precedes  the  inclination.  But  in  all  cases  increased  en- 
largement of  this  part  is  sure  to  follow.    This  is  the  almost 
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necessary  consequence  of  the  impediment  which  the  displacement 
offers  to  the  return  of  blood  from  the  uterine  vessels.  This 
leads  to  chronic  hyperemia,  and  hence  a  frequent  symptom  is 
menorrhagia  or  metrorrhagia.  Leucorrhoea,  another  evidence 
of  hyperemia,  being  another  mode  by  which  the  gorged  tissues 
seek  relief,  follows  the  haemorrhage.  The  excess  of  blood  col- 
lected in  the  uterus,  and  the  obstacle  presented  to  its  escape  by 
the  abnormal  position,  and  by  the  swelling  of  the  tissues  cause 
dysmenorrhoea.    Dyspareunia  is  a  very  common  symptom. 

2.  The  pressure  symptoms. — The  enlarged  fundus  presses  upon 
the  bladder,  and  irritates  this  organ.  Hence  frequent  urgency 
to  pass  water,  without  the  want  being  ever  satisfied.  The  patient 
may  have  to  get  out  of  bed  many  times  a  night.  There  is 
dysuria  as  well,  and  occasionally  retention,  for  which  the  cathe- 
ter may  be  necessary.  That  bladder  distress  is  not  more  fre- 
quent is  explained  by  the  fact  that  the  uterus  often  assumes  an 
oblique  position,  the  fundus  not  lying  in  the  median  line,  but  to 
one  side,  thus  avoiding  the  bladder.  The  straining  causes  pelvic 
pain.  The  axis  of  the  uterus  being  preserved,  the  vaginal-^ 
portion  rises  under  the  promontory,  protruding  the  posterior  wall 
of  the  vagina,  buries  itself  in  the  rectum,  causing  a  distinct 
prominence  in  that  cavity.  Hence  there  is  often  dyschezia, 
leading  to  irritability  of  the  bowel,  tenesmus,  diarrhoea,  or 
constipation.  The  pain  is  commonly  increased  in  the  upright 
posture  and  by  exertion.  Hence  the  patient  is  soon  induced  to 
lead  an  inactive  life. 

I  have  known  this  projection  into  the  bowel  provoke  most 
intense  suffering.  It  has  led  to  the  suspicion  of  disease  of  the 
bowel,  especially  of  stricture. 

The  strong  projection  against  one  point  of  the  vagina  also  causes 
irritation,  leucorrhoea,  and  sometimes  even  ulceration  at  this  part. 

3.  The  remote  or  sympathetic  and  constitutional  symptoms 
are  those  which  ensue  upon  most  other  uterine  diseases.  There 
is  irritation  of  the  nervous  centres,  and  consequent  disordered 
distribution  of  nerve  force  to  the  economy,  entailing  various 
functional  disturbances.  And  after  a  time  the  hsemorrhagic  and 
leucorrhceal  discharges  impoverish  the  blood,  and  lead  to  impaired 
nutrition. 

The  general  course  of  anteversion  is  towards  aggravation. 
There  is  little  tendency  to  spontaneous  reposition.  Some  amount 
of  accommodation  in  the  course  of  time  may  lead  to  tolerance. 
But  as  a  rule  the  artificial  reduction  of  the  uterus  to  its  normal 
position  is  indicated. 

In  addition  to  the  symptoms  which  are  traced  to  the  abnor- 
mal position  of  the  uterus,  there  are  always  others,  which  are 
due  to  the  complicating  conditions,  as  the  pain,  metrorrhagia, 
leucorrhoea,  arising  from  congestion  and  hypertrophy.  The 
sufferings  are  commonly  much  increased  at  the  onset  of  the 
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menstrual  periods,  which  are  marked  by  severe  uterine  colic,  at- 
tended often  by  vomiting,  hysteria,  and  other  nervous  disorders. 

Diagnosis  of  Ante-version. 

The  diagnosis  is  not  usually  difficult.  We  have,  in  the 
first  place,  a  series  of  subjective  symptoms  already  described. 
The  absolute  diagnosis  is  made  out  by  physical  exploration. 
1.  Vaginal  touch  discovers  the  os  uteri  high  up  under  the 
promontory  of  the  sacrum,  and  generally  pointing  backwards ; 
feeling  along  the  roof  and  anterior  wall  of  the  vagina  in  front 
of  the  os  uteri,  we  find  this  in  a  state  of  more  or  less  tension, 
strained  backwards  by  the  retreating  cervix.  Through  this 
stretched  roof  we  feel  the  solid  mass  of  the  uterus.  2.  Now, 
combining  abdominal  touch  with  the  vaginal  touch,  we  can 
grasp  the  body  of  the  uterus  between  the  hand  outside  and  the 
ringer  inside ;  the  fundus  is  felt  through  the  abdominal  wall, 
above  or  behind,  but  mostly  above  the  symphysis ;  pushing  the 
fundus  backwards,  we  feel  the  whole  uterus  move  upon  the 
examining  finger.  3.  By  rectal  touch  combined  with  abdominal 
touch,  this  is  made  even  clearer,  as  the  finger  in  the  rectum 
gets  more  completely  behind  and  above  the  os  uteri,  so  that  the 
finger  on  the  os  and  the  hand  on  the  fundus  measure  the  whole 
length  of  the  uterus  between.  4.  The  uterine  sound,  mode- 
rately curved,  is  passed  into  the  os  uteri,  whilst  the  vaginal- 
portion  is  depressed  by  the  finger  above  it,  the  handle  of  the 
instrument  then  carried  backwards,  directs  the  point  forwards 
into  the  body  of  the  uterus.  It  will  often  pass  J,  or  \  inch,  or 
more,  beyond  the  normal  length,  and  when  it  has  gone  the  full 
length,  the  vaginal-portion  being  brought  downwards  by  the 
instrument,  the  fundus  rises  and  is  felt  more  distinctly  above 
the  symphysis  by  the  hand  outside.  Pressing  upon  the  fundus, 
movement  is  imparted  to  the  whole  uterus  and  sound,  which  is 
very  perceptible  to  the  hand  holding  the  instrument. 

The  foregoing  methods  of  examination  will  also  give  accurate 
estimate  of  the  increase  of  bulk  from  hyperplasia,  and  by 
irregularity  of  form  of  the  presence  of  a  tumour.  The  range 
of  mobility  of  the  point  of  the  sound  will  also  give  an  idea  of 
the  enlargement  of  the  cavity  of  the  uterus,  and  if  there  is 
anything  inside  it. 

But  since  early  pregnancy  may  be  the  cause  of  the  enlarge- 
ment and  anteversion,  it  is  of  primary  importance  to  exclude 
the  probability  of  this  condition  before  using  the  sound.  If 
menstruation  have  been  suspended  for  a  month  or  more  ;  if  the 
os  uteri  feel  soft ;  if  there  be  the  elastic  anterior  roof  stretching 
(See  p.  149)  characteristic  of  pregnancy ;  if  there  be  the  dark- 
red  coloration  of  the  vagina  and  vulva ;  if  there  be  present 
the  recognised  mammary  changes,  lay  aside  the  sound. 
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I  have  several  times  known  the  enlarged  anteverted  or  ante- 
fleet  ed  uterus  projecting  over  the  symphysis  mistaken  for  a 
tumour.  Unless  the  sound  be  used  it  may  be  difficult  to  con- 
vince a  person  who  has  fallen  into  this  error  of  the  true  nature 
of  the  case.  But  in  practised  hands  the  sound  is  rarely 
necessary  to  make  out  a  satisfactory  diagnosis. 

In  most  cases  it  will  be  useful,  as  the  first  step  in  physical 
diagnosis,  to  empty  the  bladder. 

Treatment  of  Anteversion. 

The  indications  are  threefold :  1.  To  allay  the  complications, 
as  congestion,  or  inflammation  of  the  uterus,  which  either 
preceded  or  arose  after  the  displacement.  I  place  this  indica- 
tion first,  because  the  complications  are  often  the  most  immediate 
causes  of  distress,  and  because,  until  they  are  somewhat  relieved, 
mechanical  means  to  rectify  the  malposition  cannot  be  borne. 
If,  then,  there  be  marked  increase  of  bulk,  with  tenderness  of 
the  uterus,  it  may  be  desirable  to  apply  four  or  five  leeches  to 
the  roof  of  the  vagina,  or  double  that  number  to  the  abdomen 
above  the  pubes.  The  patient  should  keep  the  recumbent 
posture,  the  dorsal  being  the  best  adapted  to  counteract  ante- 
version.  Salines  and  sedatives  will  be  necessary.  And  some 
advantage  may  be  derived  from  tepid  vaginal  irrigation,  and 
the  use  of  sedative  pessaries  containing  morphia  or  belladonna. 

If  the  os  uteri  externum  be  narrow,  we  may  commonly  greatly 
promote  the  subsidence  of  congestion  by  the  bilateral  incision 
of  the  vaginal-portion.  This  is  not  only  a  very  effectual 
method  of  local  depletion,  but  the  freer  opening  of  the  canal, 
by  giving  readier  exit  to  menstrual  blood  and  mucous  secre- 
tions, obviates  a  great  source  of  future  engorgements,  and  hence 
of  spasmodic  attacks. 

When  the  first  indication  has  been  accomplished,  we  may 
proceed  to  carry  out  the  second  and  third.  The  second  is  to 
rectify  the  malposition.  The  mechanical  contrivances  designed 
for  this  purpose  are  numerous,  but  inferior  in  precision  and 
efficiency  to  those  which  we  possess  for  the  relief  of  the  back- 
ward displacements.  The  first  condition  to  fulfil  is,  as  far  as 
possible,  to  take  off  the  superincumbent  weight  of  the  intestines. 
In  many  cases  there  is  a  disposition  to  pendulous  abdomen,  and 
hence  to  swagging  of  the  intestines  forwards.  This,  besides 
pressing  directly  upon  the  posterior  wall  of  the  uterus,  which 
looks  upwards,  involves  a  sluggish  imperfect  action  of  the 
intestinal  canal,  with  lodgment  of  faeces  and  distention  with 
air.  Duly  supported,  this  fault  is  greatly  corrected.  This  is 
effected  by  the  adaptation  of  a  good  abdominal  belt,  which 
supports  and  strengthens  the  abdominal  wall  from  its  lowest 
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part.  In  some  cases  where  the  enlarged  fundus  uteri  projects 
sensibly  above  the  symphysis,  the  lower  margin  of  the  belt 
may  be  made  to  seize  this  part  and  directly  lift  it  up,  thus 
taking  off  the  pressure  from  the  bladder.  To  do  this  the  more 
effectually,  a  pad  may  be  inserted  in  the  belt.  The  amount  of 
success  to  be  derived  from  the  belt  will  depend  greatly  upon 
the  intelligence  and  skill  of  the  maker. 

2.  The  second  condition  is  to  support  the  anteverted  fundus 
from  within.  The  great  difficulty  in  contriving  a  pessary 
which  will  do  this,  lies  in  the  circumstance  that  pessaries 
naturally  seek  by  their  upper  end  to  rest  in  the  posterior 
vaginal  cul-de-sac,  that  is,  to  get  behind  the  cervix  uteri,  whilst 
the  lower  end  will  rest  upon  the  anterior  vaginal  wall. 

Regarding  the  uterus  as  a  lever  which  has  to  be  made  to 
rotate  upon  its  axis  of  suspension,  we  have  to  consider  upon 
which  arm  of  the  lever  we  shall  act.  We  may,  for  example, 
push  up  the  longer  arm  by  applying  some  elevating  power  to 
the  fundus ;  or  we  may  draw  down  the  shorter  arm  by  pulling 
upon  the  vaginal-portion.  Instruments  have  been  devised  upon 
both  these  principles.  Amongst  those  intended  to  lift  up  the 
fundus  may  be  mentioned  the  modifications  of  the  air-pessary 
described  by  Gillebert  d'Hericourt ;  and  a  modification  of  Dr. 
Roper's  described  in  the  Catalogue  of  Instruments  of  the  Obste- 
trical Society,  which  bears  in  front  of  the  axis  of  suspension. 

Dr.  Simpson,  the  present  Professor  of  Obstetrics  at  Edin- 
burgh, has  devised  a  pessary  for  anteversion,  of  which  he  speaks 
highly. 

Amongst  the  most  ingenious  contrivances  is  that  of  Dr. 
Grraily  Hewitt.  Attaching  great  and,  as  I  venture  to  believe, 
undue  importance  to  the  evils  associated  with  anteversion,  he 
has  expended  much  labour  in  the  construction  of  a  pessary 
for  lifting  up  the  fundus  of  the  uterus. 

Professor  Thomas  has  also  devised  an  anteversion-pessary. 
Its  basis  is  a  Hodge's  lever ;  but  attached  to  the  anterior  aspect 
of  this  basis  is  a  horse-shoe  lever,  moving  upon  elastic  joints. 
The  curved  part  of  this  horse-shoe  rises  up  behind  the  symphysis 
pubis,  and  lifts  up  the  fundus  uteri.  The  size  of  the  instrument 
requires  careful  adaptation  to  the  case  in  hand.  I  have  derived 
considerable  satisfaction  from  this  instrument.  The  figures 
(120,  121)  will  serve  to  show  its  application  and  mode  of  action. 
It  ought  not  to  be  so  large  as  to  distend  the  vagina  much,  or 
to  take  a  point  d'appui  against  any  part  of  the  pelvic  wall. 

Dr.  Playfair  has  effected  a  modification  of  Thomas's  pessary 
which  seems  to  be  an  improvement.  It  consists  in  making  the 
uterine  arm  of  elastic  watch-spring  covered  with  rubber. 

The  intra-uterine  stem-pessary  has  been  so  adapted  as  to  bring 
down  the  cervix.  Thus  a  stem  two,  or  two  and  a-half  inches 
long,  inserted  into  the  uterus,  is  connected  by  its  lower  end 
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with  a  wire,  which  is  brought  outside  the  vagina  and  is  fixed 
by  a  disc  to  the  anterior  surface  of  the  pubes.  This  form  of 
instrument  cannot,  I  think,  be  commended.  It  is  not  safe.  Its 
action  is  not  in  accordance  with  the  prime  law  of  all  good 
pessaries.  It  does  not  sufficiently  respect  the  natural  mobility 
of  the  uterus.  Hence  the  organ  is  exposed  to  shock,  friction, 
and  inflammation. 


Fig.  120. 
thomas's  anteversion-pessary. 
The  elastic  horse-shoe  doubled  upon  the  Hodge-basis  for  introduction. 


•       Fig.  121. 
thomas's  anteversion-pessary. 
The  elastic  horse-shoe  relaxed  as  when  in  use. 


Dr.  Clay's  modification  of  his  wire-pessary  is  better.  He 
makes  a  loop,  which  grasps  the  cervix  uteri,  pulls  it  down,  and  is 
secured  by  an  external  pad. 

I  have  made  the  acquaintance  of  many  of  the  instruments  for 
correcting  malpositions  through  their  failure  in  particular  cases. 
I  have  been  called  upon  to  remove  them  when  they  were  the 
causes  of  distress  and  even  of  danger.  I  feel,  however,  that  it 
would  be  wrong  to  draw  from  this  kind  of  experience  an 
unqualified  adverse  opinion.  The  use  of  these  same  instruments 
may  in  many  other  cases  have  been  beneficial ;  and,  naturally, 
these  cases  would  not  be  so  likely  to  come  under  the  observation 
of  another  physician. 

A  pessary  which  compels  the  wearer  to  forego  exercise,  to 
keep  on  the  sofa,  may  be  pronounced  a  failure.    Under  these 
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conditions  the  health  must  give  way ;  there  can  be  no  improve- 
ment in  tissue. 

^  Surgery,  again,  offers  resources  for  the  relief  of  this  malposi- 
tion. It  is  obvious  that  if  we  could  so  shorten  the  anterior  wall 
of  the  vagina  at  its  upper  part  as  to  drag  upon  the  cervix,  we 
should  bring  this  part  of  the  uterus  downwards  and  forwards. 
This  may  in  some  cases  be  accomplished  by  removing  a  trian- 
gular piece  of  mucous  membrane  from  the  vagina  in  front  of 
the  cervix,  and  contracting  the  part  by  bringing  the  edges 
together.  The  object  might  also  be  attained  by  establishing  a 
cicatrix  at  this  part  by  potassa  cum  calce  or  the  actual  cautery. 


Fig.  122.-(R.B.) 

thomas's  anteversion-pessary  in  action. 
The  dotted  line  shows  the  fuudus  uteri  elevated  by  the  pessary. 


3.  Concurrently  with  the  endeavour  to  correct  the  malposition, 
it  is  desirable  to  carry  out  the  third  indication,  namely,  to 
improve  the  general  tone  and  nutrition.  To  complete  and 
especially  to  maintain  a  cure,  we  want  good  muscular  fibre  and 
sound  tissues.  The  first  condition  to  obtain  these  is  obviously 
healthy  nutrition,  the  capacity  for  converting  food  into  healthy 
structure.  Malpositions  are  greatly  dependent  upon  weak 
tissues  and  bad  nutrition.    "We  may  aid  in  correcting  this  fault 


ANTEFLEXION. 


681 


by  two  methods.  First,  by  placing  the  patient  in  good  hygienic 
conditions,  and  the  use  of  tonic  medicines,  as  strychnine,  iron, 
quinine  ;  and,  secondly,  by  local  applications  to  the  weak  tissues 
of  the  vagina  and  uterus.  Some  amount  of  uterine  catarrh  is 
almost  constant.  This  is  best  treated  by  introducing  two  or 
three  grains  of  solid  sulphate  of  zinc  into  the  uterine  cavity 
every  four  or  five  days,  or  by  the  occasional  application  of  solid 
nitrate  of  silver  to  the  same  part.  Astringents  to  the  vagina, 
in  the  form  of  injections  or  pessaries,  will  lend  material  help. 


Anteflexion. 

The  causes  of  anteflexion  are  similar  to  those  which  lead  to 
anteversion,  excepting  coitus.  To  these  may  be  added  a  state 
of  weakness  at  the  juncture  of  cervix  and  body  from  relaxation, 
which  disposes  the  organ  to  bend  at  this  point.  It  may  be  con- 
genital or  acquired.  The  congenital  anteflexion,  being  a  per- 
sistence of  the  natural  condition  in  an  exaggerated  form,  tends 
to  be  corrected  with  time,  and  especially  by  pregnancy,  should 
this  take  place.  But  not  rarely  the  bending  is  much  in  excess 
of  the  normal  degree.  The  organ  has  quite  the  form  of  a  retort, 
the  fundus  nodding  so  low  that  the  summit  looks  down,  and  is 
almost  on  a  level  with  the  os.  There  is  commonly  some  degree 
of  general  deficiency  of  sexnj^development,  a^si>ciated  with  this 
condition7more  especially  aTsmall  conical  vaginal-portion  with 
a  minute  os  externum,  and  a  short  vagina.  This  form  may  lead 
to  no  trouble  until  the  advent  of  puberty  or  marriage.  It  is  diffi- 
cult to  form  even  a  rough  estimate  of  its  influence  as  a  cause  of 
dysmenorrhoea  or  of  other  disorder,  since  it  is  only  those  cases 
in  which  actual  disorder  arises  that  come  under  medical  care. 
There  may  then  possibly  exist  many  cases  of  extreme  ante- 
flexion, unattended  by  distress.  On  the  other  hand,  it  is  certain 
that  in  many  women  who  seek  relief  for  menstrual  disorder, 
dyspareunia,  sterility,  we  find  marked  anteflexion ;  and  I  am 
disposed  to  infer  that  anteflexion  rarely  fails  to  entail  trouble. 
It  is  obvious  that  extreme  flexion  of  the  uterus,  with  a  depending 
fundus,  must  present  a  mechanical  difficulty  to  the  flow  of  the 
menstrual  fluid.  Hence  a  degree  of  retention,  causing  pain, 
and  engorgement  of  the  organ  ;  and  sooner  or  later  hypertrophy 
of  the  fundus.  Especially  in  married  life  these  conditions  are 
apt  to  be  followed  by  metritis.  Catarrh  and  dilatation  of  the 
cavity  of  the  body  of  the  uterus  are  rarely  absent.  Eetrograde 
ovarian  irritation  is  induced.  If  under  the  general  engorgement 
of  the  ovaries,  tubes,  and  uterus  attending  a  menstrual  period, 
any  perturbing  cause,  as  cold,  shock,  sexual  intercourse  inter- 
vene, the  transition  into  inflammation  in  the  form  of  metritis, 
oophoritis,  peritonitis,  or  perimetritis  is  easy. 
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When  relaxation  of  the  uterine  tissues  and  the  surrounding 
structures  has  taken  place,  as  from  general  loss  of  tone,  or  from 
local  disorder,  the  fundus  may  be  forced  down  upon,  or  behind, 
the  bladder  by  the  superincumbent  pressure.  This  may  take 
place  gradually,  or  suddenly  under  violent  exertion  or  succussion. 


Fig.  123.— (Nat.  size,  London  Hospital  Museum.) 

EXTREME  ANTEFLEXION  OF  THE  UTERUS. 

a.  The  os  uteri;  b.  the  fundus,  both  looking  forward. 


The  same  features  are  also  well  shown  in  Fig.  124,  taken 
from  Boivin  and  Duges. 


Fig.  124.— (From  Boivin  and  Duges.) 

ANTEFLEXION  OF  THE  UTERUS. 

a.  The  fundus  uteri;  b.  the  vaginal-portion— both  looking:  forward.      c.  The  vagina. 
e  e.  Fallopian  tubes,   d  d.  The  ovaries. 

If  not  existing  before  the  anteflexion,  congestion,  hyperplasia, 
hypertrophy,  are  pretty  sure  to  be  developed  afterwards,  and  to 
aggravate  the  displacement. 
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Anteflexion  has  little  tendency  to  spontaneous  cure.  Roki* 
tansky  says  that  flexions  sometimes  tend  to  pass  into  versions, 
that  is,  the  bent-down  cervix  rises  so  that  the  uterus  straightens 
itself.  It  is  intelligible  that  the  uterus  which  has  suffered  sudden 
anteflexion  may  gradually,  under  a  resilient  force,  lessen  the 
bend  imparted  to  it.  But  to  do  this,  the  rising  cervix  must 
drag  upon  the  cervico-vesical  connections,  and  either  pull  up  the 
base  of  the  bladder,  or  the  connective  tissue  between  must 
stretch.  There  must,  in  short,  be  shifting  of  the  axis  of  suspen- 
sion of  the  uterus.  No  doubt  one  or  other  or  both  these  events 
take  place  in  primary  anteversion,  and  it  is  therefore  not  im- 
probable that  they  may  take  place  in  the  secondary  anteversion 
of  Rokitansky.  But  clinical  evidence  of  this  change  has  escaped 
me.  I  have  known  many  cases  of  anteflexion  that  have  lasted 
as  such  for  lengthened  periods. 

Anteflexion,  like  anteversion,  produces  three  sets  of  symptoms. 
The  first  are  due  to  changes  in  the  uterus  itself.  These  cannot 
be  called  special  to  anteflexion.  They  consist  in  difficult  func- 
tion, as  dysmenorrhoea,  in  the  symptoms  proper  to  congestion, 
inflammation,  and  hypertrophy.  Hence,  menorrhagia,  and 
leucorrhcea  are  very  common.  But  in  many  cases  of  congenital 
anteflexion,  menorrhagia  does  not  occur,  or  at  least  is  not  a 
continuous  symptom. 

The  second  set  of  symptoms  are  those  produced  by  the  rela- 
tions of  the  displaced  uterus  to  surrounding  organs.  Irritation 
of  the  bladder,  leading  to  desire  to  often  void  it,  is  frequent. 
The  third  set  of  symptoms  are  the  remote  or  constitutional. 
Diagnosis  of  anteflexion. — All  trustworthy  means  of  diagnosis 
are  centred  in  physical  exploration.  1st.  Vaginal  digital  touch 
feels  the  os  uteri  centrally  or  perhaps  anteriorly  or  posteriorly 
situated,  pointing  downwards  or  a  little  backwards.  Passing 
the  tip  of  the  finger  round  the  vaginal-portion,  it  feels  behind, 
the  elastic  roof  of  the  vagina  at  the  angle  of  reflection  from 
the  vaginal-portion,  and  no  solid  substance  through  it ;  in 
front  between  the  vaginal-portion  and  the  symphysis  pubis  it 
feels  the  vaginal  roof,  and  through  this  resting  upon  it  a  rounded 
solid  body ;  on  tracing  this  solid  body  backwards  towards  the 
vaginal-portion,  a  deep  sulcus  is  felt  between  them  at  the  point 
of  union.  2nd.  The  vaginal  touch  is  assisted  and  corrected  by 
abdominal  palpation  with  the  other  hand.  In  this  way  we  may 
embrace  the  body  of  the  uterus  between  the  two  hands,  and 
movements  imparted  to  it  by  either  hand  will  be  propagated 
to  the  other.  (See  Fig.  125,  page  684.)  3rd.  We  may 
further  verify  the  information  gathered  by  the  preceding 
methods,  and  extend  it,  by  the  sound.  This  should  be 
curved  according  to  the  idea  we  have  formed  as  to  the  extent 
of  the  flexion,  and  introduced  with  the  concavity  forwards. 
When  the  point  has  reached  the  os  uteri  internum,  the  handle 


684 


ANTEFLEXION  OF  THE  UTERUS, 


is  carried  backwards  so  as  to  direct  the  point  into  the  cavity  of 
the  body.  The  passage  of  the  isthmus  may  often  be  facilitated 
by  tilting  up  the  body  of  the  uterus  with  the  finger  so  as  to 
straighten  the  organ.  When  the  point  has  reached  the  fundus 
we  have  warning  by  the  objective  sense  of  resistance,  and  by  the 
subjective  sense  of  pain.  Then  by  depressing  the  handle  of  the 
sound,  the  fundus  is  further  lifted  up,  so  that  the  hand  above 


Fig.  125. 

showing  diagnosis  of  anteflexion  of  utehus  by  combined  ab domino- vaginal  touch. 

the  symphysis  feels  it  supported  on  the  sound.  This  is  brought 
into  clearer  evidence  by  giving  gentle  lateral  and  elevating 
movements  to  the  sound,  when  the  uterus  carried  on  it  will  be 
felt  to  move  in  accordance  under  the  hand.  The  sound  thus 
passing  along  the  entire  length  of  the  mass  felt  in  front  of  the 
vaginal-portion,  demonstrates  that  it  is  the  uterus  and  not  a 
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body  external  to  it.  It  gives  further  information  as  to  the  size, 
shape,  and  relations  of  the  uterus.  It  takes  measure  of  the 
length  of  the  uterus,  it  enables  us  by  palpation  to  distinguish 
its  outline,  and  by  moving  the  uterus  we  get  some  idea  of  its 
relations. 

The  conditions  which  are  most  likely  to  simulate  anteflexion 
of  the  uterus  are :  pregancy ;  a  fibroid  tumour  in  the  anterior 
wall  of  the  uterus  ;  a  tumour  in  the  bladder ;  or  a  consolidated 
hematocele  in  the  ante-uterine  peritoneal  pouch,  or  in  the 
connective  tissue  between  bladder  and  uterus.  These  two  last 
conditions  might  easily  pass  for  anteflexion,  if  we  trusted  to  the 
touch  alone.  Both  give  the  sensation  of  a  solid  body  separated 
by  a  groove  or  depression  from  the  vaginal-portion ;  and  both 
may  be  felt  behind  and  above  the  symphysis  pubis.  The  sound 
will  usually  make  matters  clear.  If  the  mass  be  a  fibroid,  the 
sound  will  not  pass  into  it  in  the  direction  of  its  axis ;  it  will 
probably  run  up  in  a  straighter  direction,  more  in  the  axis  of 
the  pelvic  brim  behind  the  tumour,  when  we  shall  realize  the 
existence  of  a  thicker  mass  between  the  sound  and  the  finger  in 
the  vagina,  or  the  finger  above  the  pubes ;  we  shall  make  out 
the  increased  bulk  and  weight  of  the  body ;  we  shall,  perhaps, 
ascertain  that  the  shape  is  not  uniform  like  that  of  the  uterus, 
but  bulging  more  on  one  side ;  the  mass  will  be  harder  than  the 
uterine  wall ;  and  in  some  cases  the  sound  will  only  pass  in  a 
tortuous  course. 

The  tumour  in  the  bladder  may  be  distinguished  by*  fixing 
the  uterus  on  the  sound,  when  the  tumour  can  be  made  to  move 
or  glide  independently. 

The  ante-uterine  hematocele  may  be  distinguished  by  a 
similar  course  of  analysis ;  the  mass  is  felt  to  be  distinct  from 
the  uterus  which  is  moved  apart  upon  the  sound.  The  history, 
also,  may  help.  But  pelvic  diseases  present  no  exception  to  the 
general  fallacy  of  history,  so  that  I  am  accustomed  to  rely  upon 
no  diagnosis  which  cannot  be  reasonably  based  upon  clinical 
objective  signs. 

The  Treatment  of  Anteflexion. 

The  rectification  of  the  anteflected  uterus  is  more  difficult 
than  that  of  the  ante  verted  one.  We  can  get  no  power  upon 
the  cervical  arm  of  the  lever  which  will  have  much  effect  in 
lifting  up  the  fundus.  W e  have  to  rely  mainly  upon  propping 
up  the  fundus  from  below ;  upon  taking  off  the  superincumbent 
weight ;  upon  straightening  the  cervix  by  inserting  a  more  or 
less  rigid  internal  rod;  and  upon  diminishing  the  unnatural 
weight  of  the  body  of  the  uterus.  This  last  object  it  should 
be  our  endeavour  to  attain  first,  inasmuch  as  it  may  depend 
upon  congestion  and  inflammation,  and  this  state  forbids  the 


686 


ANTEFLEXION  OF  THE  UTERUS, 


application  of  mechanical  means.  A  few  leeches  to  the  roof 
of  the  vagina  in  front  of  the  os  uteri  may  be  useful  if  there  is 
obvious  fulness,  with  pain  and  increased  heat  of  the  part; 
emollient  injections  will  help.  During  this  preliminary  treat- 
ment rest  in  the  recumbent  posture  must  be  enjoined. 

If  the  patient  be  very  stout,  with  flaccid  abdominal  walls,  a 
good  belt  will  aid  in  diminishing  the  pressure  upon  the  bowed- 
down  uterus.  Keeping  the  bowels  open  by  suitable  aperients, 
and  the  large  intestine  clear  by  an  occasional  enema,  must  on  no 
account  be  omitted. 

The  uterus  may  be  propped  up  from  below  by  one  of  Thomas's 
pessaries.  But  the  effect  of  pressure  so  applied  to  the  fundal 
arm  of  the  uterine  lever  will  sometimes  be  to  cause  the  uterus 
to  revolve  upon  its  axis  of  suspension,  the  cervix  retaining  its 
flexion,  and  the  os  coming  forwards. 

To  straighten  the  cervix  there  are  two  adjuvants.  First, 
we  may  pass  an  intra-uterine  pessary.  If  this  can  be  borne,  it 
may  be  sufficient  of  itself,  or  if  not,  it  will  convert  the  uterus 
into  so  good  a  lever  that  the  external  pessary  will  act  efficiently. 
The  best  internal  pessary  for  this  purpose  is  Wright's,  made  of 
vulcanite.  Its  expanding  branches,  diverging  when  m  situ,  tend 
to  lift  up  the  fundus. 

The  axis  of  the  cervix  may  also  be  brought  into  coincidence 
with  that  of  the  body  of  the  uterus  by  inserting  a  laminaria 
tent.  The  dilatation  of  the  entire  uterine  canal  thus  effected 
will  not,  indeed,  be  permanent,  but  it  may  be  a  step  by  which 
other  means  may  be  utilized.  It  is  also  serviceable  by  giving 
free  vent  for  any  fluids  that  may  have  accumdated  in  the  cavity 
of  the  uterus.  I  do  not,  however,  advise  the  use  of  tents  as  a 
general  rule.  They  are  not  free  from  objection  on  the  score  of 
inflammatory  complications  and  pyoemia. 

In  a  considerable  proportion  of  cases,  some  straightening  may 
be  obtained  by  the  bilateral  division  of  the  vaginal-portion.  Or, 
as  Sims  has  shown,  we  may  obtain  a  straighter  canal  by  dividing 
the  vaginal-portion  through  the  posterior  lip.  This  it  effects 
by  splitting  the  lowest  incurved  portion  of  the  canal. 

Occasional  passage  of  the  uterine  sound  will  be  useful  not 
only  to  verify  the  condition  from  time  to  time,  but  also  to 
straighten  the  uterus  and  lift  the  fundus  out  of  its  unnatural 
depression. 

If  the  displacement  be  associated  with  weak  fibre,  it  is  only 
by  slow  degrees  that  the  uterus  acquires  the  power  of  preserving 
its  proper  form  and  position.  Some  months,  perhaps  many, 
will  be  required  for  a  cure ;  and  we  must  ever  be  prepared  for 
disappointment.  Tolerance  or  accommodation  may,  however, 
come  with  time,  and  when  the  periodical  congestion  of  ovulation 
has  ceased,  the  troubles  of  anteflexion  may  subside. 

The  cure  will  be  even  more  protracted  if  there  is  any  marked 
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degree  of  atrophy  or  thinning  at  the  angle  of  the  flexion.  In 
this  case  new  growth  must  take  place.  In  proportion  as  this 
process  goes  on,  the  inferior  or  anterior  wall  gets  strengthened, 
as  we  may  imagine  it  would  if  we  could  apply  a  splint  to  its 
length.  I  believe  that  in  some  cases  in  which  the  patient  has 
not  reached  the  climacteric,  this  does  take  place  when  the 
uterus  is  maintained  in  a  straightened  condition  by  mechanical 
supports.  And  I  also  believe  that  atrophy  at  this  point  is  not 
a  necessary  condition  of  tlexion.  ' 


CHAPTER  XLV. 

RETROVERSION  ;  RETROFLEXION. 

Retroversion  simple  is,  I  believe,  not  common  in  the  unmarried. 
Nor  is  it  very  common  in  the  married  who  have  not  had  chil- 
dren. It  occurs  most  frequently  as  a  condition  of  prolapsus, 
under  which  head  it  is  described.  It  is  not  nearly  so  frequent 
as  retroflexion.  This  may,  perhaps,  be  partly  accounted  for  by 
the  tendency  which  the  uterus  has  to  bend  at  the  junction  of 
neck  and  body  when  force  is  applied  to  the  fundus.  Thus,  when 
the  fundus  is  once  inclined  a  little  backwards,  as  in  the  early 
stage  of  retroversion,  receiving  the  superincumbent  weight  more 
and  more  upon  its  anterior  surface,  it  rolls  back,  whilst  the 
cervix,  being  held  down  on  its  axis  of  suspension,  maintains  its 
position. 

The  history  of  retroversion  and  retroflexion  of  the  gravid 
womb  I  have  drawn  with  some  fulness  in  my  work  on  "  Obste- 
tric Operations,"  and  do  not  therefore  enter  upon  the  subject 
here. 

The  course  and  effects  of  retroversion  do  not  require  length- 
ened description,  since  a  great  part  of  the  history  of  retroversion 
belongs  properly  to  that  of  prolapsus.  The  healthy  uterus  is  not 
very  liable  to  retroversion.  The  displacement  is  usually  secon- 
dary upon  engorgement,  enlargement  of  the  body  of  the  uterus, 
upon  atrophy  or  upon  the  presence  of  a  tumour.  I  have  also  known 
it  to  be  produced  by  the  residual  adhesions  of  a  retro-uterine 
hematocele.  If  the  uterine  body  be  a  little  enlarged  from  any 
cause,  as  during  menstruation,  sudden  exertion  or  succussion  may 
throw  it  back,  more  or  less  descent  attending.  This  may  be 
distinguished  as  acute  retroversion.  As  in  acute  prolapsus,  there 
will  be,  first,  the  pain  produced  by  the  violence  done  to  the 
uterine  supports.  This  will  last  for  several  days,  or  even  weeks. 
Pelvic  peritonitis  may  even  be  provoked.  In  the  next  place, 
and  often  very  quickly,  irritation  of  the  bladder  and  rectum 
ensues,  and  there  may  even  be  retention  of  urine,  and  of  feces, 
and  tenesmus.    Then  the  obstruction  caused  by  the  altered 


DIAGNOSIS  OF  RETROVERSION. 


689 


relations  of  the  parts  to  the  circulation  of  the  uterus,  leads  to 
increased  engorgement  of  the  organ,  especially  of  its  body. 
The  uterus  itself  becomes  the  seat  of  pain  of  a  throbbing  cha- 
racter, with  a  sense  of  heat,  local  oppression,  and  bearing-down. 
This  tenderness  is  also  productive  of  dyspareunia.  The  pain 
radiates  to  the  sacral  and  lumbar  regions,  to  the  groins  and  down 
the  thighs,  generally  down  one  leg  more  than  the  other.  There  is 
often  a  considerable  amount  of  constitutional  disturbance  evinced 
by  accelerated  pulse,  and  by  nervous  phenomena,  as  hysteria. 

When  retroversion  is  produced  gradually,  it  is  most  com- 
monly preceded  by  some  morbid  alteration  in  the  substance  of 
the  uterus  ;  and  the  symptoms  proper  to  the  complicating  disease 
will  be  added  to  those  due  to  the  displacement,  but  the  local 
symptoms  will  be  less  acute. 

That  retroversion  is  a  condition  of  prolapsus  is  especially 
true  of  what  may  be  called  the  senile  retroversion.  In  this  case 
it  is  not  necessary  that  there  should  be  any  antecedent  disease 
of  the  uterus.  The  essential  preliminary  condition  is  atrophy. 
The  uterus  has  shrunken  below  its  normal  dimensions;  the 
absorption  of  the  fat  which  makes  up  the  padding  of  the  pelvis, 
and  the  loss  of  tonicity  of  the  tissues  generally,  facilitate  pro- 
lapsus. As  the  uterus  falls,  its  fundus  rolls  back,  so  that  when 
prolapsus  has  passed  into  procidentia,  the  bag  formed  by  the 
inverted  vagina  contains  the  uterus  completely  retro  verted,  where 
it  may  be  grasped  and  surrounded  by  the  fingers. 

This  position  of  the  uterus  may  also  be  found  in  young  women 
as  the  result  of  prolapsus  after  labour,  the  posterior  wall  of  the 
vagina  being  weakened  perhaps  by  perinseal  laceration. 

retroversion  may,  as  Eokitansky  says,  and  as  Dr.  Protheroe 
Smith  has  much  insisted  upon,  be  promoted  by  a  very  small  in- 
clination of  the  pelvis.  That  is,  if  we  suppose  the  axis  of  the 
pelvis  to  approach  the  brute  type,  the  axis  of  the  brim  being 
parallel  with  the  vertebral  column,  the  pressure  of  the  superin- 
cumbent intestines  will  take  the  fundus  uteri  in  front,  and  thus 
throw  it  over  backwards.  In  the  stooping  or  kneeling  posture 
the  inclination  of  the  pelvis  is  much  lessened.  Hence  the  dis- 
tress often  felt  in  this  posture. 

The  diagnosis  of  retroversion. — Physical  exploration  reveals  the 
exact  condition.  Vaginal  touch  shows  the  os  uteri  tilted  for- 
wards behind  the  symphysis  pubis  ;  the  vaginal  roof  behind  the 
vaginal-portion  is  put  on  the  stretch,  forming  an  inclined  plane, 
tending  downwards  and  backwards,  thus  reversing  the  normal 
direction  of  the  vaginal  canal.  Through  this  stretched  vaginal 
roof,  the  cervix  and  body  of  the  uterus  are  felt  extending  in  a 
line  with  the  vaginal-portion,  as  a  solid  rounded  mass,  which 
makes  the  posterior  wall  of  the  vagina  protrude  forwards,  com- 
pressing it  against  the  anterior  wall  and  the  bladder.  Often, 
however,  the  uterus  takes  an  oblique  direction  ;  its  long  axis 
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being  not  quite  coincident  with  the  conjugate  diameter  of  the 
pelvis.  This  is  why  the  bladder  and  rectum  so  often  escape 
disturbing  pressure.  Pressure  upon  the  uterus  in  recent  cases 
will  generally  evoke  acute  pain,  and  in  chronic  cases  some  degree 
of  tenderness  on  touch  is  rarely  absent.  There  is  commonly  a 
free  secretion  of  mucus,  the  exponent  of  the  local  congestion. 

The  position  is  made  still  clearer  by  rectal  touch.  The  finger 
in  the  rectum  easily  makes  out  the  enlarged  rounded  fundus  of 
the  uterus  projecting  into  the  rectal  cavity.  It  lies  in  Douglas's 
pouch.  The  tip  of  the  finger  can  in  most  cases  without  diffi- 
culty travel  all  round  the  circumference  of  the  uterine  mass, 
getting  above  it,  whilst  at  the  same  time,  by  abdominal  touch, 
Ave  endeavour  to  make  the  two  examining  hands  meet,  we  place 
the  whole  mass  whose  nature  we  are  seeking  to  identify  between 
them  ;  and  thus,  having  brought  it,  isolated  from  the  abdominal 
cavity  into  a  limited  space,  we  can  define  its  outline  and  rela- 
tions, and  determine  accurately  its  nature. 

The  last  and  most  conclusive  evidence  is  obtained  by  the 
sound.  The  patient  lying  on  her  left  side,  the  examiner  feels 
for  the  os  uteri,  and  guides  the  point  of  the  sound,  which  is 
very  gently  curved,  into  it  with  the  concavity  turned  backwards; 
when  it  has  run  about  an  inch,  it  will  generally  be  found  to 
pass  more  easily  by  lifting  up  the  fundus  of  the  uterus  with 
the  guiding  finger,  whilst  the  point  of  the  sound  is  directed 
backwards ;  by  this  consentaneous  manoeuvre  the  sound  will 
penetrate  to  the  fundus,  of  which  intimation  is  obtained  by  the 
arrest  of  the  instrument,  by  the  sense  of  pain  which  almost  in- 
variably attends  touching  the  fundus,  and  by  the  length  to  which 
the  sound  has  penetrated — that  is,  two  and  a  half  inches  or  more. 

The  final  evidence  is  obtained  by  what  may  be  called  the 
crucial  test  of  replacing  the  uterus.  The  handle  of  the  sound 
is  made  to  describe  a  large  radius,  by  the  gentlest  possible 
movement,  so  as  to  make  the  point  in  the  uterus  turn  with  the 
smallest  possible  radius,  until  its  concavity  looks  forwards ;  then 
the  handle  is  gently  carried  backwards  in  a  straight  line,  or  if  the 
uterus  is  sensibly  enlarged,  a  little  obliquely  backwards,  so  as 
to  lift  it  on  one  side  of  the  projecting  promontory  of  the  sacrum. 
The  uterus,  thus  forming  a  common  lever  with  the  sound  inside 
it,  has  its  fundus  brought  forwards  towards  the  pubes,  where  it 
may  now  be  felt  through  the  abdominal  walls,  the  region  hitherto 
occupied  by  the  solid  rounded  mass  being  left  void. 

Demonstration  cannot  be  more  complete.  The  patient  is 
usually  conscious  of  immediate  relief. 

The  conditions  that  may  lead  astray  are — 1.  A  tumour  in 
the  posterior  wall  of  the  uterus.  This  may  be  distinguished  by 
the  sound  passing  well  in  front  of  the  mass  behind  the  vaginal- 
portion  along  the  natural  direction  of  the  uterine  cavity,  or  even 
more  anteriorly,  and  especially  by  our  being  enabled  to  feel  the 
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fundus  uteri  supported  on  the  sound  above  the  pubes.  2.  A 
retro- uterine  hematocele.  This  is  distinguished  from  retrover- 
sion by  the  same  means  ;  we  make  out  the  uterus  well  in  front 
of  the  tumour ;  and  usually  the  os  points  downwards  or  back- 
wards, and  the  whole  uterus  is  pushed  forwards  upon  the  sym- 
physis. 3.  A  mass  of  hardened  scybala  in  the  rectum.  Such 
a  mass,  coming  down  to  a  level  or  nearly,  with  the  cervix  uteri, 
is  at  times  very  deceptive.  It  may  be  distinguished  by  its 
yielding  under  the  pressure  of  the  finger ;  and  subsequently  by 
the  sound  showing  the  fundus  uteri  to  be  in  a  different  place. 

But,  in  fact,  there  can  be  no  ambiguity  or  doubt,  if  we  carry 
out  the  diagnostic  manoeuvres  above  described.  The  shifting  of 
the  firm  rounded  mass  felt  behind  the  vaginal-portion  to  a  posi- 
tion in  front  by  the  sound,  so  that  it  is  felt  above  the  symphysis, 
is  characteristic,  and  conclusive  of  retroversion. 

We  must  however  bear  in  mind  that  the  fundus  of  the  uterus 
may  be  tied  down  by  adhesions,  so  that  it  becomes  unsafe  to 
attempt  to  lift  it  up  by  the  sound.  The  occasional  occurrence 
of  this  complication  dictates  great  care  and  gentleness  in  revers- 
ing the  point  of  the  sound.  The  handle  should  be  carried  back 
with  the  minimum  of  force,  the  lightest  touch  only  should  be 
added  to  help  its  gravity,  and  if  any  resistance  be  experienced, 
the  attempt  at  reduction  must  be  abandoned. 

The  treatment  of  retroversion  consists  mainly  in  keeping  the 
uterus  in  its  normal  position  by  mechanical  support  until  its 
natural  supports  have  recovered  the  power  of  doing  their  work. 
In  some  cases  it  is  necessary  to  begin  by  removing  or  lessening 
local  congestion  or  inflammation.  This  is  done  by  rest,  by  the 
application  of  leeches,  but  this  is  not  often  necessary ;  by  seda- 
tive pessaries  ;  by  the  use  of  poultices  if  the  pain  is  great ;  by 
saline  and  sedative  medicines.  The  mechanical  treatment  con- 
sists in  the  use  of  the  sound  and  pessaries.  The  sound  already 
used  for  diagnostic  purposes  is  now  applied  to  treatment.  If  by 
its  means  the  uterus  be  replaced  just  before  a  menstrual  period, 
and  the  patient  be  kept  at  rest,  it  is  possible  that  the  proper 
position  may  be  maintained  throughout  the  period.  Should 
this  happen,  the  period  will  pass  off  more  easily,  and  a  step  will 
be  gained  towards  cure.  The  uterus  will  escape  an  increment 
of  excessive  congestion  ;  and  it  may  soon  be  able  to  bear  the 
contact  of  a  pessary.  The  best  form  of  pessary  is  one  of 
Hodge's.  The  size  is  selected  according  to  the  capacity  of  the 
vagina,  bearing  in  mind  the  rule  that  it  must  not  be  so  large  as 
to  stretch  the  canal.  Its  upper  limb  must  rise  to  fill  the 
cul-de-sac  behind  the  vaginal-portion,  whilst  the  lower  limb  rests 
upon  the  anterior  wall  of  the  vagina,  not  descending  below 
the  middle  of  the  symphysis  pubis.  Immediately  before  ap- 
plying the  pessary  it  is  desirable,  although  not  necessary,  to 
restore  the  uterus  by  the  sound  or  finger.    One  great  test  of 
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the  fitness  of  the  pessary  consists  in  its  being  borne  without 
pain.  If  it  cause  pain,  it  must  without  hesitation  be  withdrawn, 
and,  guided  by  the  information  obtained  by  the  failure,  we  select 
another  pessary. 


I  ^ 

Fig.  126. 

illustrating  the  mode  of  applying  the  hodge  or  lever-pessary  for  retroflexion. 

The  diagram  represents  the  first  stage  of  introduction.  The  pessary  is  passed  edgewise  in  the 
line  of  the  vtdvar  fissure.  During  its  passage  the  perineeum  is  held  baek  by  the  linger,  and  the 
pessary  is  pressed  backwards  so  as  to  avoid  the  symphysis. 

If  the  pessary  fits  well,  the  patient  needs  no  longer  to  be  con- 
fined to  the  recumbent  posture.  It  is  not  the  least  of  the  many 
useful  points  of  this  admirable  instrument,  that  its  beneficial 
action  is  even  promoted  by  moderate  exercise.  In  the  upright 
posture  the  inspiratory  effort  carries  down  the  anterior  wall  of 
the  vagina,  and  with  this,  the  lower  limb  of  the  lever ;  the 
upper  limb  rises  and  comes  forward,  gently  pushing  the  body  of 
the  uterus  before  it ;  the  long  axis  of  the  lever  under  these  cir- 
cumstances oscillates  lightly  a  little  on  either  side  of  the  vertical 
line  ;  every  movement,  every  respiration,  carrying  the  fundus  of 
the  uterus  towards  its  natural  inclination. 
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Gradually,  under  the  influence  of  this  support,  the  tumefac- 
tion of  the  body  of  the  uterus  diminishes,  and  with  it  the  tend- 
ency to  fall  over  backwards;  the  vagina  and  other  supports, 
relieved  of  undue  strain,  recover  their  tone  ;  and,  by-and-bye, 
the  pessary  can  be  dispensed  with. 


Fig.  127. 

the  second  stage  in  the  application  of  the  hodge-pessary. 

The  pessary  has  been  turned  in  the  transverse  diameter  of  the  pelvis  after  clearing1  the  vulva. 
The  upper  limb  runs  up  in  front  of  the  cervix  uteri. 

This  is  the  essential  principle  of  treatment ;  but  certain 
accessory  means  are  often  useful.  Morbid  complications,  local 
or  general,  must  be  dealt  with  according  to  their  indications. 
Since  not  uncommonly  there  exists  some  engorgement  with 
abrasion  of  the  vaginal-portion,  and  catarrh  of  the  cervico- 
uterine  cavity,  an  occasional  touch  of  nitrate  of  silver  or  the 
introduction  of  a  small  stick  of  sulphate  of  zinc  will  much 
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accelerate  the  cure.  Astringent  vaginal  injections  will  also  be 
useful. 

An  important  point  is  to  obviate  constipation  and  accumula- 
tion of  faeces. 

The  management  of  the  slowly-produced  form  of  retroversion 
merges  in  that  of  prolapsus,  and  does  not  differ  materially  from 
that  previously  described. 


Fig.  12S. 

SHOWING  THE  THIRD  AND  FINAL  STAGE  OF  THE  APPLICATION  OF  THE  HODGE-PESSARY. 

The  upper  limb  has  been  carried  by  the  finger  behind  the  cervix;  the  lower  limb  lies 
behind  the  symphysis  pubis,  a  shows  the  ordinary  position  of  the  pessary  during  expira- 
tion ;  the  dotted  pessary  b  shows  the  retreat  of  the  lower  limb  during  inspiration. 

When  adhesions  bind  down  the  retro  verted  body  of  the 
uterus,  the  use  of  the  sound  to  rectify  the  malposition  must  be 
omitted.  But  the  lever-pessary  will  still  be  useful.  It  will 
sometimes  be  necessary  to  use  in  the  first  instance  a  smaller 
pessary.  The  adhesions  will  generally  slowly  stretch  under  the 
continuous  gradual  action  of  the  lever ;  and  there  is  reason  to 
believe  that  this  gradual  elongation  ultimately  induces  atrophy 
and  disappearance  of  the  adhesions.    Pregnancy  will  sometimes 
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in  like  manner  stretch  and  induce  atrophy  of  the  adhesions.  If 
not,  by  hindering  the  development  of  the  uterus,  they  may  cause 
abortion. 

Probably  few  cases  of  retroversion  uncomplicated  by  tumours 
in  the  walls  of  the  uterus,  or  not  caused  by  the  pressure  of 
tumours  outside,  would  long  resist  treatment,  if  we  could 
exclude  counteracting  accidents.  But  it  is  difficult  to  command 
all  the  conditions  of  success  :  especially  the  securing  functional 
rest  of  the  organs  affected,  the  postponement  of  pregnancy,  the 
avoidance  of  excessive  bodily  exercise,  and  other  disturbing 
causes. 

Retroflexion  consists  in  an  arching  of  the  uterus  backwards. 
It  is  important  to  distinguish  two  forms :  the  primary,  or 
congenital ;  and  the  secondary,  or  acquired.  The  primary 
cases  may  be  often  discovered  in  the  early  years  of  menstrual 
life.  They  in  no  way  depend  upon  pregnancy.  They  are 
found  in  the  virginal  state.  The  rational  clinical  inference 
is  that  the  flexion  existed  during  childhood.  During  this 
period,  the  uterus,  having  no  functional  existence,  lies  small, 
undeveloped,  passive,  and  gives  rise  to  no  subjective  symptoms. 
But  when  the  organ  becomes  subject  to  the  periodical  hypereemia 
of  menstruation,  the  obstacle  set  by  this  malformation  gives 
rise  to  dysmenorrhoea.  And  the  body  of  the  uterus  being  en- 
larged by  the  development  incident  to  its  entry  upon  functional 
activity,  and  also  abnormally  by  the  congestions  to  which  it  is 
exposed,  and  the  impediment  offered  to  its  circulation,  becomes 
the  source  of  other  troubles  which  cannot  be  overlooked. 

Still,  although  I  believe  something  beyond  the  normal  degree 
of  enlargement  generally  takes  place  after  the  onset  of  menstrual 
life,  this  primary  form  of  retroflexion  is  rarely  marked  by  such 
considerable  enlargements  of  the  body  of  the  uterus  as  are 
commonly  observed  in  the  acquired  forms  which  ensue  upon 
child-bed. 

When  women  having  a  retroflected  uterus  marry,  their  suffer- 
ing commonly  becomes  aggravated.  A  new  source  of  conges- 
tion is  added  to  the  menstrual  flux  ;  the  organ  fails  to  get  the 
intervals  of  rest  it  needs  ;  a  state  of  persistent  hyperemia  is 
induced,  which  borders  on  inflammation  ;  this  easily  leads  to 
hyperplasia,  and  hence  to  hypertrophy  of  the  body  of  the  uterus. 
Its  functions  are  performed  with  increasing  difficulty.  The 
dysmenorrhoea  is  more  severe  ;  menorrhagia  is  not  uncommon  ; 
and  dyspareunia  is  almost  constant.  This  last  effect  often  entails 
another — sterility.  But  sterility  in  association  with  retroflexion 
is  more  commonly  due  to  the  frequent  complication  with  a 
narrow  os  externum.  This  complication  also  aggravates  the 
other  evils,  especially  the  dysmenorrhoea. 

The  secondary  or  acquired  form  of  retroflexion  most  commonly 
arises  after  childbirth  or  abortion.  Labours  attended  by  exhaust- 
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ing  conditions,  as  haemorrhage,  dispose  especially  to  this  dis- 
placement. The  retroflexion  often  takes  place  within  a  few 
days  of  labour.  At  this  time  its  tissues  are  soft,  flabby,  pliable ; 
the  bulk  of  the  uterus,  especially  of  its  body,  is  greatly  above 
the  normal  size  ;  its  weight  is  greater  ;  and  as  the  increased 
weight  is  put  upon  a  larger  body,  that  is,  upon  a  longer  lever, 
it  easily  falls  over,  bending  at  the  junction  of  body  and  neck, 
below  which  point  the  neck  is  fixed  and  supported  by  its  attach- 
ment to  the  bladder.  In  some  cases  there  is  a  predisposition  to 
retroflexion  from  this  condition  having  existed  before  the  preg- 
nancy. But  in  many  cases  it  takes  place  where  no  predisposing 
cause  can  be  traced.  It  is  produced  by  pressure  acting  upon 
the  enlarged  heavy  flaccid  uterus.  If  undue  pressure  is  exerted 
within  the  first  few  days  after  labour,  before  the  uterine  walls 
have  undergone  marked  shrinking  and  have  recovered  a  fair 
degree  of  firmness  from  contraction  and  involution,  retroversion 
or  retroflexion  is  almost  sure  to  follow.  If  involution  have 
advanced  a  little,  so  that  the  bulk  of  the  uterus  is  sensibly 
diminished  and  the  rigidity  of  its  walls  is  increased,  prolapsus 
is  more  likely  to  occur  than  flexion.  I  have  said  that  flooding 
disposes  to  retroflexion  by  weakening  tissue.  It  does  so  in  still 
another  way.  A  little  blood  or  a  clot  is  often  retained  in  the 
uterine  cavity ;  this  keeps  up  excessive  bulk  of  the  organ,  and 
retards  involution ;  the  expulsive  efforts  excited  by  the  presence 
of  clots  bring  the  pressure  of  the  abdominal  muscles  to  bear 
upon  the  body  of  the  uterus,  and  this  is  rolled  over.  Ketro- 
flexion,  in  its  turn,  keeps  up  secondary  puerperal  haemorrhage, 
and  thus  each  evil  aggravates  the  other. 

Professor  Martin,  of  Berlin,  has  described  and  figured*  two 
cases — one  of  anteflexion,  one  of  retroflexion,  in  which  the 
flexion  was  due  to  defective  involution  of  the  placental  site. 
The  effect  of  this  condition  is,  supposing  the  placenta  to  have 
grown  to  the  anterior  wall  of  the  uterus,  to  keep  this  wall 
longer  than  the  posterior  ;  this  excess  of  length  of  the  anterior 
wall  causes  the  fundus  to  roll  over  backwards,  and  thus  retro- 
flexion is  produced.  Defective  involution  of  the  posterior  wall 
causes  anteflexion. 

Flexions  are  also  caused  by  tumours  in  the  fundus  uteri,  by 
pressure  of  tumours  external  to  it — as  ovarian,  by  pseudo-mem- 
branous adhesions. 

Eetroflexion  may  long  persist  as  simple  bending  or  arching ; 
but  gradually,  although  seldom,  it  proceeds  to  angulation, 
assuming  the  form  of  a  broken  stick. 

The  angulation  occurs  at  the  point  of  extreme  arching, 
and  this  corresponds  more  or  less  closely  to  the  os  internum 

*  Enstehung  von  Ante-und  Retroflexion  der  G-ebarmutter  durch  mangel- 
hafte  Riickbildung  der  Placentalstelle,  Beitrage  z.  Gynakol.,  1872. 
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uteri.  Occasionally  it  occurs  in  the  cervix  itself,  about  the 
middle,  between  the  os  internum  and  os  externum. 

Sometimes,  says  Eokitansky,  retroflexion  passes  into  retro- 
version. The  cervix  follows  the  bending  back  of  the  body, 
whilst  it  is  drawn  upwards.  In  moderate  retroflexions,  there  is 
observed  an  inclination  of  the  vaginal-portion  forwards  and 
upwards,  so  that  the  anterior  lip  seems  flattened ;  and  as  the 
flexion  increased,  the  duplicature  which  constitutes  it  vanishes. 
I  do  not  know  how  far  this  description  is  drawn  from  clinical 
observation  on  the  living.  I  am  not  myself  in  a  position  to 
affirm  its  accuracy.  Sometimes  the  bending  is  so  great  that  the 
fundus  comes  down  to  the  level  of  the  os,  as  in  Fig.  129, 
which  represents  a  preparation  in  the  Middlesex  Hospital. 

This  preparation  also  demonstrates  a  very  important  point  in 
the  pathology  of  retroflexion.  It  shows  that  atrophy,  or  wast- 
ing of  tissue  at  the  seat  of  flexion,  is  not  a  necessary  condition. 
In  this  preparation  the  inferior  wall  is  everywhere  as  thick  as  in 
the  natural  state.  I  am  convinced  that  this  is  very  frequently, 
if  not,  indeed,  most  commonly,  the  case.  Clinical  observation 
satisfies  me  that  on  rectification  of  the  position  by  the  sound  or 
a  Hodge's  pessary,  the  walls  of  the  uterus  commonly  present 
their  normal  thickness. 

Still  another  point  in  the  history  of  retroflexion  is  exhibited 
in  this  preparation.  It  shows  that  the  walls  of  the  uterine 
canal  have  grown  together,  producing  atresia  in  the  neighbour- 
hood of  the  os  uteri  internum. 


Fig.  129.— (From  Nature,  from  a  specimen  in  Middlesex  Hospital  Museum.) 

EXTREME  RETROFLEXION  OF  THE  UTERUS. 

A  section  is  made  through  the  centre,  showing  atresia  in  places  of  the  canal  of  the  uterus. 

Eokitansky  and  Yirchow  both  describe  this  atrophy  and 
narrowing  at  the  point  of  extreme  flexion,  but  interpret  it 
differently.    Eokitansky  says  the  mucous  membrane  of  the 
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cervix  is  normally  thick  and  strong,  becoming  gradually  thinner 
towards  the  body  of  the  uterus.  The  seat  of  inflexion,  he  says, 
is  always  the  neighbourhood  of  the  internal  os.  He  finds  the 
connective  tissue  at  this  spot  thinner  and  looser,  and  says  this 
is  the  result  of  catarrh  of  the  uterus  after  labour.  Yirchow 
points  out  that  the  whole  cervix,  excepting  the  portio- vaginalis, 
is  united  by  connective  tissue  to  surrounding  parts,  especially  to 
the  hinder  and  under  surface  of  the  bladder.  The  cervix  thus 
fixed,  inflexions  are  produced  by  inflammatory  adhesions  drag- 
ging upon  the  body  of  the  uterus.  Thus,  Rokitansky  thinks 
the  atrophy  of  the  internal  orifice  is  primary ;  Yirchow 
thinks  it  secondary.  Clinical  observation  proves  that  in  the 
majority  of  instances,  at  any  rate,  there  are  no  adhesions.  The 
fundus  can  generally  be  lifted  up  to  its  normal  position  by 
reversing  the  sound.  Again,  the  frequency  of  cure  under  the 
use  of  Hodge's  pessary,  proves  the  same  thiug.  Nor  can  it  be 
admitted  that  Rokitansky's  theory  is  more  than  occasionally 
true.  Retroflexion  is  undoubtedly  frequently  first  observed  to 
follow  labour  immediately,  that  is,  before  uterine  catarrh  can 
have  set  in.  The  mechanism  in  these  cases  is  simply  this  :  the 
heavy  fundus,  being  in  a  flaccid  state,  falls  back,  partly  by  its 
gravity,  partly  by  being  forced  down  under  the  pressure  of  the 
intestines.  In  such  cases,  involution  becoming  impeded,  catarrh 
will  almost  always  ensue,  and  from  long-continued  angulation, 
the  tissues  at  the  seat  of  flexion  will  undergo  some  amount  of 
atrophy.  It  is  this  altered  state  of  the  tissues  of  the  cervix, 
combined  with  the  increased  weight  and  bulk  of  the  fundus,  that 
makes  restoration  to  the  normal  position  so  difficult  and  tedious 
in  some  cases. 

Retroflexion  is  far  more  frequent  than  retroversion,  that  is, 
than  retroversion  independent  of  prolapsus.  Pathological  de- 
ductions drawn  from  statistics  are  exposed  to  such  numerous  fal- 
lacies which  no  sacrifice  of  time  and  toil  can  obviate,  that  I  do 
not  attempt  to  give  any  numerical  estimate  of  the  frequency  of 
the  occurrence  of  retroflexion.  It  is  enough  to  say  that,  in  any 
given  large  number  of  women  complaining  of  pelvic  distress, 
a  considerable  proportion  will  be  found  to  have  retroflexion. 
It  is  a  frequent  cause  of  dysmenorrhea,  menorrhagia,  uterine  hae- 
morrhage, leucorrhcea,  abortion  ;  and  this  is  not  a  contradiction 
of  sterility.  It  produces  also  distress  by  pressure  on  surround- 
ing parts.  The  mass  consisting  of  the  enlarged  bent-back  uterus 
protrudes  into  the  cavity  of  the  rectum,  and  obstructs  it  like 
a  ball- valve.  The  stools  become  flattened  or  ribbon-like.  It 
is  true  the  cases  are  rare  in  which  anything  like  absolute  closure 
of  the  rectum  by  approximation  of  its  walls  occurs.  But  a 
close  degree  of  occlusion  is  not  necessary  to  cause  great  dis- 
turbance of  the  function  of  the  rectum.  The  effect  of  a  foreign 
body  constantly  protruding  into  the  intestine  is  something 
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more  than  is  accounted  for  by  mere  contraction  of  its  calibre. 
The  constant  irritation  disturbs  or  perverts  the  normal  action 
of  the  muscular  coat.  The  pain  felt  in  defecation  induces  the 
sufferer  to  postpone  the  execution  of  this  necessary  act ;  hence 
there  arise  gradual  accumulation  of  faeces,  and  a  habit  of  consti- 
pation ;  these  in  time  induce  permanent  distention  of  the  canal, 
and  a  loss  of  peristaltic  power,  which  may  fairly  be  considered 
as  a  degree  of  intestinal  paralysis.  If  defecation  produce  these 
results,  a  retrograde  obstruction  and  disturbance  of  the  whole 
digestive  functions  is  sure  to  follow.  Eetention  of  the  residue 
of  the  food  in  the  large  intestines  leads  to  decomposition  ;  hence 
flatulence  and  absorption  of  some  of  the  elements  of  this  decom- 
position. The  effect  of  this  form  of  blood-poisoning,  to  which 
the  term  "  coprsemia  "  may  not  improperly  be  applied,  is  seen 
in  the  sallow,  dirty  hue  of  the  skin,  and  the  unpleasant  exha- 
lations from  it.  Ascending  the  course  of  the  alimentary  canal, 
the  difficulty  presented  below  leads  to  difficult  and  imperfect 
performance  of  the  functions  of  the  small  intestine  and  stomach  ; 
hence  fermentation,  flatulence,  pyrosis,  nausea,  and  the  various 
phenomena  grouped  under  dyspepsia.  The  liver  will  hardly 
escape,  especially  when,  as  is  frequently  the  case  in  women  of 
extreme  nervous  susceptibility,  vomiting  is  induced.  Imperfect 
digestion  has  for  its  inevitable  consequence  imperfect  nutrition 
and  disordered  secretions.  And  thus  it  happens  that  in  time 
no  organ  is  left  unimpaired,  no  function  is  healthily  performed. 
The  nervous  system,  often  so  susceptible  in  women,  will  exhibit 
the  most  marked  aberrations.  The  nervous  centres  respond  to 
the  slightest  impressions.  Hysteria  breaks  out  in  all  its  mani- 
fold eccentricities;  neuralgia  appears  in  one  or  more  of  its 
various  forms,  as  sciatica,  lumbago,  tic  douloureux,  rheumatism  ; 
headache  and  a  disposition  to  vertigo  or  syncope  frequently 
recur ;  emotional,  moral  and  intellectual  disturbance,  as  mani- 
fested in  irritability,  despondency,  melancholy,  loss  of  command 
over  feeling  and  thought  are  often  developed.  Many  of  these 
phenomena  may  be  thus  traced  to  bad  nutrition ;  but  there  is 
good  reason  to  believe  that  some,  especially  the  nervous  phe- 
nomena, are  more  directly  induced,  or  are  at  any  rate  aggra- 
vated by  the  influence  of  the  displaced  uterus  upon  the  nervous 
centres.  The  congested  displaced  organ  is  a  constant  source 
of  nervous  irritation  and  exhaustion ;  it  is  constantly  pressing 
upon  the  sacral  plexus;  it  is  constantly  sending  painful  im- 
pressions to  the  nervous  centres ;  constantly  using  up  in  a  morbid 
direction  the  nerve-force  which  is  wanted  for  the  performance 
of  healthy  function.  A  not  uncommon  form  of  nervous  disorder 
induced  by  retroflexion  is  severe,  almost  persistent  pain  in  the 
lower  part  of  the  spine ;  sometimes  most  intense  in  one  fixed 
spot,  where  it  is  easy  to  evoke  the  sense  of  tenderness  on  pressure. 
Many  such  cases  have  been  treated  as  sufferers  from  spinal 
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disease,  and  have  been  confined  to  the  couch  wearing  various 
spinal  instruments  for  months  and  years,  under  the  erroneous 
belief  that  the  spinal  suffering  was  primary  and  essential ;  its 
mere  symptomatic  character  not  being  suspected.  With  or 
without  this  marked  spinal  pain,  a  sense  of  numbness,  of 
want  of  power,  especially  of  inability  to  walk,  are  often  com- 
plained of,  and  tend  to  confirm  the  belief  in  spinal  disease. 
A  state  of  mental  depression,  bordering  at  times  on  despond- 
ency and  even  melancholy,  is  a  not  uncommon  attendant 
upon  retroflexion.  The  symptoms  of  retroflexion  in  this 
respect  resemble  those  produced  by  fistula  in  ano.  I  have 
often  seen  these  nervous  symptoms  disappear  when  the  womb 
was  restored. 

I  can  well  imagine  the  surprise  which  the  attribution  of 
these  formidable  consequences  to  retroflexion  of  the  womb 
will  excite  in  the  minds  of  those  physicians  who  are  ignorant 
of  the  pathology  of  the  pelvic  organs.  Such,  they  will  perhaps 
exclaim,  are  the  extravagances  of  specialists.  Yet,  I  would  ask, 
is  not  the  sequence  of  events  as  narrated  quite  in  harmony  with 
sound  physiology  and  pathology  ?  I  am  very  sure  they  are  in 
harmony  with  accurate  clinical  observation.  If  this  be  doubted 
by  those  who  are  ignorant  of  gynaecology,  may  it  not  be  because 
they  have  thought  it  possible  to  study  successfully  disease  in 
women,  whilst  omitting  to  take  note  of  the  diseases  of  those 
organs  which  make  her  what  she  is  ? 

The  test  of  treatment  confirms  the  conclusion  drawn  from 
diagnostic  exploration.  In  the  great  majority  of  cases  the  evils 
enumerated  as  found  in  association  with  retroflexion  are  relieved 
and  finally  removed  when  the  retroflexion  and  its  local  conse- 
quences are  cured. 

I  hope  to  be  pardoned  for  the  following  reflection.  Uterine 
diseases,  being  surgical  rather  than  medical,  exact  for  their 
successful  treatment  more  rigorous  precision  in  diagnosis  than 
is  necessary  in  the  diseases  of  most  other  organs.  The  princi- 
ples of  treatment  of  most  diseases  of  the  brain,  heart,  lungs, 
and  abdominal  viscera  are  really  few.  They  consist  mainly  in 
rest,  hygienic  management,  diet,  and  a  limited  use  of  medicines. 
I  think  it  may  be  laid  down  as  an  aphorism  that  most  acute 
diseases  not  requiring  surgical  treatment  are  subdued  by  time, 
aided  by  rest,  judicious  regimen,  salines  and  sedatives.  Where 
diagnosis  of  different  diseases  results  in  the  same  treatment, 
refinement  in  diagnosis  becomes  rather  a  matter  of  scientific 
interest  than  of  concern  to  the  patient.  Although  it  may  grate 
a  little  on  the  pure  medical  ear  to  hear  the  case  bluntly  stated, 
it  is  nevertheless  true  that  the  rule  is  very  generally  acted  upon 
in  practice.  It  is  superfluous  to  point  out  that  this  indifferentism 
in  treatment  will  not  do  in  surgery.  It  will  not  do  to  go  on 
giving  salines,  alkalies,  and  sedatives,  or  placebos  to  a  man  who 
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lias  a  stone  in  the  bladder  that  wants  crushing  or  removing. 
Nor  will  it  do  to  trust  to  salines,  sedatives,  or  tonics  when  there 
is  a  dislocation  of  the  womb  that  wants  rectification. 

The  persistence  of  flexion  induces  certain  changes  in  the 
uterus.  Obstruction  to  its  circulation  brings  congestion ;  this 
leads  to  hyperplasia  and  hypertrophy  of  its  walls,  especially  of 
the  body,  the  vaginal-portion  often  partaking  only  slightly  in 
this  change.  The  obstruction  to  the  escape  of  menstrual  and 
mucous  secretions  from  the  cavity  of  the  uterus  increases  the 
congestion  and  leads  to  increased  secretion  ;  these  being  retained, 
uterine  contractions  are  excited  to  expel  them ;  the  os  internum 
being  more  or  less  closed,  the  uterus  contracting  as  a  sphere 
upon  its  contents,  these  tend  to  escape  equally  in  all  directions, 
and  hence  pressure  is  brought  to  bear  upon  the  openings  of  the 
Fallopian  tubes  as  well  as  upon  the  os  internum.  There  is  then, 
in  proportion  to  the  extent  of  the  obstacle  opposed  in  the  os 
internum,  dilating  force  applied  to  the  mouths  of  the  tubes ; 
these  gradually  yield,  and  a  retrograde  dilatation  of  the  tubes 
sometimes  will  follow.  The  dilatation  of  the  cavity  of  the 
retroflected  uterus  is  always  attended  by  some  amount  of 
chronic  inflammation  of  the  mucous  membrane  or  catarrh. 
Perhaps  the  term  inflammation  is  ill- chosen ;  the  condition  is 
rather  one  of  constant  engorgement  leading  to  rapid  shedding 
of  epithelium  and  mucous  secretion ;  it  is  analogous  to  chronic 
catarrh  of  the  lungs.  The  occasional  retention  of  mucus  in 
the  uterus  sets  up  colic.  A  certain  quantity  of  mucus  must 
accumulate  before  the  uterus  becomes  so  distended  as  to  excite 
it  to  contract ;  this  quantity  in  many  women  is  remarkably 
definite,  taking  in  some  a  week,  in  others  a  fortnight  to  collect. 
Why  the  expulsive  colic  simulating  dysmenorrhoea  occurs  mid- 
way between  two  periods  is  simply  because  the  uterus  being 
emptied  at  the  menstrual  epoch,  the  secretions  begin  to  gather 
again  from  that  time.  Not  seldom  a  little  blood  is  mixed  with 
the  mucus.  This  is  not  to  be  interpreted  as  the  result  of 
ovulation,  but  is  simply  hemorrhagic,  the  product  of  engorge- 
ment. It  is  a  common  history  to  hear  from  women  suffering 
from  uterine  obstruction,  whether  from  retroflexion  or  other 
cause,  that  they  have  periodical  gatherings  like  an  abscess  in 
the  womb  attended  by  severe  colic  and  expulsive  pains  which 
are  relieved  by  the  "bursting"  and  escape  of  a  quantity  of 
discharge.  These  cases  are  of  the  kind  above  described,  although 
they  may  not  exhibit  equally  regular  periodicity. 

Serious  dangers  attend  retroflexion  from  the  persistence  of 
this  condition  after  conception  has  taken  place.  The  unfavour- 
able shape  of  the  uterus,  and  its  retention  in  the  pelvis  oppose 
the  due  development  of  the  organ.  Hence  frequently  abortion 
ensues ;  and  when  this  does  not  happen,  there  is  the  more 
formidable  danger  arising  from  the  locking  of  the  enlarged 
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uterus  in  the  pelvis  about  the  third  or  fourth  month.  The 
history  of  this  accident  is  fully  described  in  my  "  Obstetric 
Operations."  These  probable  events  strongly  enforce  the  ex- 
pediency of  curing  retroflexion. 

The  flexions  found  in  advanced  life  may  be  the  persistent 
flexions  from  an  earlier  age.  But  some  undoubtedly  take  their 
origin  after  the  climacteric  period.    The  body  of  the  uterus, 


Fig.  ISO. 

ILLUSTRATING  THE  DIAGNOSIS  OF  RETROFLEXION  BY  THE  VAGINAL  TOUCH. 

which  has  failed  to  undergo  the  normal  senile  retrogression  or 
atrophy  is  pulpy,  traversed  by  degenerating  vessels,  it  is  softer 
and  thinner ;  its  cavity  is  dilated,  filled  with  catarrhal  secretion  ; 
its  cervix  is  beset  in  its  connective-tissue  substratum  with 
Nabothian  vesicles,  and  often  from  the  persistent  production  of 
these  bodies  it  is  atrophied  and  degenerated  to  a  mere  frame- 
work from  their  dehiscence  in  the  tissue.  This  condition  is 
principally  found  at  the  seat  of  the  os  internum ;  indeed,  here 
it  has  often  proceeded  to  a  scar-like  retraction  of  the  atrophied 
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connective  tissue,  amounting  to  atresia.  This  is  seen  in  Fig.  129. 
At  this  spot  the  uterine  body  sometimes  bends  in  the  shape  of  a 
fracture ;  it  may  be  backwards  or  forwards.  In  other  cases,  not 
uncommon,  the  flexion  causes  retention  of  the  catarrhal  mucus, 
which  induces  severe  uterine  colic,  and  pain  radiating  in  the 
pelvis,  and  leading  to  serious  nervous  prostration. 


Fig.  131. 

diagnosis  and  reposition  of  the  retroflected  uterus  by  the  sound, 
a.  The  uterus  in  retroflexion,  the  sound  in  its  cavity,    r.  The  uterus  brought  forward  by 
reversing  the  sound.   The  fundus  can  now  be  felt  by  fingers  pressing  in  the  abdominal  wall 
above  the  symphysis. 

The  diagnosis  of  retroflexion  differs  in  some  degree  from  that 
of  retroversion.  The  os  uteri,  instead  of  pointing  forwards 
near  the  symphysis  pubis,  points  more  or  less  downwards,  and 
is  near  the  middle  of  the  pelvic  cavity.  The  position  and 
direction  of  the  os  uteri  being  determined,  the  exploring  finger 
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feels  in  front  of  the  vaginal-portion,  seeking  to  trace  the  cervix 
and  body  of  the  uterus  forwards  through  the  anterior  roof  of 
the  vagina,  the  normal  seat  of  the  organ.  Instead  of  feeling  it 
here,  the  finger  misses  the  resistance  of  solidity,  and  by  com- 
bining abdominal  palpation,  the  two  hands  may  be  brought  to 
approach  each  other,  when  the  absence  of  the  uterus  from  its 
natural  place  is  determined.  The  exploring  finger  next  feels 
on  either  side,  and  determines  the  condition  of  this  part  of  the 
roof  of  the  vagina.  It  is  then  carried  behind  the  vaginal- 
portion  and  feels  a  firm  globular  uniform  mass  through  the 
posterior  wall  of  the  vagina.  Tracing  this  on  to  the  vaginal- 
portion,  the  tip  of  the  finger  sinks  into  a  groove  between  the  two. 
It  is  generally  possible  to  determine  the  continuity  of  these  two 
parts.  This  is  best  done  by  keeping  the  finger  behind  the 
vaginal-portion  so  as  to  feel  the  body  of  the  uterus,  then  to 
combine  the  abdominal  touch  so  as  to  embrace  the  cervix 
between  the  two  hands.  Movement  imparted  by  one  to  the 
body  between  will  be  felt  by  the  other. 

This  is  made  clearer  still  by  the  rectal  touch.  The  finger  in 
the  rectum  will  travel  round  the  outline  of  the  post-cervical 
tumour  to  a  greater  extent  than  can  the  finger  in  the  vagina. 
The  abdominal  touch  combined  with  the  rectal  also  affords  more 
positive  evidence  than  the  abdomino- vaginal  touch. 

The  eocperimentam  cruris,  however,  is  performed  with  the 
sound.  Before  passing  it  the  probability  of  pregnancy  must  be 
carefully  weighed.  In  the  great  majority  of  single  persons, 
and  of  those  who  have  lived  a  married  life  for  several  years 
without  having  children,  the  probability  is  strongly  in  the 
negative.  The  presumption  is  also  in  the  negative  in  those 
who,  having  had  children,  seek  relief  from  the  consequences  of 
retroflexion.  Amongst  these  consequences  frequently  is  acquired 
sterility.  Two  things  help  in  forming  an  opinion :  the  date  of 
the  last  menstruation,  and  the  bulk  of  the  uterus.  If  the  bulk 
be  sensibly  increased,  and  a  period  have  been  missed,  of  course 
the  sound  should  not  be  used.  It  should  not,  however,  be 
forgotten  that  increased  bulk  of  the  uterus  is  an  almost  constant 
attendant  upon  retroflexion.  To  pass  the  sound  a  curve  is  given 
to  it  corresponding  to  the  idea  formed  of  the  degree  of  retroflexion. 
(See  Fig.  131.)  For  example,  if  the  mass  supposed  to  be  the  fundus 
of  the  uterus  falls  below  the  level  of  the  cervix,  and  the  angle 
or  groove  behind  the  cervix  be  very  marked,  the  curve  given  to 
the  sound  must  be  considerable.  But  in  the  majority  of  instances 
a  moderate  curve  will  be  enough.  By  a  little  manoeuvre,  by 
lifting  up  the  fundus  by  the  finger  whilst  the  point  of  the  sound 
is  passing  the  os  internum,  the  seat  of  chief  flexion,  the  whole 
organ  is  somewhat  straightened.  This  wonderfully  facilitates 
the  passing  of  the  sound.  The  first  stage  of  the  introduction  of 
the  sound  is  best  effected  by  passing  the  point  into  the  os 
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externum  as  far  as  the  os  internum,  with  the  concavity  of 
the  curve  directed  forwards ;  then  the  point  should  be  turned 
backwards  by  making  the  handle  describe  a  large  circle,  thus 
bringing  the  concavity  backwards.  The  handle  is  then  carried 
forwards  whilst  the  guiding  finger  lifts  up  the  fundus ;  the 
point  then  following  the  curve  of  the  canal  penetrates  to  the 
fundus.  When  the  sound  has  gone  the  normal  length  of  two 
and  a  half  inches,  the  mobility  of  the  uterus  must  be  ascertained 
by  gently  bringing  the  point  of  the  sound  forwards  again,  so  as 
to  lift  the  fundus  and  bring  it  into  ante  version.  This  must  be 
executed  gently  lest  adhesions  exist.  It  is  also  important,  in 
order  to  avoid  dragging  the  uterus,  and  the  pressure  upon  its 
internal  surface  which  a  large  revolution  of  the  point  of  the 
sound  would  cause,  to  reverse  the  sound  by  making  the  handle 
describe  a  large  revolution.  The  portion  then  inside  the  uterus, 
if  moderately  curved,  will  move  upon  its  axis  describing  a  very 
small  circle,  and  consequently  turning  in  the  cavity  without 
exerting  any  injurious  pressure.  In  short  the  uterine  sound  should 
be  handled  with  the  same  gentle  touch,  and  in  a  similar  manner 
as  the  catheter  in  traversing  the  male  urethra.  The  tour-de- 
maitre  practised  in  reversing  the  catheter  to  clear  the  portion  of 
the  urethra  under  the  pubic  arch,  must  be  imitated  when  we 
seek  to  bring  the  retroflected  uterus  forward  into  anteversion. 

A  special  sound  has  been  constructed  to  bring  the  uterine 
body  forward  without  making  the  point  revolve.  This  consists 
in  a  sound  jointed  at  two  and  a  half  inches  from  its  point,  which 
allows  the  uterine  part  to  be  set  at  any  angle  for  introduction, 
and  which  can  then  be  brought  forward  by  working  a  screw  in 
the  handle.  I  am  not  partial  to  complicated  instruments  in 
which  machinery  is  made  to  do  what  the  sentient  hands  should  do. 

When  restoration  is  accomplished  the  demonstration  is 
complete.  There  is  no  room  for  ambiguity.  The  tumour  behind 
the  cervix  has  disappeared ;  it  has  been  brought  forward  to 
the  normal  place  of  the  body  of  the  uterus.  Supported  on  the 
sound  it  can  now  be  felt  by  the  hand  pressed  in  above  the 
symphysis  pubis ;  and  the  pressure  so  exerted  upon  it  is  felt  by 
the  finger  which  keeps  watch  upon  the  vaginal-portion  inside. 
On  withdrawing  the  sound,  the  uterus  will  often  for  a  time 
maintain  itself  in  its  restored  position.  But  more  frequently 
its  fundus  will  roll  back  again.  If  we  get  all  this  evidence  it  is 
superfluous  to  discuss  what  are  the  conditions  which  might  be 
mistaken  for  retroflexion.  Nothing  but  retroflexion  will  give 
the  evidence  described.  But  it  may  not  be  possible  or  prudent 
to  pass  the  sound.  The  two  conditions  most  nearly  similating 
retroflexion  are :  a  fibroid  tumour  in  the  posterior  wall  of  the 
uterus,  and  a  retro-uterine  hsematocele.  In  both  cases  a  firm 
rounded  mass  may  be  felt  behind  the  vaginal-portion  separated 
from  it  by  a  groove,  and  bulging  forward  the  posterior  wall  of 
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the  vagina.  But  in  both  cases  the  body  of  the  uterus  may  be 
felt  by  combined  vaginal  and  abdominal  touch  above  or  behind 
the  symphysis  pubis.  In  the  case  of  the  retro-uterine  hcenia- 
tocele  the  uterus  is  pressed  bodily  forwards,  and  the  cervix  is 
generally  very  close  behind  the  symphysis  pubis.  Neither  of 
these  conditions  per  so  excludes  the  sound.  If  this  be  passed, 
it  is  easy  to  demonstrate  the  position  of  the  body  of  the  uterus, 
and  to  distinguish  it  from  the  tumour  behind  the  cervix. 

The  principle  of  treatment  of  retroflexion  is  essentially  the 
same  in  all  its  forms.  One  primary  object  to  strive  for  is  to 
bring  the  cervieo-uterine  canal  as  nearly  as  possible  into  one 
axis,  so  as  to  afford  free  communication  between  the  cavity  of 
the  uterus  and  the  vagina.  When  this  is  attained  the  distress 
due  to  retention  of  blood,  clots,  or  mucus  will  subside.  The 
fulfilment  of  this  indication  further  implies  a  considerable  recti- 
fication of  the  position  of  the  uterus,  which  is  the  next  object  to 
strive  for.  The  uterus  can  hardly  be  made  straighter  without 
at  the  same  time  lifting  up  the  fundus.  When  this  is  done,  the 
engorgement  of  the  body  of  the  uterus  will  diminish,  very  often 
quickly ;  as  the  bulk  lessens  there  is  a  smaller  degree  of  vicious 
leverage  to  counteract,  so  that  the  cure  may  be  expected  to  go 
on  at  an  accelerated  pace.  The  combined  progress  of  rectifica- 
tion and  of  diminution  of  bulk  brings  immense  relief  to  the 
organs  hitherto  pressed  upon.  The  rectum  especially,  and  the 
superior  part  of  the  alimentary  canal,  are  amongst  the  first 
organs  to  benefit  by  the  change.  I  have  known  constipation 
heretofore  obstinate,  speedily  give  way  to  healthy  and  regular 
action  of  the  bowels.  And  it  is  needless  to  say  that  general 
amelioration  soon  follows.  The  local  irritation  being  lessened, 
irregular  nervous  manifestations  tend  to  subside.  Greater 
power  of  locomotion  is  gained ;  and  what  with  freedom  from 
pain  and  the  renewed  capacity  for  exercise,  nutrition  is  often 
remarkably  improved. 

A  third  indication  to  take  is  to  treat  the  local  complications, 
whether  effects  or  causes,  of  the  retroflexion.  These,  that  is, 
the  engorgement,  endo-catarrh,  and  other  changes  in  the  uterus 
will,  it  is  true,  tend  to  subside  under  the  means  employed 
to  rectify  the  malposition.  But  their  cure  may  be  accelerated 
by  treatment  ad  hoc. 

The  first  indication  and  the  second  can  hardly  be  dealt  with 
separately.  To  straighten  the  axis  of  the  uterus  and  to  restore 
the  fundus  to  its  normal  position  are  objects  attained  concur- 
rently by  the  same  means.  These  means  are  mostly  mechanical. 
Before  applying  these  it  is  often  desirable  to  give  an  opportu- 
nity for  any  excessive  engorgement  or  inflammation  that  may 
exist,  to  subside  under  rest  in  bed,  perhaps  local  bleeding, 
salines,  sedatives,  and  by  the  regulation  of  the  bowels  by  gentle 
aperients  and  enemata.     Admitting  the  great  importance  of 
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this  course  as  a  preliminary  condition  of  cure,  I  cannot  agree 
with  those  who  rely  upon  it  as  sufficient  to  cure.  I  have  indeed, 
in  not  a  few  cases,  seen  retroversion  and  retroflexion  of  the 
secondary  form  relieved,  the  womb  regaining  its  position  ap- 
parently spontaneously  under  rest  and  the  other  means  enume- 
rated. But  in  some,  at  least,  of  these  the  cure  would  probably 
have  been  accelerated  and  made  more  sure  by  the  timely 
recourse  to  mechanical  support.  And  expectancy,  aided  or  not 
by  these  means,  will  certainly  bring  no  rectification  of  a  primary 
retroflexion.  The  management  of  a  primary  retroflexion  will 
often  differ  from  that  of  a  secondary  retroflexion  in  this :  The 
primary  retroflexion  is  often  complicated  with  a  marked  degree 
of  stenosis  of  the  os  uteri  externum.  This  is  an  additional  cause 
of  obstruction  and  retention  which  rarely  exists  in  the  secondary 
form.  It  is  the  first  thing  that  requires  treatment.  The  os 
externum  should  be  enlarged,  whether  it  be  the  case  of  a  single 
woman  applying  for  relief  of  dysmenorrhea,  or  that  of  a  married 
one,  to  whose  menstrual  difficulty  are  superadded  dyspareunia 
and  sterility.  The  operation  is  in  all  respects  the  same  as  that 
described  under  dysmenorrhoea  from  stenosis  of  the  os  externum. 
The  os  is  divided  on  either  side  so  as  to  give  a  free  opening  into 
the  cavity  of  the  cervix.  This  in  itself  diminishes  the  down- 
curving  of  the  vaginal-portion,  and  independently  of  special 
means  for  straightening  the  uterus  it  virtually  straightens  its 
canal.  This  obstacle  being  removed,  the  treatment  of  the  pri- 
mary retroflexion  becomes  the  same  as  that  of  the  secondary 
form,  excepting  in  this,  that  there  is  more  likely  in  the  latter 
form  to  be  an  inflammatory  complication  of  the  cervix.  This 
requires  special  treatment,  which  may,  however,  go  on  concur- 
rently with  the  treatment  for  rectification. 

The  means  brought  forward  at  different  times  for  the  recti- 
fication of  the  retroflected  uterus  are  numerous.  Experience 
has  eliminated  some  as  ineffective  or  injurious,  and  has  esta- 
blished the  value  of  others.  We  need  not  dwell  upon  exploded 
contrivances ;  but  we  cannot  pass  by  without  discussion  the 
merits  of  intra-uterine  pessaries.  The  idea  of  straightening  the 
bent  uterus,  and  fixing  it  in  its  normal  position  by  introducing 
a  rigid  stem  into  its  canal,  was  revived,  if  not  first  conceived  by 
the  late  Professor  Simpson.  It  was  taken  up  and  largely  tried 
by  Yalleix.  Cases,  not  a  few,  are  known  in  which  death  from 
metroperitonitis  followed  the  use  of  instruments  of  this  kind. 
The  intra-uterine  stem  being  attached  to  an  external  support 
could  hardly  be  expected  to  be  free  from  this  danger. 

All  instruments  which  disregard  the  physiological  fact  that 
the  uterus  is  a  moveable  organ  should,  I  think,  be  unhesitatingly 
discarded  as  vicious  in  principle  and  dangerous  in  practice.  All 
intra-uterine  stems  carried  on  supports  having  a  point  d'appui 
outside  the  body  fall  under  this  ban,  even  although  a  certain 
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amount  of  elasticity  be  introduced  into  some  part  of  the  appa- 
ratus. It  may  be  said,  without  injustice  to  the  ingenuity  dis- 
played in  the  elaboration  of  these  contrivances,  that  they  have 
fallen  into  disuse  under  the  combined  influence  of  the  disasters 
which  attended  their  use,  and  of  the  introduction  of  better 
means,  especially  of  Hodge's  lever-pessaries. 

The  objection  above  urged  does  not  apply  to  the  simple  intra- 
uterine stems  which  are  unconnected  with  external  supports, 
and  which  do  not  control  the  uterus  in  its  movements.  The 
best  of  these  is  the  late  Dr.  Wright's,  or  a  modification  of  it. 


Fig.  182. 

illustrating  occasional  vicious  action  of  the  hodge  in  extreme  retroflexion  ok 

the  uterus. 

The  upper  limb  gets  wedged  in  the  angle  of  flexion,  and  lifts  the  whole  organ  up  without 

straightening  it. 

This  instrument  is  about  two  or  two  and  a  quarter  inches  long. 
When  mounted  on  its  carrier  for  the  purpose  of  introduction  it 
is  a  single  solid  stem.  When  introduced  and  the  carrier  is 
withdrawn,  the  stem  opens  by  the  elasticity  of  the  two  branches 
of  which  it  is  composed,  so  that  the  ends  fit  the  normal  triangular 
shape  of  the  cavity  of  the  cervix.    This  expansion  helps  to  lift 
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up  the  fundus,  and  the  uterus  thus  supported  is  kept  nearly 
straight.  Still  this  will  not  always  bring  the  fundus  forwards  ; 
it  remains  in  retroversion.  For  complete  restitution  we  must 
rely  upon  Hodge's  lever-pessary.  This  will  now  operate  with 
increased  advantage,  as  the  lever  formed  by  the  uterus  upon 
which  it  has  to  act  is  straighter  and  firmer.  This  separate 
mode  of  using  the  intra-uterine  and  the  extra-uterine  pessaries 
is,  in  my  opinion,  the  safest  and  most  satisfactory  in  its  results. 
The  mobility  of  the  parts  is  sufficiently  respected ;  and  oppor- 


Fig.  133. 

illustrating  the  combined  action  of  the  intra-uterine  pessary  and  the  hodge. 

The  first  straightens  the  uterus,  converting  it  into  a  firm  lever  a  b.  Then  the  second  forming 
another  lever,  c  d,  lifts  up  the  fundus  e  p  shows  the  leverage-movement  of  the  Hodge  c  d. 
Under  inspiration,  e  lifts  up  the  body  of  the  uterus. 

tunity  is  given  for  the  recovery  of  the  natural  tonicity  of  the 
cervix  uteri.  I  cannot  approve  of  those  instruments  in  which 
the  intra-uterine  stem  is  set  on  a  ball  or  ring,  or  the  cross-bar  of 
a  Hodge's  pessary.  This  is  a  kind  of  impalement  which  limits 
too  much  the  mobility  of  the  uterus,  and  which  is  apt  to  cause 
inflammation  of  the  uterus  or  surrounding  tissues. 
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Before  using  any  form  of  intra-uterine  pessary,  it  is  desirable 
to  ascertain  whether  the  object  cannot  be  attained  without  using 
them  at  all.  The  cases  where  it  is  necessary  to  use  them  are 
exceptional.  The  Hodge  has  happily  almost  driven  out  of  use 
the  fixed  intra-uterine  stem.  Before  applying  a  Hoclge,  it  is 
useful  to  bring  the  retroflected  fundus  forward  into  its  proper 
position.  We  thus  increase  the  length  of  the  post-cervical 
vaginal  cul-de-sac  and  give  room  for  the  pessary  to  rise  well 
behind  the  cervix,  a  condition  of  its  efficiency. 

In  the  majority  of  cases  a  simple  Hodge-pessary,  modified  in 
shape  and  size  to  suit  the  peculiarities  of  the  case,  is  the  best 
instrument  to  use.  It  may  be  worn  continuously  for  several 
months,  under  occasional  inspection.  Pregnancy  not  infre- 
quently takes  place  whilst  it  is  worn.  Indeed,  I  have  little 
doubt  that  the  action  of  the  instrument  favours  impregnation. 
When  this  occurs  it  is  desirable  to  continue  the  use  of  the 
instrument  until  the  end  of  the  third  month  of  gestation,  that 
is,  ur til  the  fundus  of  the  uterus  has  risen  out  of  the  pelvis. 
By  this  plan  the  dangers  of  abortion  and  of  locking  of  the 
uterus  in  the  pelvis  are  greatly  lessened. 

Dr.  Peaslee  describes  a  pessary  which  acts  on  the  principle  of 
a  prop.  It  is  shaped  somewhat  like  Hodge's.  Its  lower  limb 
is  moulded  so  as  to  take  a  point  tfappui  upon  the  inner  surface 
of  the  symphysis  pubis,  whilst  the  upper  limb,  like  Hodge's,  goes 
into  the  posterior  vaginal  cul-de-sac.  The  uterus  is  thus  literally 
propped.  I  have  no  experience  of  the  instrument.  In  so  far  as 
it  is  fixed,  it  falls  under  the  objection  which  applies  to  all  pessaries 
which  do  not  respect  the  natural  mobility  of  the  pelvic  organs. 

Dr.  Moir  has  treated  retroflexion  by  introducing  sponge  or 
laminaria  tents.  For  the  time  these  will  straighten  the  uterus, 
and  establish  free  communication  between  its  two  cavities.  It 
is  a  method  which  has  its  uses,  but  as  these  pessaries  are  some- 
what apt  to  excite  inflammation,  they  should  not  be  resorted 
to  unless  other  means  fail ;  or  unless  they  are  indicated  by 
other  conditions,  such  as  metrorrhagia,  for  which  the  applica- 
tion of  remedies  inside  the  uterus  is  useful. 


CHAPTER  XLVI. 


INVERSION  OF  THE  UTERUS  ;  DEFINITION  :  ACUTE  AND 
CHRONIC ;  CAUSES,  IN  THE  PARTURIENT  AND  NON-PREG- 
NANT UTERUS ;  SYMPTOMS,  COURSE  AND  TERMINATIONS  ; 
PROGNOSIS  ;  DIAGNOSIS  ;  TREATMENT. 

The  history  of  recent  inversion  of  the  uterus  belongs  especially 
to  obstetrics.  In  my  work  on  "  Obstetric  Operations,"  I  have 
traced  this  history  with  some  care.  This  of  course  includes  the 
study  of  the  causes  which  lead  to  the  greater  number  of  inver- 
sions. A  very  large  majority  of  cases  follow  immediately  upon 
labour.  But  it  is  important  to  remember  that  inversion  has 
occurred  quite  independently  of  labour,  although  it  seems  neces- 
sary that  conditions  in  some  important  respects  analogous  to  preg- 
nancy and  labour  should  exist.  Such,  for  example,  is  the  case 
when  a  polypus  attached  to  the  fundus  uteri  induces  develop- 
ment of  the  muscular  wall,  and  expulsive  action  being  excited, 
the  fundus  uteri  follows  the  tumour,  producing  inversion. 

Inversion  of  the  uterus  may  be  defined  as  a  dislocation  by 
which  the  inner  wall  of  the  uterus  is  turned  outwards ;  its 
cavity  disappearing,  and  another  cavity  forming  above,  the 
inner  surface  of  which  is  the  proper  external  covering  of  the 
uterus.  This  cavity  contains  a  portion  of  the  Fallopian  tubes 
and  of  the  round  ligaments,  which  are  dragged  in  by  the  fundus 
uteri.  Even  convolutions  of  intestine  may  fall  in.  And  in  the 
recent  state  after  labour,  the  ovaries  also  may  be  drawn  in. 
But  in  the  chronic  state,  when  the  uterus  is  much  reduced  in 
size,  the  ovaries  are  ftmnd  outside  the  artificial  cavity. 

There  are  degrees  of  inversion.  The  most  simple  division  is 
that  proposed  by  Crosse  (See  Fig.  134).  1st.  Depression;  the 
fundus  or  placental  site  falls  inwards,  projecting  in  the  cavity 
of  the  uterus.  2nd.  Introversion,  or  intussusception.  So  great 
a  part  of  the  fundus  falls  in  that  it  comes  within  the  grasp  of 
the  portion  of  the  uterus  into  which  it  is  received.  In  the 
extreme  form  of  this  degree  the  fundus  reaches  to  the  os  uteri, 
through  which  it  may  be  felt  like  an  intra-uterine  polypus. 
3rd.   Perversion ;   the  fundus  passes  through   the  os  uteri. 
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There  are  degrees  of  this.  In  the  extreme  form  the  inversion 
is -so  complete  that  even  the  cervix  and  os  are  inverted. 


Fig.  134.    (From  Crosse. ) 


ILLUSTRATING  THE  THREE  DEGREES  OF  INVERSION  OF  THE  UTERUS. 

a.  The  inverted  fundus,   b.  The  natural  cavity,    c.  The  vagina,    a  d.  The  upper  margin  of 
the  cup  formed  by  the  inverting  fundus  uteri. 

Inversion  is  acute  or  chronic.  In  my  article  on  this  accident  in 
Samuel  Lane's  edition  of  Samuel  Cooper's  "  Surgical  Diction- 
ary," I  denned  acute  inversion  as  ending  with  the  completion  of 
the  involution  of  the  uterus.  When  this  process  is  complete,  the 
case  is  chronic.  The  distinction  is  based  upon  the  important 
fact  that  whilst  involution  is  going  on,  the  muscular  fibres  are 
still  possessed  of  some  active  property,  the  organ  is  larger,  and 
the  cervix  less  rigid. 

During  this  stage  the  parts  are  more  yielding,  and  reduc- 
tion is  comparatively  easy.  It  is  the  chronic  form  including 
cases  which  occur  independently  of  labour  with  which  we  are 
now  principally  concerned.  But  some  reference  to  the  conditions 
under  which  inversion  is  produced  will  not  be  out  of  place. 

The  two  following  drawings  represent  the  conditions  of 
chronic  inversion  and  the  relations  of  the  several  parts. 

Fig.  136  is  reduced  from  an  original  drawing  by  M.  Biot  for 
Mr.  Crosse  (See  his  Essay).  It  represents  a  preparation  in  the 
Musee  Dupuytren  at  Paris.  The  subject  died  of  exhaustion 
twenty-two  months  after  labour. 

Causes. — The  essential  conditions  for  the  production  of  inver- 
sion are,  on  the  one  hand,  relaxation  of  some  part  or  the  whole 
of  the  walls  of  the  uterus,  and,  on  the  other,  considerable 
enlargement  of  its  cavity.  When  the  uterus  has  contracted, 
its  walls  are  so  thick,  and  the  cavity  is  so  reduced,  the  anterior 
wall  being  flattened  close  in  contact  with  the  posterior  wall, 
that  inversion  cannot  take  place.  Of  this  any  one  may  con- 
vince himself  by  passing  his  fingers  into  the  living  uterus 
during  active  contraction,  or  by  trying  to  invert  a  uterus  out  of 
the  body  which  has  been  well  contracted. 

Adhesion  of  the  placenta  growing  from  the  fundus  is  a 
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frequent  cause.  This  is  often  united  with  spastic  narrowing 
of  the  lower  segment  of  the  uterus.  This  narrowing  will 
generally  prevent  complete  inversion.    In  this  case  the  os  uteri 


Fig.  135.    (Half-size.   From  Crosse's  Essay,  taken  from  a  specimen  of  Dr.  Mackenzie, 

of  Glasgow.) 

EXTREME  INVERSION  IN  SECTION. 

a.  Vagina,  b.  Fundus  uteri,  c  c.  Angles  of  inflexion,  c  c,  d  d.  Mark  the  extent  of  the 
uninverted  cervix.  /.  The  peritoneal  cul-de-sac  of  inverted  uterus,  g  g.  Fallopian  tubes  passing1 
down  to  the  inverted  fundus.   Jc  k.  Round  ligaments,    h  h.  Ovaries,    i  i.  Broad  ligaments. 


Fig.  136.    (Two-thirds  size.) 

a.  Vagina,  b.  Inverted  fundus  incised  at  c  to  show  its  cavity,  d.  Point  of  inversion  with 
round  ligaments,  Fallopian  tubes,  and  ovarian  ligaments  drawn  in.  g  g.  Round  ligaments. 
e  e.  Ovaries,    ff.  Fimbriated  extremities  of  tubes,    h.  Cervix  covered  by  peritoneum. 
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may  not  relax  until  partial  inversion  has  lasted  some  time. 
When  the  os  yields,  as  it  always  will  do,  under  sustained 
pressure,  it  permits  the  tumour  formed  by  the  advancing  body 
of  the  uterus  to  pass  through.  Then  the  inversion  is  complete. 
Anatomical  conditions  concur  to  favour  this  process.  During 
gestation  the  ligaments  become  elongated,  and  offer  no  great 
resistance  to  inversion,  and  the  hollow  or  cup  made  by  the  in- 
verting outer  surface  of  the  uterus  receives  the  broad  and  round 
ligaments.  On  the  other  hand  the  connections  of  the  cervix  to 
its  ligaments  and  to  the  bladder  and  vagina,  hinder  the  inver- 
sion of  this  part  for  a  time.  Inversion  then  begins  at  the 
fundus  or  placental  site.  This  part  is  liable,  in  consequence  of 
the  placental  attachment,  to  paralysis  (Bokitansky) ,  and  being 
thicker  than  the  other  parts  of  the  uterine  walls,  forms  a  pro- 
jection into  the  cavity.  That  is  the  first  step.  Then  if  the 
placenta  adhere  and  be  dragged  upon  by  the  cord  from  below, 
or  if  the  diaphragm  and  abdominal  walls  act,  as  in  a  bearing- 
down  effort,  the  part  already  disposed  to  fall  inwards  is  forced 
further  down  into  the  cavity.  The  external  cup-like  depression 
formed  by  paralysis  of  the  placental  site  may  be  felt  by  exami- 
nation through  the  abdominal  walls  ;  and  especially  is  this  the 
case  if  you  drag  upon  the  cord,  the  placenta  adhering.  When 
things  have  gone  thus  far,  further  pressure  or  dragging  brings 
the  fundus  down  upon  the  cervix  and  os.  If  this  part  be  con- 
tracted, it  may  prevent  the  fundus  from  coming  through ;  or, 
the  pressure  continuing,  the  os  may  yield,  and  allow  it  to  slip 
through  ;  or  the  advancing  fundus  may  find  the  cervix  relaxed 
and  offering  no  opposition.  Indeed  the  cervix  is  very  liable  to 
temporary  paralysis  after  labour,  and  more  especially  is  this 
the  case  when,  as  is  not  uncommon,  it  is  lacerated.  Accord- 
ingly it  has  been  observed  that  some  cases  have  occurred  gradu- 
ally ;  others  suddenly.  This  explanation  represents  the  views 
that  are  most  generally  received. 

Smellie  relates  a  case  told  him  by  Lucas  of  a  woman  whose 
uterus,  after  inversion,  having  been  replaced,  was  imme- 
diately re-inverted.  "  It  was  like  a  piece  of  tripe."  The 
uterus  has  even  been  inverted  after  post-mortem  delivery, 
under  circumstances  which  preclude  the  idea  that  active  con- 
traction of  the  organ  was  an  efficient  factor.  Dr.  Aveling  has 
collected  a  series  of  cases  of  this  nature.  Hemorrhage  again 
is  known  to  be  a  disposing  cause.  Whoever  has  had  his  hand 
in  the  cavity  of  a  uterus  powerless  through  loss  of  blood,  who 
has  felt  its  flaccid  wall  yielding  to  every  pressure,  internal 
or  external,  like  "  tripe,"  or  wet  brown  paper,  will  under- 
stand how  easy  it  would  be  for  such  a  uterus  to  be  inverted. 
Indeed,  I  have  often  felt  partial  inversion  taking  place  whilst 
endeavouring  to  detach  adherent  placenta  by  the  fingers. 

Lazzati  and  others  have  distinctly  observed  that  the  uterus 
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was  inert  at  the  time  of  inversion.  Many  histories  show  that 
inversion  followed  immediately  upon  very  rapid  labours,  in 
which  it  is  probable  that  the  uterus  is  more  or  less  inert. 

In  a  most  admirable  and  complete  monograph  on  the  subject, 
Mr.  Crosse  ("An  Essay,  Literary  and  Practical,  on  Inversio 
Uteri : "  J.  Gr.  Crosse,  F.P.S.,  1847)  says  the  most  powerfully 
predisposing  condition  to  the  commencement  of  inversion 
(depressio),  and  without  which  the  greater  degrees  cannot 
transpire,  is  partial  inertia.  He  also  points  out  that  one  of 
the  most  constant  conditions  is  attachment  of  the  placenta  to 
the  fundus  uteri.  Then,  again,  the  action  of  the  uterus  in 
increasing  an  inversion,  when  once  this  has  commenced,  has 
been  admitted  and  indicated  by  very  many  authorities,  but  by 
t  none  more  pointedly  than  by  Denman  ("  Practices  of  Mid- 
wifery,") who  observes  that  "  if  a  disposition  to  an  inversion  be 
first  given  by  the  force  used  in  pulling  the  funis,  it  may  be 
completed  by  the  action  of  the  uterus."  Crosse  then  states  the 
modern  doctrine  in  distinct  terms  :  "I  cannot  conceive  that  the 
organ  itself  has  any  power  to  commence  the  displacement,  and  to 
cause  simple  depressio.  .  .  .  But  when  a  commencement  has 
been  made,  and  the  case  goes  on  to  introversio,  bringing  the 
fundus  within  the  grasp  and  influence  of  the  uninverted  body 
of  the  uterus,  this  organ  will,  by  the  natural  powers  called  into 
action  by  its  sensibility,  regard  the  inverted  part  as  an  extrane- 
ous mass,  and  proceed  to  act  upon  it  instinctively  by  successive 
and  suitable  efforts  of  its  muscular  coat,  to  propel  it  down- 
wards ;  whilst  the  os  and  cervix  will  by  consent,  and,  as  trans- 
pires in  the  regular  process  of  delivery,  become  dilated,  and 
thus  a  part  of  the  uterus  will  act  on  the  rest,  and  carry  on  the 
displacement  even  to  perversio  cxtrema.  .  .  .  The  nisus  depres- 
sorius  of  the  abdomen  awakened  will  assist  the  expulsion." 

Crosse,  who  has  collected  400  cases,  contends  that  the  partial 
form  is  more  frequent  than  is  suspected.  There  are  several 
specimens  in  museums  illustrating  this  partial  inversion. 

Delivery  in  the  upright  posture  has  been  a  not  infrequent 
condition.  Inversion  has  happened  after  delivery  by  ergot  and 
the  forceps.  Dr.  Woodson  relates  a  case  where  inversion  took 
place  after  abortion  at  four  months. 

Inversion  has  been  said  to  have  occurred  several  days  after 
delivery.  Ane,  Baudelocque,  and  Dubois  cite  oases.  Some,  at 
least,  are  open  to  the  doubt  that  the  inversion  had  occurred 
soon  after  labour,  but  had  escaped  detection  till  later. 

It  is,  however,  certain  that  the  uterus  may  be  inverted  by  a 
process  of  spontaneous  active  self-inversion.  The  first  distinct 
enunciation  of  the  mode  in  which  this  is  effected,  is  given  by 
John  Hunter.  In  the  Museum  of  the  College  of  Surgeons, 
No.  2654  (See  Pathological  Catalogue)  is  a  specimen  of  an 
inverted  uterus,  with  a  fibroid  polypus  detached,  which  had 
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caused  the  inversion.  The  accident  occurred  independently 
of  pregnancy.  A  polypus  had  been  attached  to  the  fundus.  A 
ligature  had  been  applied  near  the  attachment.  The  tumour 
had  sloughed  off  just  before  the  patient  died.  Hunter  described 
the  case  under  the  title  of  "  Intussusception,"  to  which  he 
likens  Inversion.  "  The  uterus,"  he  says,  "  is  liable  to  inversion 
from  two  causes  ;  one  is  immediately  after  labour,  when  it  is  so 
large  as  to  admit  of  its  containing  itself,  and  which  is  commonly 
from  an  imprudent  mode  in  disengaging  and  bringing  away  the 
placenta,  when  that  substance  has  been  attached  to  the  fundus 
of  the  uterus.  .  .  .  The  second  is  somewhat  similar,  namely, 
the  expulsion  of  an  adventitious  body,  although  of  another  kind, 
and  at  a  very  different  period  in  the  state  of  this  viscus.  It 
begins  to  take  place  when  this  viscus  is  small,  but  becoming 
gradually  large  enough  (by  the  very  disease  that  produces  it) 
to  admit  of  an  inversion  ;  so  that  in  the  first  cause,  the  uterus 
is  first  large,  so  as  to  admit  of  an  inversion,  and  by  its  contrac- 
tion to  its  natural  state,  it,  as  it  were,  fixes  it.  This  is  done 
immediately,  because  its  cause  is  immediate,  for  this  enlarged 
state  of  the  parts  is  of  short  duration ;  but  the  second  is 
gradual,  because  it  is  to  produce  itself,  by  the  very  action  of 
the  uterus  in  expelling  an  unnatural  body  (such  as  a  poly- 
pus). The  polypus  as  it  grows  will  gradually  fill  the  cavity  of 
the  uterus  ;  and  the  uterus  will  be  constantly  endeavouring  to 
remove  it.  The  action  of  the  uterus  will  be  downwards,  and 
as  the  body  of  the  uterus  acts  on  this  substance,  it  will  be 
gradually  squeezed  down  towards  the  os  tinea?,  and  the  fundus 
will  of  course  be  gradually  drawn  into  its  own  cavity,  and  as 
the  polypus  is  squeezed  down,  so  will  the  fundus  follow.  When 
the  whole  of  the  polypus  has  got  into  the  vagina,  if  it  has  no 
length  of  neck,  then  will  the  fundus  uteri  be  as  low  down  as 
the  os  tincse,  the  upper  half  of  the  uterus  just  filling  the  lower 
half ;  but  I  conceive  it  does  not  stop  here ;  I  conceive  the  con- 
tained or  inverted  part  becomes  an  adventitious  or  extraneous 
body  to  the  containing,  and  it  continues  its  action  to  get  rid  of 
the  inverted  part,  similar  to  an  introsusception  of  an  intestine." 
It  is  remarkable  that  in  this  case  an  introsusception  of  the  small 
intestine  co-existed. 

Professor  E.  Martin  relates  a  case  of  complete  inversion  of 
the  uterus  in  a  multipara  caused  by  a  fibrous  growth  in  the 
fundus.  A  woman,  aged  forty-six,  was  seized  with  profuse 
uterine  haemorrhage,  which  often  returned.  Two  years  later  a 
tumour  was  observed  protruding  through  the  vulva,  and  causing 
retention  of  urine.  The  tumour  was  so  little  sensitive  that  the 
patient  cut  off  a  piece  with  scissors.  It  was  as  large  as  a  fist. 
It  was  found  united  by  a  pedicle  to  the  fundus  of  the  inverted 
uterus,  no  trace  of  os  uteri  being  left.  The  tumour  was  cut 
off  by  an  ecraseur.    Attempt  to  reduce  the  inverted  uterus  was 
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postponed.  A  few  days  afterwards  it  was  found  that  the  spon- 
taneous re-inversion  had  taken  place.  The  patient  recovered 
(Monatsschr.  f.  Geburtsk.,  1869). 

B.  Langenbeck  (Med.  Centr.-Zeitung,  1860)  exhibited  the 
inverted  uterus  of  a  woman  who  had  never  been  pregnant.  On 
the  inverted  fundus  was  seated  a  fragile,  sarcomatous  hetero- 
logous growth  of  broad  basis,  the  size  of  a  walnut.  Abarbanell 
(Monatsschr.  fiir  Greburtskunde,  1861)  relates  the  following : 
A  woman  had  become  very  ansemic  from  frequent  haemorrhages. 
A  smooth  tumour,  the  size  of  the  fist,  was  first  felt  protruding 
from  the  uterus;  fourteen  days  later,  under  violent  expulsive 
pains,  with  profuse  hemorrhage,  the  tumour  was  driven  through 
the  external  genitals,  and  the  uterus  was  completely  inverted. 
The  tumour  was  amputated,  whereupon  the  uterus  quickly 
replaced  itself.  McClintock  gives  a  case  ("  Diseases  of  Women," 
Dublin,  1863).  Dr.  Emmet  (Amer.  Journ.  of  Obstetrics,  1869) 
relates  a  case.  He  first  amputated  the  tumour  by  the  wire 
ecraseur,  and  subsequently  reduced  the  inversion  by  the 
manoeuvre  described  further  on,  under  the  head  of  "Treatment." 

In  University  College  Museum  is  a  remarkable  specimen, 
No.  871.  A  large  mushroom-shaped  tumour  is  attached  to  the 
fundus  uteri  by  a  base  so  broad  that  it  quite  caps  it.  The 
uterus  is  laid  open,  showing  the  round  ligaments  and  tubes 
drawn  into  it. 

This  specimen  is  thus  referred  to  by  Crosse  (part  i.  p.  45)  ; 
the  case  is  published  by  D.  D.  Davis,  "  Principles  of  Obstetrics," 
(i.  618,  pi.  21)  : — "  The  patient  was  brought  to  the  Middlesex 
Hospital  in  a  dying  condition  ;  the  polypous  tumour  prolapsed 
beyond  the  external  labia.  The  preparation  is  unfavourably 
displayed.  Calculating  from  the  ostium  urethrce,  about  one 
inch  of  the  vagina  remains  uninverted,  so  that  the  angle  of  its 
reflection,  where  the  circular  cul-de-sac  terminates,  is  situated 
at  the  depth  of  an  inch,  from  which  the  inverted  vagina 
extends  downwards  two  inches,  forming  a  tube,  which  termi- 
nates in  the  uterus,  at  which  termination  there  is  a  dis- 
tinct thickening  or  circular  prominence,  answering  to  the 
cervix  uteri,  completely  inverted.  The  cut  surface  of  the 
inverted  uterus  is  nearly  an  inch  in  thickness,  and  the  peri- 
toneal pouch  formed  by  it  is  very  small,  and  its  whole  extent  is 
laid  open.  There/  is  no  observable  alteration  in  the  bladder 
from  its  normal  position,  the  superior  fundus  rising  promi- 
nently towards  the  abdomen ;  and  in  the  posterior  view  the 
ovaria  are  of  large  size,  and  lie  close  to  each  other  at  the 
margin  of  the  peritoneal  pouch,  tucked  in  behind  the  bladder. 
The  peritoneal  pouch,  though  narrow,  must  be  about  four 
inches  in  length,  two  answering  to  the  inverted  vagina,  and 
the  rest  to  the  uterus  totally  inverted.  The  left  corpus 
fimbriatum  is  adherent,  the  right  loose  and  floating." 
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In  St.  Bartholomew's  Museum  is  a  specimen  (No.  32.12)  illus- 
trating this  point.  "  The  uterus  contains  a  large  fibrous 
tumour  which  has  grown  from  its  fundus,  and  projects  into  tho 
vagina.  The  fundus  of  the  uterus  is  partially  inverted,  being 
drawn  down  by  the  weight  of  the  tumour.  Its  inner  layers 
also,  enveloping  the  tumour,  are  elongated,  so  as  to  form  a 
pedicle  or  neck  by  which  the  tumour  is  attached  like  a  polypus. 
kSimilar  tumours  of  smaller  size  have  formed."  In  St.  Bartholo- 
mew's Beports,  1872,  another  history  is  related  of  inversion 
caused  by  a  polypus.    The  uterus  was  restored  to  its  position. 

The  symptoms  of  recent  inversion  are  chiefly  those  of  shock, 
indicating  sudden  severe  injury.  They  vary  with  the  degree 
and  progress  of  the  inversion.  Thus,  the  first  degree,  or  simple 
depression,  may  be  unattended  by  pain,  and  indicated  solely  by 
haemorrhage  and  a  corresponding  depression  of  the  vital  powers. 
The  haemorrhage  comes  from  the  relaxed  introceclent  part. 
The  depression  at  the  fundus  may  be  felt  through  the  abdomi- 
nal walls  as  a  cup-like  hollow.  As  the  descent  proceeds,  and 
becomes  introversion,  urgent  symptoms  arise,  according  to  the 
degree  of  compression  exercised  by  the  uninverted  portion  upon 
the  inverted  portion.  A  sense  of  fulness,  weight,  as  of  some- 
thing to  be  expelled,  is  felt.  Expulsive  efforts,  both  uterine 
and  abdominal,  sometimes  very  violent,  follow.  Haemorrhage 
is  net  constant.  It  seems  that  when  the  inverted  portion  is 
firmly  compressed,  the  haemorrhage  is  arrested,  and  that  bleed- 
ing is  a  mark  of  inertia.  When  the  inversion  is  complete,  the 
uterus  is  felt  in  the  vagina,  or  may  even  be  seen  outside  the 
vulva.  Then  pain  and  collapse  are  aggravated.  Clammy 
sweats,  cold  extremities,  vomiting,  alarming  distress,  restless- 
ness, extinction  of  the  pulse  occur.  During  the  expulsion  the 
woman  has  often  exclaimed  that  her  intestines  were  passing  from 
her.  A  tumour  appears  in  the  vagina,  or  externally,  generally 
covered  by  the  placenta.  The  cord  is  traced  up  to  the  insertion, 
and  the  placenta,  of  convex  form,  is  spread  over  the  tumour. 

The  shock,  either  with  or  without  haemorrhage,  is  sometimes 
so  great  as  to  quickly  extinguish  life.  Cases  are  known  where 
the  shock  attending  simple  depression  has  been  fatal.  Where 
the  case  is  not  fatal,  and  the  uterus  is  not  reduced,  the 
symptoms  of  chronic  inversion  succeed.  First,  the  tumour  by 
its  bulk,  causes  distress  of  the  bladder  and  rectum.  Then  it  is 
probably  forced  externally.  Chronic  inflammation,  thickening 
and  induration  of  the  parts  ensue ;  the  surface  may  become  dry 
from  exposure,  or  ulcerated  and  bleeding  from  chafing.  It 
may  be  difficult  or  impossible  to  reduce  it  within  the  vagina. 
If  the  tumour  remain  within  the  vagina,  it  may  still  be  a 
source  of  chronic  irritation  to  the  vagina,  and  may  itself  be 
the  seat  of  chronic  inflammation.  Congestion,  abrasion  of 
surface,  ulcerations,  give  rise  to  profuse  muco-purulent  leucor- 


CONSEQUENCES  OF. 


719 


rhcea,  frequently  to  haemorrhage.  Irritative  fever,  emaciation, 
pain,  discharges,  break  down  the  constitution,  and  after  some 
months,  or  even  years,  the  patient  may  sink  from  exhaustion. 
As  Windsor  remarked,  an  epoch  of  special  danger  is  that  of 
weaning  and  the  resumption  of  menstruation.  The  discharges 
of  blood  then  become  more  frequent  and  profuse.  When  the 
climacteric  age  has  been  reached,  the  uterus  undergoing  natural 
atrophy,  severe  symptoms  may  subside,  toleration  ensuing. 

In  the  recent  state  retention  of  urine  is  not  uncommon, 
owing  to  the  distortion  and  compression  of  the  neck  of  the 
bladder  and  urethra.  The  retention  has  been  relieved  when 
the  uterus  was  restored. 

Cases  have  been  known  of  the  inverted  uterus  sloughing  off, 
Saxtorph  (in  Actis  Soc.  Med.  Hav.) ;  Deborieir  (Richter's  Chir. 
Bibl.) ;  Eadford  (Dublin  Journ.  of  Med.,  1835.)  In  other  cases 
the  strangulation  caused  by  the  cervix  has  ended  fatally  before 
there  was  time  for  sloughing  ( Yelpeau) .  More  marvellous  still, 
cases  have  occurred  in  which  the  recently  inverted  uterus  has 
been  torn  away  by  the  attendant,  the  patient  recovering  (Dr.  J. 
C.  Cooke).  J.  L.  Casper  says  (Handbook  of  Forensic  Medicine, 
New  Sydenham  Soc.  Translation,  vol.  iii.)  laceration  of  the  pel- 
vic ligaments  may  attend  spontaneous  inversion  of  the  uterus. 

E.  Clemensen  relates*  a  case  of  complete  inversion,  in 
which  the  uterus  separated  by  gangrene.  A  woman  at  fifty 
had  borne  two  children,  the  last  thirteen  years  ago.  Some 
eight  years  ago  she  observed  that  the  uterus  prolapsed  (it  was 
probably  inverted).  A  profuse  haemorrhage  took  place.  The 
uterus  was  then  found  completely  inverted  between  the  thighs, 
the  size  of  two  fists.  In  several  spots  lacerations  were  observed 
extending  into  the  muscular  tissue.  Some  days  later  the 
uterus  seemed  diminished  in  size  ;  irritative  fever  set  in ;  gan- 
grene showed  itself  in  the  left  side  of  the  uterus.  The  uterus 
contracted  more  and  more.  At  last  only  the  orifice  remained 
as  a  scar.  The  woman  recovered.  Clemensen  attributes  the 
origin  of  the  inversion  to  the  altered  texture  of  the  organ, 
resulting  from  fatty  regression  after  labour. 

In  recent  inversion  death  has  ensued  from  strangulation  of 
intestine  in  the  uterus.  Grerard  de  Beauvais  relates  a  case 
(Acad,  de  Medecine,  1843).  But  such  a  termination  can  hardly 
occur  when  the  inversion  has  become  chronic.  It  is  a  remark- 
able circumstance  that  notwithstanding  the  extreme  difficulty 
experienced  in  reducing  an  inverted  uterus,  it  very  rarely 
happens  that  the  constriction  of  the  os  is  sufficient  to  close  the 
inverted  cavity,  or  that  adhesion  exists.  Commonly  the  finger 
is  readily  admitted,  and  even  through  the  abdominal  wall  a 
passage  into  the  cavity  may  be  felt. 

*  Hospital  Tidende,  1865. 
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Sometimes,  the  uterus  being  irreducible,  death  ensues  from 
hsemorrhage,  as  in  a  case  described  in  St.  Bartholomew's  Cata- 
logue (specimen  No.  32.56),  and  reported  by  Dr.  West  (Patho- 
logical Proceedings,  vol.  iii).  "Uterus  entirely  inverted,  with 
the  exception  of  the  os,  which,  however,  does  not  cause  any 
constriction,  the  finger  passing  easily  between  it  and  the  uterine 
wall.  The  openings  of  Fallopian  tubes  not  discovered.  The  peri- 
toneum at  the  point  of  inversion  is  thickened  and  uneven,  the 
insertions  of  the  uterine  appendages  are  drawn  into  the  cul-de- 
sac  of  inverted  uterus.  This  inversion  was  irreducible,  and  the 
displacement  of  the  uterus  caused  death  in  consequence  of  fre- 
quently recurring  hemorrhage  twenty-nine  months  after  its 
occurrence." 

A  remarkable  termination  is  illustrated  in  the  following  case,  of 
which  the  specimen  is  preserved  in  the  London  Hospital  (No.  Ea 
57).  "  Uterus  perforated  at  its  fundus  by  disease.  Its  mucous 
membrane  appears  to  have  been  everywhere  destroyed,  and  at  its 
fundus  is  an  aperture  the  size  of  a  shilling."  Dr.  Ramsbotham 
thus  refers  to  it :  "  Ulceration  having  commenced  in  the  whole 
lining  membrane  of  the  uterus  has  almost  destroyed  the 
uterine  texture,  and  has  formed  an  opening  into  the  peritoneal 
cavity.  The  uterus  is  turned  inside  out.  Epithelial  carcinoma 
of  the  internal  uterine  membrane.  I  have  seen  only  one  other 
such  case." 

Crosse  says,  "there  is  not  a  shadow  of  evidence  of  total 
inversion  in  the  strict  sense  replacing  itself  spontaneously."  A 
few  cases,  as  those  related  by  Boyer  (Maladies  Chirurgicales) 
and  Baudelocque  (Daillez,  These)  are  examples  of  reduction 
following  external  force  in  the  form  of  a  blow  or  succussion. 
Dr.  Meigs,  nevertheless,  relates  several  cases.  Of  such  cases 
Dr.  West  remarks  that  "  it  is  easier  to  conceive  that  an  experi- 
enced man  should  commit  an  error  of  diagnosis,  than  to  under- 
stand how  any  efforts  of  Nature  could  cure  a  chronic  inversion 
of  the  womb."  The  error  may  be  one  of  the  two  following — 
either  the  turn  our  was  a  polypus,  which  has  disappeared  by  being 
spontaneously  cast  off,  or  it  was  a  true  inverted  uterus,  which 
has  been  separated  by  sloughing,  and  cast  off  in  like  manner. 

In  some  instances  the  subject  of  inversion  has  evinced  more 
or  less  perfect  toleration  of  her  infirmity.  This  was  the  result 
in  a  case  reported  by  Guy  on  (Journ.  de  Chir.  et  de  Med.,  prat. 
1861),  in  which  inversion  had  existed  twenty  years  without 
alteration  of  health ;  in  one  by  Dr.  Comstock  (Boston  Med. 
and  Surg.  Journ.,  vol.  viii.),  the  patient  followed  her  occupation 
as  a  dairy  maid  ;  in  one  by  Dewees  (Midwifery),  she  was  enjoy- 
ing good  health  ten  years  after  the  accident ;  in  one  by  Rams- 
botham,  the  patient  regained  flesh,  her  health  became  good  ;  in 
one  by  Lisfranc  (Clin.,  Chir.,  1843),  he  examined  the  body  of 
an  old  woman  at  the  Salpetriere,  the  uterus  was  completely 
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inverted,  it  had  not  been  suspected  during  life  ;  in  one  by  Dr. 
C.  H.  Lee  (American  Journ.  of  Med.  Sc.,  1860)  inversion 
remained  undetected  for  twenty-five  years,  ablation  was  given 
up,  the  patient  was  so  well ;  in  other  cases  referred  to  by  Gregory 
Forbes,*  in  one  reported  by  Dr.  "Woodman  (Obstet.  Trans., 
vol.  ix.,)  brought  to  the  London  Hospital  whilst  I  was  obstetric 
physician  there,  and  in  Dr.  Mackenzie's  case  (see  Fig.  135) 
toleration  was  established. 

When  reduction  has  been  effected,  the  uterus  may  recover  its 
function,  and  pregnancy  ensue.  There  is  also  a  probability,  not 
indeed  high,  but  suggesting  caution,  that  inversion  will  again 
take  place  during  labour.  For  a  long  time  after  replacement 
the  cavity  of  the  uterus  probably  remains  shorter  than  normal. 
The  thickened  walls  take  time  to  resume  their  natural  condi- 
tion. I  state  this  from  the  observation  of  a  case  reduced  by 
myself.  This  depends  no  doubt  in  some  instances  upon  the 
reduction  being  imperfect,  the  fundus  remaining  in  the  state 
of  depression,  or  squatting. 

The  prognosis  must  always  be  serious.  Weber  truly  calls 
inversion  "  malum  ingens  periculique  plenum."  Crosse,  who  has 
shown  the  greatest  industry  in  the  collection  of  cases,  says  that 
above  one-third  of  all  the  cases,  under  whatever  circumstances, 
or  in  whatever  degree  they  occur,  prove  fatal  either  very  soon, 
or  within  one  month.  He  analysed  109  fatal  cases.  Seventy- 
two  proved  fatal  within  a  few  hours,  most  of  them  within  half 
an  hour ;  eight  cases  proved  fatal  in  from  one  to  seven  days  ; 
and  six  in  from  one  to  four  weeks.  If  the  patient  survive  a 
month,  the  case  is  chronic,  and  the  immediate  danger  is  small. 
But  the  danger  recommences  at  eight  or  nine  months,  when  the 
menstrual  function  is  resumed.  Many  of  these  will  die  within 
two  years.  If  the  inversion  take  place  suddenly  and  com- 
pletely, the  uterus  remaining  flaccid,  the  danger  is  extreme  ;  if 
it  take  place  slowly,  that  is,  under  spontaneous  uterine  action, 
the  danger  is  less. 

As  to  the  prospect  of  reduction,  a  much  more  favourable 
expectation  than  was  lately  held  is  justified  by  the  improved 
methods  of  treatment ;  and  reduction  will  diminish  the  mortality. 
Denman  thought  that  if  two  hours  had  elapsed,  reduction  could 
not  be  effected.  But  more  recent  experience  has  abundantly 
proved  that  both  in  the  recent  and  chronic  cases  reduction  can 
in  the  great  majority  of  instances  be  accomplished.  If  the 
patient  survive  the  first  dangers  of  shock  and  haemorrhage  the 
prospect  of  recovery  under  surgical  treatment  is  good. 

The  diagnosis  is  especially  important ;  it  is  not  always  easy ; 
and  the  most  deplorable  consequences  have  followed  from  error. 
M.  A.  Petit  had  a  patient  in  the  hospital  at  Lyons.  Six  surgeons 

*  Medico-Chirurgical  Transactions,  vol.  xxxv. 
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decided  that  it  was  polypus,  and  a  ligature  was  applied.  A 
shriek  caused  suspicion  of  inversion ;  the  ligature  was  removed  ; 
but  the  woman  died  at  the  end  of  five  days.  On  examination 
inversion  was  found.  Dr.  Wm.  Hunter  tied  what  he  thought 
was  a  polypus  in  a  young  woman  who  said  she  had  never  been 
pregnant.    She  died  ;  the  uterus  was  found  inverted. 

Dubois  (Dictionnaire  de  Med.,  1846)  says  he  knew  of  two 
cases  of  inversion  mistaken  for  polypus  by  two  of  the  most 
skilful  surgeons  in  Paris.  In  one  case  a  ligature  was  put  on  ; 
the  patient  died  in  thirty-six  hours. 

In  the  presence  of  the  recent  accident  the  most  frequent 
mistakes  have  been  to  suppose  the  mass  is  a  second  placenta,  or 
the  head  of  a  second  foetus.  The  forceps  has  been  applied  to 
the  inverted  uterus  to  drag  it  away. 

The  diagnosis  is  especially  difficult  when  inversion  is  com- 
plicated with  polypus.  The  polypus  may  be  detected,  but  not 
the  inversion,  and  a  ligature  applied  to  the  polypus  may 
include  a  portion  of  the  uterus.  Grooch  relates  ("  Diseases  of 
Women")  the  following  case  : — Dr.  Denman  passed  a  ligature 
round  a  polypus  of  the  fundus ;  as  soon  as  he  tightened  it,  he 
produced  pain  and  vomiting.  As  soon  as  the  ligature  was 
slackened,  these  symptoms  ceased  ;  but  whenever  he  attempted 
to  tighten  it,  the  pain  and  vomiting  returned  ;  the  ligature  was 
left  on,  but  loose  ;  the  patient  died  about  six  weeks  afterwards, 
and  on  opening  the  body  it  was  discovered  that  the  uterus  was 
inverted,  and  that  the  ligature  had  included  the  inverted  portion. 

The  following  case  occurred  to  Dr.  Grooch  at  Bartholomew's 
in  1828  : — The  patient  had  been  delivered  by  forceps  six 
months  before.  When  standing,  a  large  tumour  protruded 
externally,  but  could  easily  be  replaced.  The  os  uteri  could 
not  be  felt.  The  ligature  was  applied  round  what  was  sup- 
posed to  be  the  stalk  of  the  tumour :  it  occasioned  little  pain 
when  first  applied,  but  towards  evening  pain  became  so  severe 
as  to  resemble  labour.  She  died  on  the  fifteenth  day  after  the 
operation.  The  uterus  was  of  natural  size  and  structure.  The 
tumour  grew  from  the  orifice  of  the  uterus  all  round,  so  as  to 
be  continuous  with  the  cervix,  and  to  make  it  impossible  to 
say  where  the  neck  of  the  uterus  ended  or  the  stalk  of  the 
tumour  began.  The  ligature  had  included  the  projecting  neck 
of  the  uterus.  The  posterior  part  had  occasioned  ulceration 
into  the  cavity  of  the  peritoneum.  There  was  no  inflammation 
of  the  peritoneum. 

The  diagnosis  has  to  be  made  under  the  two  different  cir- 
cumstances of  recent  occurrence  and  chronicity.  In  the  first 
case  the  history  furnishes  useful  indications.  The  sudden  sense 
of  injury  and  shock,  following  labour,  suggests  immediate 
exploration.  Negative  and  positive  signs  concur  in  pointing  to 
a  conclusion.   In  the  first  place  the  uterus  is  not  felt,  as  it  ought 
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to  be,  a  firm,  round  ball  behind  the  pubes.  On  pressing  the  hand 
firmly  into  the  pelvic  cavity  from  above  downwards,  behind  the 
symphysis,  a  vacuum  is  felt.  Keeping  the  hand  in  this  situation, 
the  fingers  of  the  other  hand  are  passed  into  the  vagina,  and  there 
a  mass  rounded,  soft,  or  firm  is  felt.  The  relations  and  position 
of  this  mass  are  clearly  defined  between  the  two  hands.  If  the 
placenta  is  attached,  the  uterus  is  obscured  by  it.  But  bared, 
the  diagnosis  will  be  cleared  up,  if  the  finger  is  carried  all  round 
the  mass  up  to  its  insertion.  On  pressing  the  mass  upwards  as 
in  attempt  to  replace  it,  the  fingers  exploring  through  the  abdo- 
minal wall  will  sink  into  a  pit  formed  by  the  disappearance  of 
the  uterus  through  its  os.  Then  the  finger  in  the  vagina  explor- 
ing the  root  or  insertion  of  the  tumour  comes  to  a  circular  furrow 
at  the  fundus  of  the  vagina,  and  a  prominent  ring,  which  is  the 
os  uteri.  If  the  inversion  be  not  complete,  the  finger,  or  more 
easily  the  uterine  sound,  will  pass  a  little  way  between  the  ring 
formed  by  the  os  and  the  pedicle  of  the  tumour.  If  the  inver- 
sion is  complete,  only  the  furrow  will  be  felt.  If  the  inversion 
has  been  followed  by  prolapse  of  the  mass  beyond  the  vulva 
the  exploration  is  easier,  as  the  tumour  may  then  be  felt  con- 
tinuous by  its  origin  with  the  inverted  vagina.  It  may  also 
be  seen.  Its  aspect  is  that  of  a  florid  tumour  with  a  very 
vascular  velvety  surface,  easily  bleeding  on  the  slightest 
touch,  or  if  the  presenting  part  be  that  to  which  the  placenta 
had  grown,  it  is  uneven,  of  a  dark  hue,  with  placental  shreds 
or  coagula  attached  to  it.  The  tumour  is  painful  to  the  touch. 
Any  attempt  to  drag  upon  it  causes  a  sensation  described  by 
the  patient  as  if  her  inside  were  being  pulled  out.  Pain  is 
also  felt  down  the  legs.  Vomiting  is  likely  to  occur.  In  size 
the  tumour  may  equal  a  child's  head,  or  it  may  be  no  larger 
than  a  fist.  A  crucial  test  is  the  alternation  of  the  mass  from 
contraction  to  dilatation.  This  vital  act  inducing  characteristic 
changes  of  size  and  consistence  pertains  to  the  uterus  alone. 

The  diagnosis  from  polypus  is  not  always  easy.  A  poly- 
pus may  complicate  pregnancy.  Pregnancy  usually  causes 
an  intra-uterine  polypus  to  grow  at  an  accelerated  ratio.  After 
the  birth  of  the  child,  the  polypus  will  be  extruded,  perhaps 
dragging  the  fundus  uteri  a  little  with  it,  thus  simulating,  if 
not  producing,  a  minor  degree  of  inversion.  To  distinguish 
this  from  inversion  it  must  be  remembered  that  polypus  thus 
appearing  after  labour  is  actually  even  more  rare  than  inver- 
sion. The  probability,  therefore,  of  inversion  ought  to  operate 
with  at  least  equal  force  upon  the  mind  of  the  surgeon.  The 
chief  points  of  distinction  are :  that  a  polypus  is  not  sensitive ; 
it  does  not  change  its  form  or  size ;  it  does  not  contract  or 
relax.  Its  expulsion  does  not  produce  severe  shock.  In  form 
and  size  polypus  may  resemble  inversion,  but  it  differs  in 
relation  to  other  parts.    It  is  quite  possible  that  the  placenta 
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may  have  been  partially  attached  to  the  surface  of  the  polypus; 
it  will  then  exhibit  placental  shreds  and  clots  like  the  uterus. 
The  finger  and  sound  must  be  relied  upon  to  make  the  case 
manifest.  The  hand  outside  will  discover  the  uterus  in  situ 
behind  the  pubes.  The  finger  in  the  vagina  will  travel  round 
the  polypus,  between  it  and  the  ring  of  the  os  uteri  which 
embraces  it.  If  the  attachment  of  the  tumour  is  to  the  cervix, 
the  pedicle  will  be  felt  on  one  side  of  the  circumference,  whilst 
in  the  other  parts  the  finger  or  sound  will  pass  several  inches 
beyond  into  the  cavity  of  the  uterus.  If  the  attachment  is  at 
the  fundus,  then  the  sound  will  pass  all  round. 

A  case  lately  occurred  in  London  in  which  the  recently- 
inverted  uterus  was  mistaken  for  a  polypus.  Extreme  exhaus- 
tion from  haemorrhage  ensued,  for  which  transfusion  was  suc^ 
cessfully  employed  by  Dr.  Aveling,  who  also  detecting  the  true 
cause  of  the  hemorrhage,  restored  the  uterus  on  the  third  day. 

The  difficulty  of  distinguishing  inversion  in  the  chronic  state 
from  polypus  is  greater.  Yelpeau  having  in  error  tied  an 
inverted  uterus,  said,  "  I  know  too  well  that  there  are  cases  in 
which  doubt  is  the  only  rational  opinion."  Soon  after  the 
accident  the  uterus  diminishes  greatly  in  bulk,  becomes  harder, 
perhaps  less  sensitive,  and,  in  these  features,  more  nearly 
resembles  polypus.  But  setting  the  history — always  a  falla- 
cious diagnostic  element— apart,  the  means  of  discrimination 
are  satisfactory.  The  speculum  may  reveal  the  oozing  of  the 
menstrual  fluid.    In  other  respects  its  use  is  doubtful. 

The  sound  (Simpson,  Edin.  Med.  Journ.,  1843)  is  of  more 
value.  "  If  it  passes  two  inches  and  a  half  or  more  beyond 
the  edge  of  the  cervix,  the  disease  is  not  inversion  of  the 
fundus  ;  if  it  cannot  pass  at  any  point  around  the  stem  of  the 
tumour  to  a  greater  extent  than  about  one  inch,  the  uterine 
cavity  may  be  considered  as  shortened  by  inversion."  The 
inverted  uterus  is  flattened  anteriorly  and  posteriorly;  its 
largest  point  is  lowest ;  it  diminishes  very  gradually,  present- 
ing a  comparatively  large  neck  at  its  highest  part,  where  it  is 
encircled  by  the  inverted  cervix,  if  the  inversion  is  not  complete, 
and  by  a  thickened  ring  or  ridge  if  complete.  The  size  of 
the  inverted  uterus  is  scarcely  larger,  and  is  often  smaller,  than 
in  the  natural  state.  Herbiniaux  placed  so  much  stress  upon 
this  as  to  affirm  "  that  if  the  tumour  be  so  large  as  to  distend 
the  vagina  and  prevent  your  getting  at  the  os  uteri,  it  may  be 
boldly  pronounced  polypus,  and  not  a  partial  inversion,  which 
is  always  of  small  size,  and  fills  the  vagina." 

The  form  of  the  tumour  has  been  thought  to  offer  distinctive 
characters.  S.  Cooper  described  the  inverted  uterus  as  forming 
a  mass  wider  or  as  wide  above  at  its  origin  as  at  its  most 
dependent  part,  whereas  in  polypus  the  neck  is  narrower.  This 
is  often  true,  but  not  constantly  so  ;  and  it  would  not  be  safe  to 
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rely  upon  a  variable  sign.  J.  Gr.  Forbes  describes  a  case  of 
complete  inversion  of  eighteen  months'  standing,  in  which  the 
tumour  close  to  the  os  was  four  inches  and  a  quarter  in  circum- 
ference ;  this  was  the  widest  part.  This  seems  to  be  more 
especially  the  character  of  incomplete  inversion.  In  many 
cases  of  complete  inversion  the  upper  part  is  narrowed  so  as  not 
to  be  distinguished  in  this  respect  from  many  polypi.  This 
was  the  condition  in  two  cases  observed  by  myself. 

A  sign  insisted  upon  by  Crosse  is  the  feeling  the  stretched 
round  ligaments  within  the  tumour  (inverted  uterus),  and  pain 
being  produced  in  the  groins  on  lowering  the  tumour  a  little  so 
as  to  render  the  tension  greater.  To  this  I  would  add  that  by 
drawing  the  tumour  well  down  by  a  vulsellum  or  a  noose  (see 
Fig.  137,  p.  735),  the  insertion  of  the  root  in  the  vaginal  roof 
being  put  on  the  stretch,  the  continuity  of  the  two  parts  is  made 
manifest. 

Malgaigne  advises  the  following  method  :  Introduce  a  male 
catheter  into  the  bladder,  direct  its  end  downwards  and  back- 
wards, so  that,  carrying  the  coats  of  the  bladder  before  it,  it  may 
enter  the  peritoneal  cul-de-sac  formed  by  the  inversion,  and  be 
felt  by  the  finger  in  the  vagina  through  the  coats  of  the  inverted 
organ.  Another  method  is  this :  The  catheter  in  the  bladder, 
direct  the  end  backwards  so  as  to  bring  it  to  project  in  the  rec- 
tum where  a  finger  will  feel  it  with  only  the  coats  of  the  rectum 
and  bladder  intervening ;  but  if  the  firm  resisting  uterus  be  there, 
the  end  of  the  catheter  will  not  be  felt.  Digital  examination  by 
the  rectum  will  also  enable  the  surgeon  to  explore  the  tumour  in 
the  vagina  more  fully.  Often  the  end  of  the  finger  will  get  above 
the  tumour,  thus  completely  exploring  it.  If  the  uterus  be  in  its 
place,  it  may  thus  be  felt  between  the  finger  in  the  rectum  and 
the  finger  of  the  other  hand  pressed  down  behind  the  pubes.  If 
the  uterus  be  inverted,  then  the  vacuity  above  the  tumour  felt- 
in  the  vagina  will  indicate  that  this  tumour  is  the  uterus.  This 
mode  of  exploration  should  never  be  omitted.  Dubois  takes 
occasion  to  say  that  the  mistakes  he  refers  to,  in  which  death 
occurred  from  ligaturing  an  inverted  uterus,  would  not  have 
been  made  if  exploration  by  catheter  in  bladder  and  finger  in 
rectum  had  been  resorted  to.  Where  doubt  exists  there  is  still 
another  mode  of  exploration  which  gives  absolute  evidence. 
Under  chloroform  the  hand  may  be  passed  into  the  rectum,  so 
that  the  fingers  may  feel  above  the  tumour  and  completely  com- 
mand its  whole  contour.  The  operation  is  not  very  difficult, 
and  if  carefully  performed  no  injury  will  result. 

An  intra-uterine  polypus  sessile  on  a  broad  basis  may  simu- 
late partial  inversion.  The  diagnosis  will  be  established  by 
the  hand  outside  feeling  the  unimpaired  rotundity  of  the  uterine 
fundus  in  the  first  case ;  and  the  cup-shaped  depression  on  its 
sphere  in  the  second  case.    The  sensitiveness  of  the  inverted 
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uterus  furnishes  indications.  Thus  Gueniot  (Arch.  Gen.  de 
Medecine,  1868)  recommends  acupuncture  of  the  tumour  to 
test  this  property.  But  it  must  be  confessed — at  least,  I  make 
this  admission  on  my  own  behalf — that  the  sensitiveness  of  the 
inverted  uterus  has  been  more  distinctly  revealed  by  applying 
a  ligature  or  wire  around  its  neck  with  a  view  to  removal  for 
a  polypus.  Eegarding  this  fact,  and  the  associated  fact,  that 
a  polypus  is  not  sensitive,  I  have  insisted  upon  the  rule  that 
patients  should  never  be  submitted  to  anaesthesia  for  the  removal 
of  a  polypus.  Pain  may  give  the  last  warning,  and  save  the 
patient  at  the  last  moment. 

The  diagnosis  from  prolapse  of  the  uterus  and  vagina  ought 
not  to  be  doubtful.  The  presence  of  the  os  uteri  at  the  lowest 
point  of  the  tumour,  admitting  the  sound  for  a  distance  of  two 
and  a  half  inches  or  more,  at  once  decides  the  existence  of 
prolapsus. 

The  difficulty  of  diagnosis  has  been  felt  even  in  the  presence 
of  the  parts  put  up  in  spirit.  Thus  Crosse,  by  further  dissection, 
proved  that  a  specimen,  which  for  years  had  passed  for  one  of 
inversion  in  the  Glasgow  museum,  was  in  reality  one  of  polypus 
growing  from  and  perfectly  occluding  the  os  uteri.  He  pleads 
with  pardonable  urgency  that  the  mode  of  putting  up  these 
specimens  is  bad ;  and  that  the  tumour  ought  to  be  slit  open 
by  a  longitudinal  cut  so  as  to  expose  the  cavity  and  its  contents. 

I  possess  a  wax-model  taken  from  a  patient  who  came  under 
my  care  in  the  London  Hospital.  There  was  a  procident  mass 
outside  the  vulva  which  was  for  some  time  taken  to  be  a  fibroid 
tumour  attached  to  the  fundus  of  the  inverted  uterus.  It  was 
only  after  prolonged  examination  that  a  small  opening,  seated 
in  the  angle  of  junction  of  the  tumour,  was  discovered  by  means 
of  the  sound  to  be  the  os  uteri.  The  tumour  had  grown  by  a 
broad  basis  to  the  cervix,  and  had  caused  not  inversion  but 
prolapsus.  The  model  is  figured  in  the  Obstetrical  Trans.,  vol.  iii. 

What  has  been  said  will  indicate  some  of  the  principles  of 
treatment.  Attempts  to  reduce  should  be  made  as  early  as 
possible ;  but  success  should  never  be  despaired  of.  In  the 
recent  accident  we  may  or  may  not  have  the  attached  placenta 
complicating  the  case.  Should  we  first  detach  the  placenta? 
If  we  do,  we  lose  a  little  time.  If  we  do  not,  there  is  the 
greater  bulk  to  pass  back  through  the  os  uteri.  I  believe  it  is 
the  better  practice  to  get  rid  of  the  complication  first.  To  effect 
it,  look  for  the  margin  of  the  placenta,  insinuate  one  or  two 
fingers  between  it  and  the  globe  of  the  uterus ;  supporting  this 
organ  by  the  other  hand,  continue  to  peel  off  the  placenta  by 
sweeping  the  fingers  along.  When  it  is  wholly  detached, 
proceed  to  reduction.  The  mode  of  manipulation  must  vary 
according  to  circumstances.  If  the  uterus  is  large,  flabby,  and 
the  cervix  dilated,  it  may  be  quickly  replaced  by  depressing 
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the  fundus  with  the  fingers  gathered  into  a  cone,  and  carrying 
the  hand  onwards  through  the  os.  Lazzati  recommends  to 
apply  the  closed  fist  to  the  fundus.  This  is  better  than  the 
fingers  which,  as  he  truly  says,  might  perforate  the  uterine  wall. 
In  executing  this,  two  things  must  on  no  account  be  omitted : 
one  is  to  support  the  uterus  by  the  other  hand  pressing  firmly 
down  upon  it  from  above  the  symphysis  pubis  externally,  lest 
we  lacerate  the  vagina  ;  the  other  is  to  observe  the  course  of  the 
pelvic  axes,  and  the  form  of  the  pelvic  brim.  Pressure  will 
first  be  made  a  little  backwards  towards  the  hollow  of  the 
sacrum ;  then  the  direction  must  be  forwards  to  the  brim,  and 
at  the  same  time  to  one  side  so  as  to  avoid  the  sacred  promontory, 
as  in  attempts  to  reduce  a  retroverted  gravid  uterus,  failure  has 
often  ensued  from  not  understanding  this  latter  point.  It  was 
first,  I  believe,  pointed  out  by  Dr.  Skinner,  of  Liverpool.  I  can 
testify  to  the  value  of  the  rule  from  personal  experience.  By 
attention  to  it  mainly,  I  was  enabled  to  reduce  a  uterus  in 
fifteen  minutes  which  had  been  inverted  for  ten  days,  defying 
repeated  efforts  of  other  practitioners.  The  patient  made  a  good 
recovery.  When  reduction  has  been  completed,  the  hand  fol- 
lowing the  receding  fundus  will  occupy  the  cavity  of  the  uterus, 
and  the  organ  will  be  grasped  between  the  hand  inside  and  the 
hand  supporting  outside.  The  opportunity  should  be  taken  to 
induce  contraction,  by  pressure  externally,  and  by  excitation 
internally.  But  I  would  not  withdraw  the  hand  from  the  cavity, 
lest  re-inversion  take  place,  until  I  had  taken  the  following 
further  security.  Pass  up  along  the  palm  of  the  hand  an 
uterine  tube  connected  with  a  Higginson's  injecting-syringe ; 
throw  up  by  means  of  this  six  or  eight  ounces  of  a  mixture 
composed  of  equal  parts  of  the  strong  solution  of  perchloride  of 
iron  (Brit.  Pharm.  1867)  and  water,  so  as  to  bathe  the  whole 
inner  surface  of  the  uterus.  The  effects  of  this  are  to  instantly 
constringe  the  mouths  of  the  vessels,  to  stop  bleeding,  to  excite 
uterine  contraction,  and  to  corrugate  the  tissues.  When  this 
state  is  induced  there  is  safety.  Or  the  styptic  may  be  applied 
by  swabbing  by  means  of  a  pledget  of  cotton  or  sponge  carried 
on  a  probang. 

If  uterine  action  be  present,  especially  if  the  cervix  and  os 
are  constringing  the  inverted  part,  the  difficulty  is  greater,  and 
it  is  no  longer  judicious  to  commence  by  pushing  in  the  fundus. 
As  Dr.  McClintock  ("  Diseases  of  Women,"  1863)  has  well 
shown,  to  do  this  is  to  double  the  inflexion  of  the  uterine  walls, 
and  thus  to  double  the  thickness  of  the  mass  that  has  to  pass 
through  the  os.  He  advocates  the  method  practised  by  Mont- 
gomery which  consists  in  regarding  the  inversion  as  a  hernia, 
and  in  replacing  that  part  first  which  came  clown  last.  The 
tumour  must  be  grasped  in  its  circumference  near  the  constrict- 
ing os ;  firmly  compressing  it  towards  the  centre ;  and  at  the 
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same  time  pushing  it  upwards,  forwards,  and  to  one  side.  The 
pressure  must  be  steadily  kept  up,  as  it  is  sustained  pressure 
that  wears  out  the  resistance  of  the  os.  After  a  time  the  os  is 
felt  to  relax,  the  part  nearest  is  pushed  through,  and  then 
generally  suddenly  the  body  and  fundus  spring  through.  Two 
things  facilitate  this  operation :  chloroform  and  a  semi-prone 
position  of  the  patient. 

In  recent  inversion  reduction  has  been  effected  by  the  aid  of 
cold  irrigation.  Dr.  Ch.  Martin,  of  Orleans  relates  (Graz.  des 
Hop.,  1853)  a  case  in  which  success  attended  this  method  on 
the  thirteenth  day.  Probably  continuous  cold  irrigation  may  be 
found  useful  in  cases  of  even  longer  duration. 

If  the  opportunity  of  reducing  within  a  few  hours  or 
days  be  lost,  the  difficulty  increases  through  advancing  invo- 
lution of  the  uterus  and  contraction  of  the  os.  Still  the  same 
manipulation  may  be  attempted.  We  must  act  steadfastly 
in  the  faith  that  pressure  sufficiently  long  kept  up  upon  the  os 
uteri  will  cause  it  to  yield.  It  is  really  a  question  of  time — too 
long  a  time  indeed  for  the  hand  of  the  surgeon  to  work — but 
not  for  other  mechanical  appliances.  Dr.  Tyler  Smith  is  entitled 
to  the  credit  of  proving  this  point  by  success  (Med.  Chir.  Trans., 
1858).  In  a  case  of  inversion  of  twelve  years'  standing  he 
effected  reduction  by  maintaining  pressure  upon  the  tumour 
and  thus  upon  the  os  by  an  air-pessary  during  several  days. 
Pridgin  Teale  (Med.  Times  and  Gaz.,  1859)  reduced  an  inversion 
of  six  months  by  the  air-pessary  in  three  days.  Dr.  C.  West  (Med. 
Times  and  Graz.,  1859)  by  similar  means  reduced  an  inversion 
of  a  year's  standing.  Dr.  Bockenthal  (Monatsschr.  f.  Geburtsk., 
1860)  succeeded  in  six  days  in  reducing  an  inversion  which 
had  lasted  six  years.  Mr.  James  Hakes  (Liverpool  Med.  and 
Surg.  Reports,  1868)  by  same  means  reduced  a  chronic  inver- 
sion in  fourteen  days.  Dr.  Schroeder,  of  Bonn,  (Berlin  Klin. 
Wochnschr.,  1868)  thus  reduced  an  inversion  of  two  years.  And 
latterly  (1869),  Mr.  Lawson  Tait,  on  my  suggestion,  effected 
reduction  in  the  same  manner.  The  last  woman  died ;  but  her 
case  was  already  desperate.  Borggreve,  indeed,  had  applied 
the  same  principle.  He  used  a  stem  eight  inches  long  with  an 
egg-shaped  knob  which  he  fitted  to  the  inverted  fundus,  and 
held  it  in  gentle  pressure  by  a  T-bandage.  In  three  days  the 
uterus  was  returned.  Dr.  Marion  Sims  relates  an  interesting 
instance  of  the  influence  of  constant  pressure.  A  stem-pessary 
with  an  external  support,  after  pressing  for  some  days  upon  the 
inverted  fundus,  was  found  to  be  taken  up  into  the  inside  of  the 
re-inverted  uterus,  the  os  having  yielded  and  allowed  both  to 
pass  in  together. 

Courty  ("  Maladies  de  l'Uterus,"  1866)  relates  a  case  in  which 
inversion  had  existed  ten  months,  inducing  repeated  haemor- 
rhage and  extreme  debility.    He  reduced  it  in  the  following 
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manner.  The  uterus  was  dragged  outside  the  vulva  by 
Museux's  vulsellum ;  then,  the  index  and  middle  finger  of  the 
right  hand  were  passed  into  the  rectum,  and  hooked  forward 
over  the  neck  of  the  uterus ;  then  the  uterus  was  seized  with 
the  left  hand,  and  passed  back  into  the  vagina  ;  still  holding  the 
neck  hooked  down,  the  fundus  of  the  uterus  was  turned  so  as 
to  look  forwards  to  the  pubes,  the  neck  turned  to  the  sacrum. 
The  fingers  in  the  rectum  separating,  rest  firmly  in  the  angular 
sinuses  formed  by  the  utero-sacral  ligaments  ;  then  the  thumb 
and  index  of  the  left  hand  pressing  on  the  pedicle  of  the  tumour 
gradually  increase  the  depth  of  the  utero-cervical  groove.  The 
two  hands  acting  thus  in  concert,  the  uterus  was  reduced  with- 
out violence  in  a  few  minutes.  He  had  failed  with  the  air- 
pessary  ;  the  patient  could  not  bear  it.  He  cites  Barrier  (Bull, 
de  l'Acad.,  1862)  as  having  reduced  a  case  of  fifteen  months' 
standing,  who  found  a  point  d'appui  by  pushing  the  neck  of  the 
uterus  against  the  sacrum.  Dr.  Emmet  (Amer.  Journ.  of 
Med.  Sci.,  1866)  succeeded  in  the  following  manner :  he  passed 
his  hand  within  the  vagina,  and  whilst  the  fundus  uteri  rested 
in  the  palm,  the  five  fingers  were  made  to  encircle  the  portion 
within  the  cervix,  as  near  as  possible  to  the  seat  of  inversion ; 
whilst  the  portion  was  thus  firmly  grasped,  it  was  pushed 
upwards,  and  the  fingers  were  immediately  afterwards 
expanded  to  their  utmost.  This  manipulation,  with  the  aid 
of  the  other  hand  over  the  abdomen,  was  persevered  in  until 
the  fundus  had  passed  within  the  os  uteri.  The  advance 
gained  was  in  proportion  to  the  amount  of  dilatation  accom- 
plished by  the  spreading  of  the  fingers,  thus  increasing  the 
transverse  diameter  of  the  uterus,  and  shortening  its  long 
diameter.  "When  the  reduction  had  so  far  advanced  that  the 
fingers  could  not  be  passed  fully  up  to  the  seat  of  the  inversion, 
steady  pressure  was  applied  to  the  fundus  by  the  tips  joined 
together,  whilst  an  increased  effort  was  made  by  the  hand  out- 
side to  roll  out  the  parts  by  sliding  the  abdominal  parietes  over 
the  edge  of  the  funnel. 

It  has  happened  in  several  cases  that  only  partial  reduction 
could  be  effected ;  that  is,  the  body  would  return  through  the 
cervix  in  a  doubled  form,  the  fundus  still  being  depressed,  and 
presenting  just  above  the  cervix.  In  such  cases,  continuous 
steady  support  by  a  cup-shaped  pessary  or  the  end  of  a  stethe- 
scope,  may  in  time  complete  the  restoration.  This  difficulty 
has  been  met  in  an  ingenious  way  by  Dr.  Emmet,  He  effected 
the  closure  of  the  os  externum  by  silver  sutures,  so  that  the 
fundus  imprisoned  in  the  cavity  of  the  neck  tends  to  dilate  the 
constriction  near  the  os  internum.  At  a  subsequent  period  the 
stitches  are  removed,  and  the  taxis  is  practised  again. 

Dr.  Emil  Noeggerath,  of  New  York,  has  described  a  method 
of  taxis  which  deserves  attention.    "  It  consists  in  compressing 
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the  uterine  body  opposite  to  each  horn,  so  as  to  indent  one  of 
these,  and  thus  offer  to  the  cervical  canal  a  wedge,  which 
passes  up,  and  is  followed  rapidly  by  the  other  horn,  and  the 
whole  body."  Thomas  reports  that  he  has  practised  this 
manoeuvre  on  two  occasions  with  success. 

From  time  to  time  a  method  which  may  be  described  as  the 
forcible  taxis  has  been  employed.  Of  late  years  a  proposition 
has  been  made,  supported  by  several  distinguished  American 
physicians,  to  admit  this  method  to  a  recognised  place  in  the 
treatment  of  chronic  inversion.  The  fact  that  death  after 
rupture  of  the  uterus  or  vagina  has  several  times  been  the 
consequence  of  forcible  taxis  should  alone  be  sufficient  to  dis- 
credit the  method.  No  number  of  successes  ought  to  out- 
weigh failure  so  deplorable.  Forcible  reposition  has  been 
attempted  either  by  the  hand  alone  or  by  aid  of  a  repoussoir^ 
that  is,  some  kind  of  blunt  instrument  of  wood  or  ivory. 
Depaul  (Graz.  des  Hop.,  1851)  used  a  repoussoir  in  a  case 
eleven  days  after  labour.  The  patient  died  in  a  few  days  from 
rupture  of  the  uterus.  Laceration  has  also  occurred  in  several 
cases  in  America. 

It  is  true  that  success  restores  the  woman  to  her  former 
integrity,  but  the  penalty  of  failure  to  return  the  uterus  is  not 
infrequently  death.  The  part  will  not  sustain  more  than  a 
certain  amount  of  violence  without  laceration ;  much  force  is 
necessary,  and  it  is  impossible  to  restrict  with  nicety  the  force 
employed  within  safe  limits.  Sustained  solid  or  elastic  pressure 
is  free  from  the  objections  that  surround  the  preceding  methods. 
Success  means  restoration  to  integrity,  and  failure  does  not 
mean  death  or  injury.  It  simply  leaves  the  patient  in  statu  quo, 
and  in  a  condition  to  be  treated  with  every  prospect  of  success 
by  the  adjuvant  method  of  cervical  incisions.  This  method  of 
forcible  taxis  has  been  confounded,  especially  by  some  Ameri- 
can authors,  with  that  of  gradual  reduction  by  sustained  elastic 
pressure.  The  principles  of  the  two  procedures  are  totally 
opposite.  One  tries  to  overcome  resistance  by  sheer  force 
rapidly  applied,  the  other  by  wearing  out  resistance  by  gentle 
pressure  long  sustained.  The  first  is  replete  with  danger,  the 
second  almost  absolutely  safe. 

A  method  of  effecting  reduction  remarkable  for  its  boldness 
has  been  put  in  practice  by  Professor  Thomas.  This  consists 
in  making  an  incision  through  the  abdominal  wall  so  as  to  get 
at  the  constricted  os  uteri  from  above,  and  then  applying  a 
dilating  force.  The  idea  was  enunciated  by  the  late  Sir  James 
Simpson  at  the  discussion  of  my  paper  before  the  Medico- 
Ohirurgical  Society  in  1869.  A  case  in  which  it  was  carried 
out  by  Thomas  is  thus  described :  An  assistant  introduced  his 
hand  into  the  vagina,  and  "  lifted  the  uterus  so  that  I  could 
detect  the  cervical  ring  against  the  abdominal  wall.    I  then 
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slowly  cut  down  upon  the  median  line,  as  for  an  exploratory 
incision  in  ovariotomy,  and  leaving  the  wound  exposed  to  the 
air  until  all  oozing  had  ceased,  cut  into  the  peritoneum.  I 
then  inserted  my  finger  into  the  uterine  sac,  and  found  no 
adhesion  whatever  to  exist.  Replacing  the  assistant's  hand 
by  my  left  hand,  I  now  inserted  the  steel  dilator  and  dilated 
the  stricture.  (The  dilator  is  constructed  on  the  principle  of  a 
glove-stretcher,  R.  B.)  The  dilatation  was  exceedingly  easy 
and  rapid,  but  I  found  that  as  I  withdrew  the  dilator,  the 
tissue  of  the  organ  would  at  once  contract.  After  dilating  the 
stricture  fully,  I  partially  returned  the  uterus.  .  .  .  Drawing 
it  down  to  the  vulva,  I  rapidly  pushed  it  up,  and  was  gratified 
at  finding  that  it  was  nearly  replaced.  Drawing  it  down 
again,  this  time  outside  of  the  body,  to  my  dismay  I  discovered 
that  the  artery  cut  one  week  before  was  spouting  freely.  ...  I 
rapidly  returned  the  organ,  and  was  delighted  to  find  one 
horn  rise  into  place.  But  the  additional  force  employed  was  a 
little  more  than  the  vagina  could  bear,  and  one  finger  passed 
through  between  the  uterus  and  the  bladder.  One  horn  was 
still  inverted.  Passing  the  dilator  into  this,  I  stretched  it 
open,  and  instantly  the  uterus  resumed  its  normal  position. 
The  artery  bled  freely  that  day  into  the  vagina  and  into  the 
peritoneum  through  the  vaginal  rent.  But  the  patient  ulti- 
mately recovered."  Dr.  Thomas  operated  in  the  same  way  in 
another  case.  "  She  did  perfectly  well  for  forty-eight  hours, 
but  at  the  expiration  of  that  time  peritonitis  developed  itself, 
and  proceeded  to  a  fatal  issue." 

Reflection  upon  these  cases  will  hardly,  I  think,  justify  the 
recommendation  of  Dr.  Thomas.  In  the  first  case,  even  after 
dilatation  of  the  cervical  ring,  so  much  force  was  necessary  in 
taxis  as  to  rend  the  vagina ;  whilst  in  the  second,  fatal  perito- 
nitis was  the  result.  A  method  which  requires  gastrotomy  for 
its  execution,  involves  conditions  of  danger  so  great  that  even 
amputation  seems  preferable. 

Amputation  may  be  likened  to  cutting  the  Grordian  knot.  It 
is  an  apt  illustration  of  John  Hunter's  aphorism.  It  is  a  con- 
fession of  impotency  to  solve  the  problem  of  reduction.  It  is  the 
last  resource  ;  one  to  which  I  am  firmly  convinced  we  need 
hardly  ever,  if  ever,  be  driven.  Notwithstanding  the  histories 
of  a  considerable  number  of  cases  of  recovery  after  the  opera- 
tion, it  cannot  be  said  to  take  rank  as  a  scientific  proceeding. 
Recovery  cannot  be  guaranteed. 

The  conditions  of  safety  depending  upon  Nature  may  be 
absent,  and  the  surgical  means  at  present  known  are  imperfect. 
When  the  uterus  is  cut  across  at  the  neck,  of  course  a  hole  is 
made  opening  from  the  fundus  of  the  vagina  into  the  peritoneal 
cavity.  The  danger  of  fatal  peritonitis  is  great.  The  shock  of 
the  operation  also  is  serious.    Haemorrhage  is  likely  to  ensue, 
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and  some  blood  will  escape  into  the  abdomen.  There  are 
various  methods  of  performing  the  operation.  The  uterus  has 
been  seized  by  a  vulsellum,  drawn  down,  and  the  cervix  cut 
through  with  a  knife.  Then  it  was  thought  that  the  ligature 
applied  to  strangle  and  to  slough  through,  as  in  the  case  of 
a  polypus,  would  be  less  dangerous.  Treated  in  this  way  the 
result  has  been  varied.  In  several  instances,  where  a  whipcord 
ligature  has  been  applied  by  Levret's  or  Gooch's  double  canula, 
agony  so  intense  has  been  produced,  as  to  render  it  necessary 
to  remove  the  ligature,  and  the  patient  has  died  notwithstand- 
ing. The  cause  of  the  excruciating  pain  is,  I  believe,  the  com- 
pression of  the  included  Fallopian  tubes.  I  have  observed  the 
same  pain  in  cases  when  the  tubes  have  been  tied  in  the  pedicle 
of  an  ovarian  tumour.  And  it  has  been  observed  in  several 
cases  that  the  surface  and  substance  of  the  uterus  proper  was 
nearly  insensible,  pain  being  developed  only  on  tightening 
the  ligature.  In  some  cases  the  patient  has  died  with  the  liga- 
ture attached.  There  is  a  preparation  illustrating  this  in  the 
museum  of  Bartholomew's  Hospital,  death  ensuing  from  peri- 
tonitis eight  days  after  tying.  On  the  other  hand,  it  seems 
not  unreasonable  to  hope  that  a  ligature  gradually  tightened 
may  set  up  adhesive  inflammation  in  the  neighbouring  peri- 
toneum, and  thus  shut  off  the  abdomen  from  communication 
with  the  vagina  when  the  uterus  falls  away.  Certain  it  is  that 
this  hope  is  not  always  realized.  Thus  Dr.  McClintock  (opus 
citat.)  relates  a  case  in  which  a  ligature  was  applied  during 
eighteen  days,  occasionally  relaxing  it  on  account  of  the 
severity  of  the  pain,  before  the  uterus  was  separated.  No 
peritoneal  adhesion  had  taken  place ;  the  woman,  however, 
made  a  good  recovery.  In  eighteen  cases  where  the  time  that 
elapsed  before  the  uterus  fell  is  stated,  the  ligature  took  from 
nine  to  twenty-eight  days  to  sever  the  parts.  The  average 
time  was  seventeen  days. 

It  has  been  remarked  that  the  ligature  has  arrested  the 
haemorrhage.  Dr.  Hamsbotham  has  related  a  case  in  which 
the  ligature  had  to  be  removed  at  the  end  of  twenty-four 
hours,  owing  to  symptoms  of  violent  peritonitis ;  but  the  pro- 
fuse sanguineous  and  mucous  discharges  ceased. 

Mr.  J.  Gr.  Forbes  (Med.-Chir.  Trans.,  vol.  xxxv.)  suggests 
that  the  simple  application  of  a  ligature  around  the  neck  of 
the  tumour  to  destroy  its  vitality  appears  to  possess  more  ad- 
vantages than  the  other  modes  of  operating. 

Dr.  McClintock  relates  two  cases  in  which  strangulation  was 
first  effected  by  a  ligature  for  four  days,  and  then  the  uterus 
was  removed  below  the  ligature  by  the  chain-ecraseur.  The 
patients  recovered.  This  combined  method  seems  likely  to 
unite  most  conditions  of  success.  Dr.  Marion  Sims  relates 
(op.  tit.)  a  case  in  which  after  vain  attempts  at  reduction,  and 
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being  compelled  by  the  consequent  pain  and  prostration  to 
abandon  the  ligature,  he  resorted  to  the  chain-ecraseur.  When 
the  parts  were  all  divided  except  the  right  broad  ligament,  "  all 
at  once  the  most  fearful  haemorrhage  he  ever  encountered  took 
place."  It  was  happily  stopped  by  passing  the  finger  into  the 
abdominal  opening  and  compressing  the  source  of  the  haemor- 
rhage. The  blood  which  had  escaped  into  the  peritoneal  cavity 
was  sponged  out,  and  the  divided  edges  of  the  cervix  were 
united  by  five  or  six  silver  sutures.  The  patient  recovered. 
Mr.  Baker,  of  Birmingham,  relates  (Brit.  Med.  Journ.,  1868) 
a  case  of  recovery  after  amputation  by  the  chain-ecraseur. 
The  bleeding  vessels  were  sealed  by  actual  cautery.  Dr.  Hall 
Davis  relates  (Obstetrical  Transactions,  1873)  a  case  in  which 
he  amputated  the  uterus  ten  months  after  labour.  He  used 
the  single  wire  ecraseur.  He  employed  it  without  first  dragging 
upon  the  neck  of  the  uterus,  expecting  thus  to  lessen  the  risk  of 
the  sudden  springing  up  into  the  peritoneal  cavity  of  the  severed 
cervical  portion  of  the  uterus.  No  hemorrhage  occurred.  The 
patient  recovered.  Pain  was  subdued  after  the  operation  by  sub- 
cutaneous injection  of  morphia  every  six  hours  during  the  first 
twelve  days,  it  being  found  that  any  suspension  of  its  use  was 
followed  by  severe  uterine  and  ovarian  pains.  The  pulse  was 
very  small  immediately  after  the  operation,  and  the  tempera- 
ture fell  to  97°  F.  It  appeared  that  in  this  case  there  were 
peritoneal  adhesions,  a  condition  which,  no  doubt,  supplied  a 
safeguard  against  peritonitis,  and  which,  as  it  would  have 
rendered  reduction  impossible,  justified  the  recourse  to  ampu- 
tation. Professor  Barba  (II  Morgagni,  1872)  amputated  an 
inverted  uterus  of  three  months'  standing  by  Chassaignac's 
ecraseur.  There  was  no  great  bleeding;  but  syncope  set  in 
immediately,  and  lasted  seven  hours.  This  was  followed  by 
peritonitis,  which  subsided  in  fourteen  days.  The  patient  re- 
covered. 

Dr.  Yalette  (Lyon  Medical,  1871)  relates  a  case  of  successful 
amputation  by  means  of  a  clamp,  each  blade  of  which  was 
grooved  to  carry  chloride  of  zinc  paste.  The  neck  of  the 
tumour  being  seized  in  this  caustic  clamp,  the  uterus  was  cut 
off  in  front  of  it,  and  the  stump  cauterized  with  chloride  of  zinc. 
The  actual  cautery  would  give  greater  security  against  hemor- 
rhage. The  preceding  histories  will  show  some  of  the  dangers 
attending  amputation,  and  how  they  may  best  be  encountered. 
In  those  rare  cases  where  adhesions  or  extreme  exhaustion 
forbid  the  attempt  to  reduce,  the  best  method  of  amputation 
appears  to  be  by  the  wire-ecraseur.  The  induction  of  anaesthesia 
is  of  course  indispensable.  Were  I  compelled  to  resort  to  this 
ultima  ratio,  I  should,  before  amputation,  transfix  the  neck  of 
the  tumour  by  a  needle  carrying  a  wire  suture,  so  as  to  com- 
mand the  divided  edges  of  the  opening,  and  facilitate  the 


734 


INVERSION  OF  THE  UTERUS, 


application  of  the  cautery  to  the  bleeding  surface.  The  use  of 
the  galvanic  cautery  wire  to  effect  the  amputation  seems  to 
possess  advantages  over  the  other  forms  of  ecraseur. 

In  cases  where  neither  reduction  nor  ablation  can  be  attempted, 
haemorrhage  and  other  discharges  may  be  restrained  by  lotions 
of  tannin,  alum,  perchloride  or  persulphate  of  iron,  or  of  carbolic 
acid ;  and  probably  some  advantage  may  be  derived  by  com- 
pressing the  uterus  by  wearing  an  air-pessary  in  the  vagina. 

In  my  memoir  in  the  Medico-Chirurgical  Transactions,  1869, 
I  gave  a  summary  account  of  the  results  which  had  attended 
the  various  modes  of  operating  in  the  cases  which  I  had  then 
been  able  to  collect.  Further  research,  and  the  records  of  sub- 
sequent histories,  some  of  which  are  referred  to  in  the  two  pre- 
ceding pages,  involve  some  modification  of  the  conclusions  then 
arrived  at.  But  the  practical  lessons  flowing  from  this  summary 
are  still  valid. 

"  Six  different  modes  of  dealing  with  chronic  inversion  have 
been  tried  with  the  following  results  in  the  cases  I  have  been 
able  to  examine. 

"  I.  By  ligature  alone.  Of  these  twenty-six  were  successful, 
ten  unsuccessful.  Of  the  unsuccessful  eight  died,  and  two 
recovered  without  extirpation. 

"  II.  By  ligature  and  excision :  nine  were  successful,  three 
unsuccessful.    These  three  all  died. 

"  III.  By  excision  simple :  three  were  successful,  two  died. 

"  IY.  By  sustained  solid  pressure  there  have  been  several 
successful  cases. 

"  Y.  By  sustained  elastic  pressure  in  eight  cases  the  uterus 
was  restored,  in  seven  of  them  recovery  was  perfect,  one  died, 
being  already  beyond  hope.  In  three  or  four  cases  reported, 
the  pressure  was  given  up. 

"  VI.  By  forcible  taxis  :  six  successful  cases  are  reported  ;  four 
failed,  all  of  them  dying." 

In  appreciating  the  relative  merits  of  these  different  opera- 
tions it  must  be  remembered  that  the  highest  success  attained 
by  ligature  or  excision  is  achieved  at  the  cost  of  mutilation ;  the 
woman  is  unsexed ;  and  failure  commonly  means  death. 

The  following  passage  is  quoted  from  my  memoir  above 
referred  to  : — 

"  Another  proceeding  stands  before  amputation.  For  twenty 
years  I  have  taught  in  my  lectures  that  the  unyielding  cervix 
may  be  divided  by  incisions  carried  into  its  substance  from 
above  downwards  at  different  points  of  its  circumference. 
Pressure  then  applied  will  cause  it  to  yield  more  easily. 
Huguier,  Professor  Simpson,  and  Dr.  Marion  Sims  have  sug- 
gested the  same  plan. 

"  I  am  not  aware  that  it  had  ever  been  carried  into  execution 
before  1868,  when  I  treated  a  case  in  this  manner  with  complete 
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success;  The  inversion  was  complete ;  it  had  lasted  six  months  ; 
the  patient  was  so  prostrate  from  continuous  discharges  that 
the  prospect  of  her  holding  out  many  weeks  was  small.  I  first 
tried  to  re-invert  by  keeping  up  continuous  elastic  pressure 
during  five  days,  with  occasional  attempts  by  taxis  as  recom- 
mended by  Tyler  Smith.  This  failing,  I  drew  down  the  tumour 
to  the  vulva  by  passing  a  sling-noose  of  tape  round  it,  thus 
putting  the  neck  on  the  stretch  (see  Fig.  137) ;  I  then  made  three 


Fig.  137.— Dr.  Barnes's  operation, 

SHOWING  INVERTED  UTERUS  DRAWN  DOWN  BY  TAPE-NOOSE. 

a  b  c.  Line  of  incisions  in  the  cervix. 

incisions  in  the  neck  about  a  third  of  an  inch  deep,  one  on  each 
side  and  one  behind  in  a  longitudinal  direction,  that  is,  across 
the  fibres  of  the  cervical  sphincter.  Then,  compressing  the  uterus 
with  my  left  hand,  and  supporting  the  os  uteri  by  the  fingers 
of  the  right  hand  through  the  abdominal  wall,  I  found  the 
cervix  yield,  and  the  body  went  through  into  its  place.  The 
cervix  yielded  by  laceration  extending  from  the  incisions ;  and 
I  very  much  feared  at  the  time  that  serious  if  not  fatal  mischief 
had  been  done.  No  material  inconvenience,  however,  followed  ; 
and  examination  three  weeks  afterwards  showed  the  cervix  and 
uterus  to  be  in  their  proper  places.  Notwithstanding  the  suc- 
cessful issue,  I  believe  that  the  method  should  only  be  resorted 
to  after  a  full  trial  of  Tyler  Smith's  plan,  and  then  with  great 
caution.  I  should  recommend  that  only  two  incisions  be  made, 
one  on  each  side  of  the  os,  and  these  of  moderate  depth.  The 
re-inversion  should  be  trusted  to  sustained  elastic  pressure." 
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This  suggestion  I  have  since  had  the  good  fortune  to  carry- 
out  with  complete  success.  I  have  narrated  the  history  in  a 
memoir  in  the  first  number  of  the  Obstetrical  Journal  (1873).* 
The  first  woman  has  had  two  children  since  the  operation.  The 
operation,  then,  has  been  twice  successful.  Coming  in,  as  it  does, 
as  supplementary  to  the  plan  of  sustained  elastic  pressure, 
extending  the  application  of  this  plan,  its  value  is  incontestable. 
The  evidence  of  experience,  as  well  as  of  physiological  reasoning, 
is  now  so  strong  that  we  can  rarely  be  justified  in  resorting  to 
the  ultimate  remedy,  one  full  of  danger,  of  amputating  the 
inverted  uterus. 

Professor  Thomas  reports  a  case  in  which  he  incised  the 
cervix  as  follows  ("  Diseases  of  "Women,"  1872).  In  June,  1869, 
attempts  by  taxis  having  failed,  "  I  pushed  the  uterus  as  far  as 
it  would  go  ;  thus  fixing  by  my  finger  the  point  of  constriction,  I 
drew  it  down,  and  cut  down  through  the  neck,  the  incision  first 
involving  the  mucous  membrane,  and  extending  down  toward 
the  subjacent  peritoneum,  as  recommended  by  Aran.  No  sooner 
was  the  knife  withdrawn  than  a  free  jet  of  blood  was  projected 
from  an  artery  which  appeared  nearly  equal  in  size  to  the  radial. 
This  jet  was  not  per  salt  urn,  but  steady  as  it  is  often  seen  to  be 
from  small  arteries  located  in  dense  fibrous  tissue.  For  half  an 
hour  we  strove  to  ligate  this.  Upwards  of  a  dozen  ligatures 
were  one  after  another  applied,  but  the  vessel  had  retracted  into 
the  brittle  tissue  of  the  uterus  and  could  not  be  tied.  The  flow 
was  at  last  checked  by  passing  a  suture  through  both  of  the 
wounds  and  bringing  them  forcibly  together."  This  is  the  case 
which  was  completed  by  Thomas's  plan  as  described  at  page  731. 

The  application  of  sustained  elastic  pressure  requires  care  and 
watching.  The  distress,  even  pain,  occasioned  by  the  continuous 
distention  is  severe ;  and  in  several  cases  it  has  been  felt  neces- 
sary to  abandon  the  method.  To  obviate  thi3  difficulty,  the 
pressure  may  be  occasionally  relaxed ;  and  we  may  have  recourse 
to  chloral  or  the  sub-cutaneous  injection  of  morphia.  The  pro- 
ceeding undoubtedly  requires  steady  perseverance  and  some 
skill  in  adjusting  and  regulating  the  pressure.  But  these  con- 
ditions given,  success  will  rarely  be  wanting. 

The  best  time  for  attempting  reduction. — Sometimes,  as  when 
the  symptoms  are  very  urgent,  we  have  no  choice.  But  where 
the  opportunity  is  given,  it  would,  I  think,  be  better  to  work 
between  the  menstrual  epochs,  observing  the  general  rule  to 
avoid  operations  during  menstruation.  Malgaigne,  however, 
preferred  a  menstrual  period  on  the  ground  that  at  this  time 
the  tissues  are  softer  and  more  yielding. 

In  my  second  case  I  used  the  elastic  pessary  (Fig.  138). 
It  consists  of  a  fixed  stem  made  to  fit  the  pelvic  curve,  and 

*  "  On  a  New  Method  of  Reducing  Chronic  Inversion  of  the  Uterus." 
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surmounted  with  a  cup-shaped  disk  of  hollow  rubber  which 
receives  the  inverted  uterus.  At  the  end  of  the  stem,  which  is 
outside  the  vulva,  are  attached  strong  rubber  bands  which  are 
brought  up  before  and  behind  to  be  attached  to  an  abdominal 
belt.  By  means  of  these  bands  the  difficulty  of  maintaining 
steady  pressure,  which  occurs  when  inflated  bags  are  used,  is 
entirely  obviated.  By  tightening  or  relaxing  these  bands  it  is 
easy  not  only  to  regulate  the  pressure  to  a  nicety,  but  also  to 


Fig.  138. 

dr.  barnes's  elastic  pessary  for  reduction  of  chronic  inversion  of  the  uterus. 

give  it  the  exact  direction  we  want.  For  example,  by  bracing 
up  the  posterior  bands  we  throw  the  force  forwards,  and  may 
spend  it  directly  upon  the  neck  of  the  tumour.  Thus  pulling 
upon  the  ring  of  reflection,  there  is  kept  up  a  constant  eccentric 
pull  tending  to  open  the  constriction.  The  pressure  upon  the 
body  of  the  uterus  at  the  same  time  tends  to  press  out  the  blood 
and  serum  from  its  tissues,  diminishing  its  bulk  and  arresting 
haemorrhage.  Counter-pressure  should  be  exerted  by  pads  to 
the  abdomen  supported  by  a  firm  binder. 

Once  a  day,  or  every  other  day,  the  instrument  may  be 
removed,  and,  under  chloroform,  an  attempt  at  reduction  by 
taxis  may  be  made.  For  this  purpose  one  hand  should  be 
passed  into  the  vagina,  whilst  the  other  hand  applied  above 
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the  pubes  exerts  counterpressure  upon  the  funnel-like  ring  of 
the  inverted  organ.  The  fingers  grasping  the  neck  of  the 
tumour,  alternately  compressing  and  pushing  at  the  circum- 
ference, we  persevere  either  until  we  feel  the  ring  expanding 
and  a  part  of  the  mass  going  through  it,  or  until  fatigue  or  the 
condition  of  the  patient  warn  us  to  desist.  In  the  latter  case 
we  readjust  the  elastic  pessary.  In  the  former  case  the  reduc- 
tion is  oommonly  effected  at  last  suddenly ;  we  feel  the  fundus 
go  into  its  place  with  a  jerk.  The  restored  cavity  of  the  uterus 
should  then  be  swabbed  with  a  solution  of  iron,  and  the  patient 
left  to  rest. 

When  well  adapted  and  steadily  pursued  attempts  to  reduce 
have  failed,  and  the  patient's  life  is  threatened,  then  only  shall 
we  be  justified  in  resorting  to  the  anceps  remedium  of  amputating 
the  offending  organ. 

When  attempts  at  reduction  have  failed,  the  operators  have 
in  some  cases  been  too  ready  to  conclude  that  the  cause  of 
failure  lay  in  adhesions.  But  it  is  remarkable  how  seldom  this 
conjecture  has  been  borne  out  by  facts.  The  truth  is  that 
adhesions  are  extremely  rare.  It  has  even  been  difficult  to 
produce  them  by  proceedings  directed  ad  hoc  in  order  to  obviate 
some  of  the  dangers  of  amputation.  The  possibility  then  of 
adhesions  opposing  reduction  may  be  practically  disregarded 
if  gradual  elastic  pressure  be  employed. 
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TUMOURS  OF  THE  UTERUS;  MALIGNANT  AND  NON-MALIG- 
NANT ;  FIBROID  OR  MYOMA  ;  DESCRIPTION  OF  FIBROIDS, 
THEIR  NATURAL  HISTORY,  RISE,  PROGRESS,  AND  TER- 
MINATIONS ;  VARIETIES  OF  FIBROID  TUMOURS  ;  THE 
DIFFUSE  TUMOUR;  THE  FIBRO-CYSTIO  ;  THE  RECUR- 
RENT FIBROID  ;  THE  ERECTILE  TUMOUR  OF  CARSWELL  ; 
THE  DEVELOPMENT  AND  DECAY  OF  FIBROIDS;  EFFECTS 
OF  FIBROIDS  UPON  THE  UTERUS  AND  SURROUNDING 
ORGANS  AND  SYSTEM  GENERALLY  ;  THE  SYMPTOMS  AND 
DIAGNOSIS;  THE  TREATMENT. 

Alike  for  pathological  and  clinical  study,  new  growths  or 
tumours  in  the  uterus  may  he  divided  into  malignant  and  non- 
malignant.  Although  there  are  forms  of  transitional  character 
which  it  may  he  difficult  to  refer  with  absolute  certainty  to  one  or 
the  other  class,  it  is  still  convenient  to  observe  this  distinction 
as  far  as  we  can.  Thus  I  propose  to  devote  one  chapter  to 
non-malignant  tumours,  and  another  to  the  malignant  diseases 
generally  associated  under  the  common  name  of  "  cancer/' 

Non-malignant  tumours  are  classified  first,  according  to  their 
histological  characters  ;  secondly,  according  to  their  seat  or 
other  clinical  characters.  It  may  he  stated  as  a  proposition 
generally  true  that  non-malignant  tumours  affect  the  body  of 
the  uterus,  and  malignant  growths  affect  the  cervix.  But  in 
accepting  this  statement  we  must  be  careful  in  practice  not  to 
forget  that  there  are  many  exceptions.  In  most  cases  the  seat 
of  the  tumour,  malignant  or  non-malignant,  exerts  a  material 
influence  upon  the  clinical  history,  and  often  influences  treat- 
ment. 

Fibroid  Tumours. — There  is  perhaps  no  organic  change  in  the 
uterus  more  common  than  the  development  of  tumours  of  this 
character.  The  statement  of  Bayle  that  20  per  cent  of  all 
women  dying  after  the  age  of  thirty-five  have  fibroid  tumours 
in  the  uterus  is  always  quoted  in  reference  to  this  point ;  and 
Klob,  a  more  recent  writer,  says,  "  Undoubtedly  40  per  cent, 
of  the  uteri  of  women  who  die  after  the  fiftieth  year  contain 
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fibroid  tumours."  Although  unable  to  oppose  these  statements 
with  numerical  deductions,  I  venture  to  doubt  whether  the  fre- 
quency of  this  affection  is  so  great  as  these  figures  would  indi- 
cate. Admitting  their  approximate  accuracy,  two  conclusions 
are  sufficiently  justified.  First,  in  a  large  proportion  of  cases 
fibroid  tumours  in  the  uterus  occasion  no  marked  distress,  and 
entail  little  danger  to  health  or  life  ;  secondly,  they  occur  with 
increasing  frequency  with  the  advance  of  age  until  the  climac- 
teric is  reached.  I  do  not  know  that  it  has  ever  been  clearly 
made  out  that  fibroid  tumours  originate  after  the  climacteric. 
Undoubtedly  they  may  grow  after  this  epoch,  and  that  very 
rapidly,  but  the  time  of  their  formation  is  mainly,  if  not 
absolutely  limited  to  the  period  of  sexual  activity. 

Cruveilhier  called  attention  to  the  remarkable  affinity  of  the 
uterus  for  these  fibroid  bodies.  It  must  also  be  borne  in  mind 
that  similar  tumours  form  wherever  there  is  muscle  resembling 
that  of  the  uterine  wall.  Thus  they  are  found  in  the  broad 
ligament,  and  in  the  vagina.  Although  far  more  frequent  in 
the  body  of  the  uterus,  where  the  muscular  element  preponde- 
rates, they  occasionally  arise  in  the  cervix.  Indeed  there  is  a 
form  of  fibroid  degeneration  which  seems  especially  to  affect  the 
cervix,  producing  thickening  of  some  portion  of  its  wall,  gene- 
rally the  anterior.  This  form,  however,  is  not  identical  with 
the  common  fibroid ;  it  is  not  distinctly  capsulated.  But 
tumours  in  all  respects  resembling  the  true  fibroids  do  occur 
in  the  cervix.  Thus  Professor  Faye  in  an  elaborate  memoir 
(Christiania,  1866)  on  inflammatory  hypertrophic  and  fibrous 
tumours  of  the  cervix  uteri,  relates  in  detail  a  case  of  unusually 
large  fibrous  tumour  growing  from  the  anterior  lip  of  the 
vaginal-portion.  I  have  seen  several  such  cases  assuming  a 
polypoid  condition.  I  have  also  removed  several  from  the 
vagina  quite  separate  from  the  uterus.  Dr.  Honing  (Berlin. 
Klin.  Wochenschr.,  1869)  relates  the  case  of  a  woman  aged 
forty-one,  who  suffered  from  dysuria  and  bowel- obstruction. 
A  tumour  the  size  of  the  fist  projected  from  the  genitals ;  it 
sprang  from  the  left  side  of  the  urethra.  A  still  larger  tumour 
was  contained  in  the  vagina.    The  mass  was  a  "  soft  fibroid." 

The  various  names  given  to  these  growths  attest  the  varying 
ideas  that  have  been  current  as  to  their  nature,  Baillie  called 
them  "  hard  tubercles  ;  "  Hooper,  "  sub-cartilaginous ;  "  then 
they  were  called  "  fibrous ;  "  to  this  name  succeeded  the  one  in 
common  use,  "  fibroid,  or  "  fibroma ;  "  and  some  insist  that 
"  myoma,"  and  "  fibro-myoma  "  are  more  correct  designations, 
whilst  Broca  regarding  the  similitude  of  their  structure  with 
that  of  the  uterus,  proposes  the  name  "  hysteroma."  Cruveil- 
hier observed  that  there  were  "  hard  polypi,  which  consisted  in 
hypertrophy  of  the  tissue  of  the  uterus — such  is  the  one  figured 
pi.  vi.  liv.  xie  of  his  work — and  others  consisting  of  fibrous  bodies 
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developed  under  the  uterine  mucous  membrane. "  The  oelebrated 
French  pathologist  thus  describes  the  structure  of  the  polypus 
referred  to  :  "The  figure  represents  an  antero-posterior  section  of 
the  polypus  and  of  the  fundus  of  the  uterus.  The  tissue  of  the 
polypus  is  seen  to  be  continuous,  without  any  line  of  demarca- 
tion, with  the  proper  tissue  of  the  uterus ;  it  is  a  prolongation 
of  this  proper  tissue,  and  not  a  fibrous  body  developed  in  the 
thickness  of  the  uterus,  capable  of  being  separated  by  enuclea- 
tion. The  identity  between  the  tissue  of  the  uterus  and  the 
tissue  of  the  polypus  is  such  that  the  closest  examination  does 
not  reveal  the  slightest  difference." 

Cruveilhier  does  not  appear  to  have  suspected  that  the  ordi- 
nary fibroid  tumour,  distinctly  defined  from  the  proper  uterine 
tissue,  and  capable  of  enucleation,  might  also  consist  of  muscular 
fibre  in  every  respect  resembling  the  muscular  fibre  of  the  uterus. 

Yogel*  was  one  of  the  first  to  demonstrate  the  essential 
identity  of  structure  of  the  "  fibrous  "  tumour  with  that  of  the 
muscular  wall  of  the  uterus  in  which  it  takes  its  origin.  One 
case  (Fig.  8  in  Yogel's  work)  exhibits  the  "  mature  fibres  of  a 
fibrous  tumour  of  the  uterus  found  in  the  body  of  a  woman  who 
died  of  puerperal  fever.  In  the  fundus  uteri  two  tumours  of 
the  size  of  almonds  were  found  externally  projecting  under  the 
peritoneum.  They  consisted  of  parallel  fibres,  forming  a  thick, 
very  dense,  milk-white  tissue.  The  fibres  became  pale,  and 
gradually  dissolved  in  acetic  acid;  most  of  them  were  long, 
spindle-shaped  cells,  which  were  not  affected  by  acetic  acid, 
The  normal  substance  of  the  uterus  consisted  of  like  fibres, 
resembling  in  every  respect  those  of  the  two  tumours." 

Yogel  gave  several  other  illustrations  of  the  muscular  nature 
of  uterine  fibres,  and  further  established  their  histological 
affinity  by  showing  the  muscular  character  of  fibrous  tumours 
found  in  other  parts  of  the  body.  I  have  cited  the  above 
passage  because  the  observation  it  refers  to  was  made  upon  a 
puerperal  uterus.  In  1844  (Gruy's  Hospital  Eeports)  Dr.  Oldham 
described  the  constitution  of  a  polypoid  mass  which  was  driven 
down  by  the  uterus  after  labour.  "  The  prevailing  tissue  was 
a  clear  unstriped  fibre,  which,  when  examined  with  a  portion  of 
the  muscular  fibre  of  the  uterus,  differed  only  in  the  latter  being 
more  full  of  cells  and  blood-corpuscles,  which  rendered  its  defini- 
tion as  fibre  less  distinct  than  the  former." 

In  February,  1851,  I  had  an  opportunity,  in  conjunction 
with  Dr.  Hassall,  of  verifying  this  identity  of  structure  between 
fibrous  tumours  and  uterus  in  the  non-pregnant  state.  (Lancet, 
vol.  i.  1851.)  The  specimen  was  exhibited  to  the  London 
Medical  Society.  This  entirely  confirmed  the  observations 
already  cited.   Lebert,  in  1852,  describes  these  tumours  as  con- 

*  "  Eiiauterungstafeln  zur  pathol.  Histologie,"  1843. 
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sisting  of — 1.  Cellular  tissue  and  fibro-plastie  elements  ;  2.  Mus- 
cular fibre-cells  like  those  of  the  uterus ;  these  come  out  clearly 
with  acetic  acid.  On  the  19th  April,  1853,  Dr.  Bristowe 
reported  to  the  Pathological  Society  the  result  of  his  examina- 
tion of  two  fibrous  tumours.  Robin  says  "  the  muscular  fibre-cells 
are  larger  than  those  of  the  empty  uterus,  but  smaller  than  in 
the  gravid  womb  ;  that  they  constitute  from  one  quarter  to  one 
half  of  the  morbid  mass ;  that  there  is  also  a  large  proportion 
of  finely  granular  amorphous  matter,  very  tenacious,  half  solid, 
binding  the  fibres  of  the  cellular  tissue,  and  also  the  fibre-cells 
together."  The  granular  amorphous  element  tends  to  increase 
in  proportion  to  the  rapidity  of  the  growth  of  the  tumour.  I 
am  indebted  to  Mr.  Henry  Arnott  for  the  following  illustration 
of  the  structure  of  the  uterine  fibroid  or  myoma  : — 


Fig.  139.— (Ad  nat.,  by  H.  Arnott.) 

STRUCTURE  OF  FIBROID  OF  UTKRUS. 

Showing  structure  of  waving  bands  of  the  long  spindle-cells,  with  rod-shaped  nuclei  of 
plain  muscular  tissue ;  the  nuclei  stained  with  carmine.  At  one  point  a  few  cells  divided 
transversely. 

The  similarity  of  constitution,  then,  of  "  fibrous  "  tumours 
with  that  of  the  muscular  wall  of  the  uterus  in  which  they 
originate  is  now  amply  determined.  But  I  think  this  simi- 
larity is  somewhat  overstrained.  We  do,  indeed,  find  the  same 
histological  elements ;  but  certainly  they  are  combined  in 
different  proportions,  so  as  to  produce  marked  differences  in 
some  of  the  physical  characters.  For  example,  the  "  fibroid  " 
tumour  is  commonly  pearly  white,  more  striated,  under  the  knife 
it  gives  a  different  sensation ;  compared  with  the  uterine  wall 
in  which  it  is  imbedded,  its  density  and  feel  are  different ;  its 
interior  is  less  vascular ;  it  behaves  in  short  in  many  respects  as 
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a  foreign  body.  It  is  true  that  in  the  pregnant  uterus  it  follows 
to  some  extent  the  same  laws  of  development  and  of  involution 
as  the  muscular  wall ;  but  even  in  this  circumstance,  remark- 
able differences  are  occasionally  observed,  especially  in  the 
course  of  involution.  The  fibroid  tumour  being  less  one  with 
the  uterine  wall,  being  less  vascular,  does  not  always  follow 
pari  passu  the  retrogression  of  the  proper  muscular  tissue.  It 
sometimes  remains  larger.  And  sometimes,  having  less  vitality, 
less  power  of  resistance  to  injury,  it  passes  into  a  state  of  low 
inflammation,  or  necrosis,  which  leads  to  its  death,  entailing 
either  total  disappearance  by  absorption,  or  the  spread  of 
inflammation  to  the  proper  structures  of  the  uterus,  and 
pyaemia.  This  is  especially  liable  to  happen  when  such  a 
tumour  being  situated  in  the  lower  zone  of  the  uterus  is 
exposed  to  unusual  contusion  by  the  passage  of  the  head 
during  labour.  The  process  of  extrusion  is  further  facilitated 
by  the  slightness  of  the  attachments  by  which  these  tumours 
are  connected  with  the  uterine  wall. 

I  believe,  however,  that  the  chief  factor  in  extrusion  is  not  in 
all  cases  active  uterine  contraction.  It  is  sometimes  the  result 
of  the  different  ratio  of  growth  of  the  tumour  and  of  the 
uterus.  A  dense,  solid  substance,  isolated  from  the  uterine  wall 
in  which  it  is  imbedded,  and  continuing  to  grow,  whilst  the 
uterus  itself  partakes  but  slightly  in  the  process  of  enlargement, 
will  in  time  form  a  projection  upon  the  one  or  the  other  surface 
of  the  organ.  And  further  growth  will  cause  it  to  bulge  more 
and  more  ;  thus  growing  out  of  the  uterus,  rather  than  being 
expelled  from  it. 

Looking  at  the  histological  characters  of  fibroid  tumours  we 
may  imagine  them  to  arise  from  accidentally  aberrant  growths 
of  points  of  the  original  muscular  structure  of  the  uterus,  that 
get  surrounded  by  connective  tissue  or  the  regularly  disposed 
muscular  fibres,  and  thus  become  isolated  in  masses  instead  of 
being  disposed  in  strata  in  the  general  structure. 

The  position  of  fibroid  tumours  varies  infinitely.  Beginning 
in  the  substance  of  the  muscular  wall,  they  are  all  at  first 
interstitial.  As  they  increase  in  size  they  tend  to  bulge  out 
either  on  the  outer  or  inner  surface  of  the  uterus.  In  the  first 
case  they  are  called,  sab-peritoneal ;  in  the  second,  sub-mucous. 
They  are  far  more  common  in  the  body  of  the  uterus  than  in 
the  neck.  This  may  be  accounted  for  by  the  lesser  proportion 
of  muscular  fibres  in  the  neck. 

In  shape  fibroids  vary  greatly.  All  are  at  first  probably 
rounded,  and  whilst  single  and  of  moderate  size  they  generally 
remain  so.  The  irregular  nodulated  tumours  are  mostly  con- 
glomerates of  many  nuclei  growing  together  at  different  rates. 
When  the  tumours  are  separate,  they  may  by  mutual  compres- 
sion assume  various  shapes. 
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The  rate  of  growth  is  hard  to  determine.  It  is  not  uniform. 
It  is  governed  greatly  by  the  ovarian  stimulus.  Probably  the 
intramural  or  sub-peritoneal  tumours  grow  more  slowly  than 
the  sub-mucous.  Many  are  comparatively  small  and  inert  for 
many  years.  That  their  usual  rate  of  growth  is  slow  may  be 
inferred  from  their  structure,  which  is  but  scantily  supplied 
with  blood-vessels ;  from  the  fact  that  fibroid  tumours  of  con- 
siderable size  are  rare  in  young  women ;  and  in  many  it  is  a 
matter  of  observation.  I  have  several  women  under  observation 
in  whom  the  existence  of  fibroids  in  the  uterus  was  established 
many  years  ago.  It  is  almost  exclusively  in  women  approach- 
ing or  after  the  climacteric  that  very  large  tumours  are  seen. 

Fibroid  tumours  are  single  or  multiple,  and  some  tumours 
apparently  single  are  really  compound,  that  is,  conglomerates  of 
single  tumours.  The  characteristic  of  a  single  tumour  is  that  it 
consists  of  one  bundle  or  mass  ;  in  the  case  of  multiple  tumours 
there  are  two  or  more  masses  situated  apart  from  each  other  in 
distinct  parts  of  the  uterus ;  whilst  conglomerate  tumours  con- 
sist of  several  masses  packed  together  in  close  approximation. 

There  is  scarcely  a  limit  to  their  number.  In  size  they  vary 
from  a  pin's  head  to  that  of  a  man's  head,  or  even  bigger. 

Examples  of  the  single  and  multiple  tumours  are  seen  in 
Figs.  141,  144. 


Fig.  140.— (Two-thirds  nat.  size,  St.  Thomas's  Hospital.) 

CONGLOMERATE  OF  FIBROID  TUMOURS  OF  UTERUS. 


Fig.  140,  taken  from  a  specimen  in  St.  Thomas's  Museum,  is 
a  beautiful  illustration  of  the  conglomerate  form.  Each  con- 
stituent mass  appears  surrounded  in  a  separate  matrix,  whilst 
all  are  encapsuled  in  uterine  tissue. 
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Laic  of  Groivth  of  Muscular  Tumours  and  Polypi. — The  mode 
of  growth  of  these  tumours,  by  the  development  of  unstriped 
muscular  fibre  from  nuclei,  is  sufficiently  shown  by  the  descrip- 
tions and  figures  of  Professor  Yogel.  But,  whilst  their  histo- 
logical formation  seems  to  be  similar  to  that  of  the  true 
uterine  tissue,  they  appear  to  enjoy  a  certain  amount  of  inde- 
pendent developmental  force.  This  is  proved  by  their  greater 
comparative  rapidity  of  growth,  and  by  the  fact  that  they 
sometimes  attain  a  very  large  size  in  the  unimpregnated  uterus 
— that  is,  during  a  time  when  the  uterus  itself  scarcely  enlarges 
at  all,  or  only  so  much  as  may  be  attributed  to  the  morbid 
stimulus  imparted  by  the  presence  of  the  tumour.  At  the  same 
time  it  is  worthy  of  remark  that  fibrous  tumours  are  very  rarely 
found  before  the  age  of  puberty  ;  if  they  are,  they  remain 


Fig.  141. — (Half -size,  London  Hospital.) 

SUB-PERITONEAL  EIBEOID  TUMOUR  OF  UTERUS. 

The  tumour  is  only  attached  by  a  thin  pedicle  to  the  fundus  uteri. 

passive  until  the  period  of  activity  of  the  generative  system. 
After  the  child-bearing  period,  and  the  cessation  of  menstruation, 
fibrous  tumours  previously  existing  exhibit  a  marked  tendency  to 
recede.  It  is,  I  believe,  a  very  rare  occurrence  to  observe  that 
any  fresh  tumours  become  developed  Rafter  this  epoch.  The 
period  of  active  growth  of  fibroid  tumours  and  polypi  is  the 
period  of  functional  activity  of  the  generative  organs.  The 
periods  of  greatest  activity  of  growth  of  these  tumours  are  the 
periods  when  the  generative  organs  exhibit  the  greatest  activity. 
The  periodical  stimulus  the  uterus  undergoes  at  the  epochs  of 
menstruation  is  shared  by  the  tumours  lodged  within  its  walls. 
The  rapid  enlargement  of  the  uterus  during  pregnancy  is 
often  attended  by  a  commensurate  growth  of  the  tumours. 
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But,  although  it  may  be  laid  down  as  a  general  rule,  that 
fibroid  tumours  do  not  continue  to  grow  after  the  termination 
of  the  normal  period  of  menstruation,  it  must  be  admitted  that 
exceptions  occur.  I  have  even  observed  that  the  constitutional 
ferment  which  frequently  attends  this  critical  period  of  life 
seems  to  determine  in  the  temporary  exacerbation  of  any  form 
of  uterine  disease  existing  at  the  time.  The  organic  force  which 
had  hitherto  been  exerted  in  healthy  physiological  work,  is  now 
diverted  into  a  morbid  channel.  In  this  way  these  tumours  not 
infrequently  acquire  an  enormous  size,  equalling  or  even  exceed- 
ing that  of  the  gravid  uterus  at  term. 

Both  the  sub-peritoneal  and  the  sub-mucous  tumours  seem  to 
be  constantly  pressing  towards  expulsion.  The  first  step  in 
this  effort  is  seen  in  bulging  or  projection  on  the  surface ;  the 


Fig.  142. — (Two-thirds  nat.  size,  St.  Thomas's  Hospital.) 

FIBROID  TUMOUR  OF  THE  UTERUS. 

Showing  encapsulation  in  the  proper  uterine  tissue,  and  attendant  formation  of  cystic  polypi 
in  the  cervix.    The  tumour  starts  from  its  capsule  on  section  heing  made. 

second  is  seen  in  pedunculation,  when  they  are  called  polypi; 
the  third  is  actual  detachment  from  the  uterus.  The  process  of 
extrusion,  a  very  important  point  in  the  clinical  history  of  these 
growths,  deserves  attention.  It  may  be  likened  generally  to 
labour.  The  tumour  is  a  parasitic  growth  which,  drawing  its 
means  of  nutrition  from  the  uterine  wall,  and  stimulating  the 
structure  in  which  it  grows  to  increased  development,  may  be 
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said  to  produce  in  the  uterus  a  state  analogous  to  pregnancy. 
The  uterus  enlarges,  its  muscular  element  increases,  and  con- 
sequently its  contractile  property  is  called  into  play.  The 
uterus  thus  developed  tries  to  get  rid  of  its  parasite.  Contrac- 
tions of  its  muscular  coat  act  upon  the  tumour  and  drive  it 
towards  the  nearest  surface,  that  is,  the  tumour  is  made  to  pro- 
ject at  that  part  where  the  investing  wall  is  thinnest.  One 
of  the  conditions  favouring  this  process  is  the  difference  in 
solidity  between  the  tumour  and  the  uterine  wall.  The  texture 
of  the  tumour  is  usually  more  dense  and  compact,  and  is  con- 
sequently less  capable  of  contraction.  It  cannot  follow  or 
partake  in  the  uniform  contraction  of  the  organ  ;  as  an  unyield- 
ing body,  preserving  to  a  great  extent  its  original  dimensions, 
it  must  be  driven  towards  one  or  other  surface  of  the  uterus  as 


Fig.  113.— (Half-size,  St.  George's,  xiv.  10.) 

UTERUS  WITH  TWO  LARGE  FIBROID  TUMOURS. 

One  projects  into  the  uterus,  tilling  its  cavity ;  it  adhere*  to  the  inner  surface  of  the  uterus. 
The  other  tumour  is  at  the  back  towards  the  peritoneal  surface,  not  seen  in  this  view. 

this  diminishes  in  size.  This  liability  to  extrusion  is  the  more 
especial  characteristic  of  the  dense  fibroid  encapsuled  tumours. 
Those  tumours  whose  texture  more  nearly  resembles  that  of  the 
uterine  wall,  which  are  continuous  with  this  wall,  show  less  of 
this  tendency  towards  extrusion. 

The  expulsive  action  of  the  uterus  is  strikingly  manifested  in 
those  cases  in  which  the  organ  inverts  itself  in  the  effort  to  cast 
out  a  tumour..  Cases  of  this  kind  are  described  in  the  chapter 
on  "  Inversion."    They  extend  the  similitude  to  labour. 

In  St.  Greorge's  Museum  is  a  specimen  (xiv.  21)  showing  a 
fibroid  in  course  of  spontaneous  elimination.  The  tumour  is 
nearly  detached  as  though  a  ligature  had  been  applied. 
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The  attempt  of  the  uterus  to  rid  itself  of  its  guest  by  contrac- 
tion suggests  a  course  of  treatment  which  is  sometimes  followed 
by  success.  Acting  as  if  the  object  were  to  expel  a  foetus, 
ergot,  strychnine,  quinine,  galvanism  have  been  employed  to 
stimulate  the  expulsive  power  of  the  uterus.  Sometimes,  aided 
in  this  way  or  not,  the  tumour  is  actually  detached,  and  cast 
out  from  the  body.  Many  cases  of  this  method  of  spontaneous 
cure  are  known.  There  appear  to  be  two  ways  in  which  it  is 
carried  out : — 1.  The  thin  layer  of  proper  uterine  tissue  which 
forms  the  shell  of  the  tumour  may  become  inflamed  and  give 
way ;  the  tumour  itself  softening,  may  be  broken  up  in  such  a 
manner  that  the  fragments,  not  perfectly  separated  from  each 
other,  but  preserving  a  slight  connection,  may  be  driven  down 
into  the  uterine  cavity ;  or  the  tumour  may  come  away 
entire,  being,  as  it  were,  enucleated  by  the  uterine  action. 
This  is  especially  likely  to  occur  after  labour.  2.  The  other 
way  is  by  gradual  pedunculation  as  explained.  "When  the 
stalk  is  much  thinned,  the  tumour  breaks  away  by  a  slight 
force  like  an  etiolated  leaf  or  ripe  fruit. 

The  extrusion  of  fibroid  tumours  following  labour  is  often 
attended  by  great  danger. .  The  tissue  of  the  tumour,  either 
through  having  suffered  violence  from  compression  or  not, 
is  very  apt  to  be  affected  by  a  low  necrotic  form  of  inflam- 
mation which  may  give  rise  to  metritis  and  pyaemia.  And 
even  when  a  tumour  is  expelled  independently  of  labour, 
the  process  is  not  always  carried  out  harmlessly.  Thus, 
Cruveilhier  relates  a  case  of  a  young  woman  who  had  suffered 
during  four  months  from  uterine  haemorrhage,  followed  by  a 
discharge  horribly  foetid.  At  the  end  of  this  time  she  expelled 
some  small  masses,  recognised  to  be  fibrous  tumours.  The 
patient,  whose  health  was  undermined  by  hectic  fever,  and  who 
presented  all  the  marks  of  cancerous  cachexia,  recovered,  con- 
trary to  all  expectation,  after  the  expulsion. 

In  St.  George's  Museum  is  a  specimen  (XIY.  20)  "taken 
from  the  body  of  a  lady  who,  on  first  consulting  Mr.  Stone, 
presented  a  tumour  projecting  from  the  uterus,  and  much  resem- 
bling a  polypus  in  the  process  of  coming  down.  Severe  pain 
came  on,  and  the  tumour  began  to  project  more,  but  never 
presented  any  neck.    She  sank  exhausted  by  the  discharge." 

Sometimes  the  process  simulates  abortion  so  closely  as  to  be 
mistaken  for  this  event.  This  happened  in  the  case  of  the  wife 
of  a  medical  friend.  After  profuse  haemorrhages  and  expulsive 
pains,  a  substance  of  the  size  and  shape  of  a  small  egg  was 
passed.  Both  she  and  her  husband  believed  she  had  aborted. 
But  on  making  a  section  of  the  mass,  I  found  it  was  a  fibroid 
tumour.  It  is  needless  to  say  that  such  a  series  of  events 
occurring  in  a  single  woman  would  almost  infallibly  give  rise 
to  imputation  against  her  chastity.    The  history  enforces  the 
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rule  to  submit  every  substance  passed  from  the  uterus  to  careful 
examination. 

The  sub-peritoneal  tumours  may  also  become  pedunculated, 
being  the  exact  counterparts  of  uterine  polypi.  In  proportion 
as  the  peduncle  elongates,  becoming  more  remote  from  uterine 
influence,  they  become  less  and  less  dangerous.  I  have  known 
them  to  acquire  a  peduncle  so  long  that  the  tumour  could  be 
grasped  in  the  hand  through  the  abdominal  wall,  and  be  moved 
freely  about,  only  restrained  by  its  mooring  to  the  body  of  the 
uterus.  When  in  this  condition,  the  subject  may  go  through 
pregnancy  and  labour  quite  unaffected.    And ,  like  the  uterine 


Some  are  in  the  walls  of  the  uterus ;  others  between  the  peritoneal  coat  and  outer  surface  ;  one 
immediately  beneath  the  mucous  membrane  projecting  into  the  cavity  of  the  uterus. 


polypus,  the  sub-peritoneal  tumour  may  be  actually  cast  off. 
It  then  sinks  down  into  the  lower  part  of  the  abdomen,  where 
it  may  cause  peritonitis  or  mechanical  distress ;  or,  its  presence 
may  give  rise  to  no  inconvenience. 

This  tendency  to  casting-off  by  the  peritoneal  surface  is  well 
illustrated  in  Figs.  141,  144. 

Professor  Turner  (Edin.  Med.  Journ.,  1861),  who  has  dis- 
cussed this  subject  with  illustrative  examples,  says : — 


Fig.  144.— (Half-size,  St.  George's,  xiv.  9.) 
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"  Should  a  sub-peritoneal  tumour  be  attacked  by  inflamma- 
tion of  its  peritoneal  investment,  and  contract  adhesions  to 
surrounding  parts,  it  is  thus  placed  in  a  position  favourable  to 
become  separated  from  the  uterus.  This  would  be  especially 
liable  to  occur  if  it  became  connected  to  a  viscus,  such  as  the 
bladder  or  rectum,  which  is  constantly  undergoing  changes 
both  in  size  and  position.  The  alternate  dilatations  and  con- 
tractions of  these  viscera  would  necessarily  exercise  a  consider- 
able traction  upon  the  tumour,  which  would  tend  to  produce 
elongation  of  the  pedicle ;  and  ultimately,  should  the  case  be 
sufficiently  long  in  operation,  complete  detachment  from  the 
uterus.  Even  if  the  tumour  were  to  attach  itself  to  a  fixed  part, 
as  the  pubes,  or  other  portion  of  the  pelvic  wall,  and  the  woman 
subsequently  become  pregnant,  the  growing  uterus,  gradually 
rising  into  the  abdomen,  might  exercise  such  an  amount  of 
traction  upon  the  pedicle  as  to  attenuate  it  even  to  complete 
separation.  The  entanglement  of  the  tumour  between  the  coils 
of  small  intestine  which  so  frequently  hang  down  into  the 
pelvic  cavity,  even  although  no  distinct  attachments  took  place 
between  them,  would,  during  the  peristaltic  movements  of  the 
gut,  exercise  a  certain  degree  of  dragging  upon  it,  especially  if 
at  the  same  time  its  pedicle  became  twisted.  In  those  cases  in 
which  the  tumours  attain  great  size,  or  great  density,  through 
calcareous  degeneration,  even  without  becoming  connected  to 
adjacent  parts,  their  own  weight  might  probably  assist  in  pro- 
ducing attenuation  of  the  pedicle ;  but  in  estimating  this  as  a 
cause  productive  of  separation,  we  must  always  bear  in  mind 
the  constant  and  reciprocal  pressure  exercised  upon  each  other 
by  the  walls  and  contents  of  the  abdominal  cavity. " 

The  frequent  occurrence  of  tumours,  which,  in  many  patho- 
logical and  clinical  points  are  very  distinct  from  the  ordinary 
fibroids,  has  not  been  sufficiently  recognised.  Yet,  nothing  is 
more  important  than  this  recognition.  They  cannot  always  be 
treated  like  fibroids ;  and  what  is  more  important,  they  cannot 
always  be  distinguished  before  operating.  These  tumours  are 
not  so  often  multiple  as  the  hard  fibroid ;  they  almost  invariably 
affect  the  body  of  the  uterus ;  they  attain  a  large  size ;  they 
are  softer,  looser,  more  like  muscle,  have  often  interspaces 
filled  with  serum ;  they  are  more  disposed  to  become  "  fibro- 
cystic." They  are  not  so  often  encapsuled.  They  are  much 
less  disposed  to  calcareous  degeneration.  They  are  more 
liable  to  become  cedematous.  They  are  more  vascular,  and, 
therefore,  more  prone,  under  surgical  interference  or  other 
violence,  to  become  inflamed,  to  undergo  necrosis,  to  give  origin 
to  septicaemia  and  peritonitis.  They  are  less  prone  to  become 
polypoid,  or  to  be  eliminated.  They  frequently  give  rise  to 
profuse  metrorrhagia.  Fig.  145  from  a  specimen  in  St.  Thomas's 
Museum,  seems  to  be  an  example  of  this  kind.    It  represents 
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a  "  uterus  with  a  large  tumour  developed  in  its  anterior  wall. 
The  cavity  of  the  uterus  is  much  enlarged,  being  almost  equal 
to  the  long  diameter  of  the  tumour,  nearly  seven  inches.  The 
posterior  wall  is  f  -in.  thick.  The  subject,  set.  45,  had  long  been 
subject  to  profuse  uterine  haemorrhage." 

Red,  fleshy,  loose-textured,  they  contrast  remarkably  with 
the  white  dense,  "  sub- cartilaginous  "  appearance  of  the  common 
hard  "  fibroid."  The  distinction  was  recognised  by  Cruveilhier 
(see  p.  741)  and  is  insisted  upon  by  Rigby. 

The  form  of  uterine  tumour  which,  next  to  the  common 
fibroid,  has  attracted  the  most  attention  is  the  fibro-cystic. 


Fig..  145.— (Three-eighths  nat.  size,  St.  Thomas's,  G  G,  29.) 

FIBROID  OR  MUSCULAR  TUMOUR  OF  UTERUS,  CAUSING  GREAT  ENLARGEMENT  OF  THE  UTERUS 
AND  UTERINE  CAVITY. 

This  is  the  form  which  has  so  often  been  mistaken  for  ovarian 
tumour,  even  inducing  the  surgeon  to  perform  gastrotomy. 
(See  page  355.)  They  seem  to  be  generally  more  fleshy,  of 
looser  texture  than  the  common  fibroid,  more  continuous  with 
the  proper  uterine  tissue,  more  vascular,  and  often  grow  to  a 
very  large  size.  Cysts  sometimes  form  in  the  substance  of 
fibroids  through  a  localized  inflammatory  process,  so  that  pus 
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or  serum  collecting  forms  a  cavity ;  or  an  effusion  of  blood  into 
the  substance  may  in  like  manner  form  a  cavity.  But  in  some 
examples,  there  are  many  spaces  or  cysts  of  various  sizes,  whose 
origin  cannot  be  accounted  for  in  these  ways.  "The  forma- 
tion of  cysts,"  says  Paget,  "  is  not  rare  in  fibrous  tumours, 
especially  in  such  as  are  more  than  usually  loose-textured.  It 
may  be  due  to  a  local  softening  and  liquefaction  of  part  of  the 
tumour,  with  effusion  of  fluid  in  the  affected  part,  or  to  an 
accumulation  of  fluid  in  the  interspaces  of  the  intersecting 
bands ;  and  these  are  the  probable  modes  of  formation  of  the 
roughly-bounded  cavities  that  may  be  found  in  uterine  tumours. 
But  in  other  cases,  and  especially  in  those  in  which  the  cysts 
are  of  a  smaller  size,  and  have  smooth  and  polished  internal 
surfaces,  it  is  more  probable  that  their  production  depends  on  a 
process  of  cyst-formation  corresponding  with  that  traced  in  the 
cystic  disease  of  the  breast  and  other  organs." 

There  is  a  form  of  tumour,  distinguished  by  the  name  of 
"recurrent  fibroid"  which  affects  the  uterus.  It  presents, 
especially  in  this  character  of  recurrence,  affinities  with  malig- 
nant disease.  Probably  some  of  the  cases  reported  were  of  the 
nature  of  "  sarcoma." 

The  following  history  illustrates  some  of  the  features  of  this 
growth : — 

Mr.  Hutchinson  presented  to  the  Path.  Soc.  (Trans,  vol.  viii.) 
a  uterus,  the  seat  of  recurrent  fibroid.  A  single  woman,  aged 
thirty-nine,  had  repeated  floodings.  The  uterus  was  enlarged, 
os  and  cervix  normal.  The  uterus  enlarged  rapidly;  later  a 
lobulated  polypoid  mass  occupied  the  vagina  connected  with  an 
intra-uterine  growth.  The  discharge  was  very  offensive;  the 
patient's  aspect  resembled  that  of  malignant  disease.  A  portion 
of  the  mass  was  removed  by  the  hand.  The  patient's  state  was 
very  critical  for  a  fortnight  afterwards,  masses  of  slough  coming 
away.  Then  she  recovered,  and  the  uterus  scarcely  exceeded 
its  normal  size.  But  after  some  months  of  apparent  good 
health  flooding  recurred,  and  the  uterus  was  again  found  very 
large.  Another  attempt  at  enucleation  was  made  by  the  hand. 
Again  she  recovered,  the  uterus  returning  to  its  ordinary  size. 
Two  or  three  months  later,  the  floodings  returned,  and  a  large 
growth  was  found  in  the  uterus.  It  was  removed  by  ligature, 
but  she  died  in  a  fortnight. 

Every  organ  in  the  body  was  found  healthy  except  the  uterus 
and  vagina.  The  uterus  on  section  was  found  to  contain  a 
white  soft  growth,  attached  by  a  very  broad  basis  to  the  whole 
of  the  fundus  and  posterior  surface.  The  mucous  lining  of  the 
cervix  was  healthy. 

The  tumour  grew  far  too  rapidly  for  a  fibrous  tumour,  was 
too  soft,  and  too  lobulated.  Fibrous  tumours,  too,  do  not 
reproduce  themselves.    There  were  no  other  deposits  in  any 
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organ  of  the  body,  although  the  disease  had  existed  three  years. 
Its  history  is  like  that  of  recurrent  fibroids  elsewhere.  Bristowe, 
who  reported  on  the  tumour,  confirms  the  opinion  of  Hutchin- 
son. It  did  not  present  the  characters  of  any  of  the  forms  of 
cancer  usually  met  with  ;  it  was  certainly  not  fibrous ;  there 
was  no  cancer-juice.  The  tumours  were  composed  of  the  cha- 
racteristic oat-shaped  cells  freely  mingled  with  others  of  a 
flattened  fibroid  form,  each  containing  a  single  nucleus,  having 
within  it  several  clearly  defined  nucleoli. 

Mr.  Callender  describes  (Pathol.  Trans.,  vol.  ix.)  a  case  of 
recurrent  fibroid  tumour  of  the  uterus,  with  growths  of  a  simi- 
lar character  in  the  pericardium,  the  lungs,  and  in  the  body  of 
the  sixth  cervical  vertebra.  Partly  by  repeated  operations,  partly 
by  sloughing  of  portions  of  the  growth,  considerable  fragments 
were  from  time  to  time  removed.  The  fragments  removed 
presented  the  ordinary  characters  of  recurrent  fibroid  tumour. 


Ficx.  146.— (Half-size.  Carswell.) 

ERECTILE/  TUMOUR.  OP  THE  UTERUS  (MALIGNANT  ?). 


Profuse  haemorrhages  occurred,  portions  of  the  tumour  being 
discharged.  This  was  her  history  for  several  years.  The  uterus 
at  last  increased  greatly  in  size,  being  felt  above  the  umbilicus, 
and  a  lobulated  soft  growth  occupied  the  vagina,  and  was  con- 
tinuous with  that  which  filled  the  interior  of  the  womb.  She 
died  exhausted.  The  impression  was  that  the  operations  did 
not  retard  the  growth;  the  reproductive  power  was  so  great. 

3c 
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The  uterus  contained  a  tumour  continuous  with  one  in  the  iliac 
fossa.  Passing  up  from  the  pelvis,  the  lumbar  glands  were 
found  infiltrated  with  the  fibroid  material. 

Car  swell  figures  ("  Pathol.  Anatomy  ")  an  erectile  tumour  of 
the  uterus.  Fig.  146,  p.  753,  "  represents  an  erectile  tumour  of 
the  uterus  which  gives  rise  to  frequent  and  extensive  haemorrhage. 
a.  Yagina ;  b.  Cavity  of  uterus  greatly  enlarged ;  c.  A  fibrous 
tumour  lodged  in  the  substance  of  the  uterus,  and  projecting 
inwards,  covered  by  the  mucous  membrane  d ;  e.  The  erectile 
tumour  rising  above  the  surface  of  the  uterus,  covered  by  a 
smooth,  glossy  membrane,  and  traversed  by  a  multitude  of 
vessels,  from  which  the  haemorrhage  proceeded." 

In  the  same  work  Carswell  figures  a  specimen  of  atrophy  of 
the  uterus  and  ovaries  from  ossification  of  the  arteries.  Pro- 
jecting in  the  cavity  of  the  uterus  is  "  a  tumour  composed  of 
dilated  veins  and  cellulo-fibrous  tissue." 

The  Development  and  Decay  of  Fibroid  Tumours. 

1.  During  the  period  of  growth. — A  fibroid  tumour  being  like 
in  constitution  to  the  uterine  muscular  wall,  growing  in  it  and 
depending  upon  it  for  its  existence  and  nutrition,  may  be 
expected  to  follow  closely  the  conditions  of  its  parent  organ. 
Accordingly,  it  grows  during  pregnancy,  and  undergoes  retro- 
gression or  involution  when  pregnancy  is  over ;  and  sometimes 
involution  being  thus  started  passes  into  atrophy,  and  the 
tumour  disappears  altogether,  as  in  cases  narrated  by  Dr. 
Sedgwick,*  Scanzoni,  and  others.  Thus  pregnancy  may,  in 
very  exceptional  cases,  it  is  true,  cure  fibroid  tumours.  This 
process  of  complete  absorption  or  atrophy  has  been  questioned. 
It  has  been  objected  that  the  tumour  was  simply  cast  off 
unobserved.  But  since  the  uterus  itself  may  vanish  through 
atrophy,  so,  a  fortiori,  may  a  fibroid  tumour. 

They  may  soften  and  become  fluctuating,  cedematous.  Cavities 
or  cysts  may  form  in  them  containing  pus,  blood,  or  serum. 
When  these  cysts  are  large,  and  the  tumour  rises  into  the 
abdomen,  the  tumour  is  called  fibro-cystic,  and  may  simulate 
ovarian  disease.  I  incline,  however,  to  think  that  it  is  not  so 
often  the  pure  fibroid  which  is  liable  to  this  state,  but  the  more 
fleshy  tumour,  whose  texture  is  looser  and  more  continuous 
with  the  proper  structure  of  the  uterus.  The  fibroid  may 
undergo  inflammation,  suppuration,  and  gangrene. 

It  has  been  supposed  that  fibroid  polypi  are  liable  to  become 
converted  into  scirrhus  or  cancer.  It  can  hardly  be  admitted 
that  the  abnormal  muscular  growth  of  which  they  are  composed 
is  more  liable  to  such  a  change  than  is  the  normal  muscular 


*  St.  Thomas's  Hospital  Reports. 
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structure  of  the  womb.  A  muscular  fibre  cannot  be  changed 
into  cancer.  It  may,  however,  give  place  to  it.  It  is  quite 
possible  that  the  cancer  element  may  be  developed  in  the 
substance  of  an  uterine  tumour,  as  it  may  be  in  the  proper 
substance  of  the  uterus;  and  that  the  activity  of  the  new 
growth  may  cause  the  atrophy  of  the  old,  and  the  gradual 
substitution,  not  conversion,  of  a  cancerous  tumour  for  a  benig- 
nant polypus. 

Or  the  normal  structure  of  the  uterus  or  vagina  being  first 
the  seat  of  cancer,  the  disease  may  spread  and  invade  the  fibrous 
tumour.  Of  this  I  have  seen  examples.  In  one  case  I  removed 
a  large  fibroid  or  muscular  tumour  which  showed  no  trace  of 
malignant  disease.  The  patient  got  apparently  well ;  but  two 
years  later  it  was  found  that  malignant  disease  had  been 
developed  in  the  uterus. 

The  following  history  by  Drs.  Benporath  and  Liebman  illus- 
trates this  question : — 

A  woman,  aged  forty-eight,  had  suffered  from  metrorrhagia, 
had  had  in  early  life  several  abortions,  and  in  the  latter  years 
had  never  conceived.  A  tumour  became  manifest  in  the 
abdomen.  After  death  a  careful  examination  was  made.  There 
was  a  fibroid  near  the  right  Fallopian  tube  ;  another  almost 
encircling  the  uterine  cavity  lower  down ;  carcinoma  of  the 
upper  part  of  the  vagina.  It  resulted  that  the  lower  segment 
of  the  uterus  was  invaded  by  the  progress  of  the  vaginal 
cancer,  and  with  it  the  fibroid  tumours  contained  in  its  walls. 
The  lower  parts  of  the  tumour  were  most  affected,  the  upper 
parts,  those  most  remote  from  the  original  seat  of  the  cancer, 
were  free.  The  case  may  be  summed  up  as  follows :  Uterine 
fibroids  possess  no  immunity  from  cancerous  degeneration  ;  but 
they  are  scarcely  more  prone  to  it  than  the  proper  uterine  tissue. 

2.  During  the  period  of  retrogression. — When  the  normal 
ovarian  stimulus  to  uterine  growth  ceases  at  the  climacteric, 
there  is  a  tendency  in  fibroid  tumours  to  undergo  the  like  retro- 
gression or  senile  involution  or  atrophy  which  seizes  upon  the 
uterus.  They  sometimes  diminish  in  bulk.  They  generally 
tend  to  become  inert,  offending  only  by  their  bulk  and  mechani- 
cal interference  with  surrounding  organs.  But  not  seldom, 
uterine  fibroid  growing  prolongs  the  period  of  uterine  growth. 
Hence  haemorrhages  continue  recurring  with  more  or  less 
periodicity  until  the  age  of  fifty,  or  even  beyond. 

Lancereaux  (Atlas  d'Anat.  Pathol.,  1871)  says  the  fatty 
transformation  of  fibroids  is  the  most  common. 

In  muscular  tumours  and  polypi  of  long  standing,  the  vessels 
often  become  very  scanty,  or  disappear.  Their  entire  structure 
sometimes  undergoes  an  earthy  or  bony  degeneration.  In  this 
condition,  the  haemorrhages  which  had  attended  the  earlier 
stages  of  their  growth  often  cease.    They  seem  to  be  removed 
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by  this  change  from  the  sphere  of  organic  activity,  and  excite 
little  or  no  irritation  in  the  organs  with  which  they  are 
connected. 

I  examined  the  body  of  a  lady  who  had  died  suddenly  from 
heart-disease,  at  the  age  of  about  sixty.  Thirty  years  pre- 
viously she  had  suffered  from  repeated  uterine  haemorrhages, 
when  she  was  thought  by  her  physicians  in  Holland  to  be 
labouring  under  scirrhus  uteri.  I  found  one  of  the  ovaries  con- 
verted into  bone  ;  the  other  partly  into  cartilage  and  partly 
bone.  In  the  place  of  the  uterus  was  an  immense  firm,  fibrous 
tumour,  partly  converted  into  an  osseous  substance.  This 
tumour  had  undoubtedly  been  the  cause  of  the  floodings  she 
had  experienced  in  early  life. 


Fig.  147. -(Half-size,  St.  Thomas's,  G.  G.  402.) 

OSSIFIED  OB  CRETIFIED  FIBROID  TUMOUR  OF  UTERUS. 


This  stony  or  bony  conversion  is  not  very  uncommon.  It 
especially  affects  the  hard  fibroid  tumours.  There  are  some 
excellent  examples  in  the  Museum  of  St.  Thomas's  Hospital, 
and  in  most  of  the  other  hospital-museums  of  London.  Fig. 
147  is  from  a  specimen  in. St.  Thomas's.   Baillie  describes  "a 


EFFECTS  OF. 


757 


bony  mass  in  the  cavity  of  the  uterus,"  and  suspects  it  is  the 
result  of  the  conversion  of  a  hard  tubercle  (fibroid). 

The  process  of  calcification  may  be  manifested  in  two  forms : 
one  is  peripheral  incrustation,  by  which  the  tumour  acquires  a 
shell  of  calcareous  matter;  the  other  is,  calcareous  infiltration,  the 
substance  of  the  tumour  being  pervaded  with  the  earthy  material. 
This  is  found  to  be  phosphate  of  lime  and  carbonate  of  lime. 

In  Bartholomew's  Museum  is  a  specimen  (No.  32.50)  which 
affords  clinical  illustration  of  one  feature  in  the  history  of  calci- 
fication. "  It  is  a  large  lobed  fibrous  tumour,  spontaneously 
expelled  from  the  uterus.  The  texture  is  softened  and  soaked 
with  fluid,  as  if  through  partial  decomposition.  On  its  surface 
are  numerous  thin  plates  of  bone-like  substance,  which  seem  to 
have  been  nearly  separate  while  it  decomposed.  The  plates 
are  simply  calcification  of  the  fibrous  tissue.  Patient,  aged  forty- 
six,  had  observed  the  tumour  for  twenty  years  ;  during  that 
time  had  borne  many  children.  For  many  weeks  prior  to  dis- 
charge of  tumour,  which  was  expelled  with  pains  like  those  of 
labour,  flakes  of  bones  passed  away.  Her  recovery  was  com- 
plete." (Catalogue.) 

This  source  of  bone  must  be  borne  in  mind.  By  examina- 
tion, the  masses  discharged  may  be  distinguished  from  the  foetal 
bones  of  extra-uterine  gestations. 

Effects  of  Fibroids  upon  the  Uterus,  surrounding  Organs,  and 
the  System  generally. — Let  us  first  examine  the  connection  of 
fibroid  tumours  with  the  uterus.  The  hard  fibroids  commonly 
have  no  continuity  of  tissue  with  the  uterine  substance.  They 
are  surrounded  by  a  layer  of  loose  connective  tissue,  and  then 
by  developed  muscular  tissue  of  the  uterus  disposed  in  a  strati- 
fied manner.  The  tumour  is  therefore  encapsuled.  It  is  upon 
this  disposition  that  the  process  of  enucleation,  spontaneous  or 
surgical,  depends.  In  some  cases,  however,  it  is  presumed  as 
the  consequence  of  inflammation,  the  tumour  contracts  adhe- 
sions with  the  uterine  wall.  This  may  occur  whilst  the  tumour 
is  still  intra-mural,  attachments  forming  with  the  muscular 
wall  in  which  it  is  embedded.  But  when  the  tumour  has 
become  polypoid,  and  projects  into  the  uterine  cavity  adhesions 
become  more  frequent.  Thus  a  tumour  may  be  more  or  less 
completely  adherent  yto  the  mucous  membrane  of  the  uterus  or 
vagina.  There  is  a  fine  example  of  vaginal  adhesion  in  St. 
George's  Museum  (xiv.  43).  The  uterine  adhesion  is  not 
uncommon ;  it  may  usually  be  broken  down  by  the  finger. 

An  important  point  in  the  constitution  of  fibroid  tumours  of 
the  uterus  is  their  vascularity.  Cruveilhier  observed  that  "  it  is 
in  these  bodies  that  the  vascular  system  of  fibrous  bodies  in 
general  can  best  be  studied.  A  considerable  vascular  network 
envelopes  them ;  this  is  entirely  venous ;  it  communicates 
largely  with  the  veins  of  the  uterus,  which  have  acquired  a 


758 


FIKKOID  TUMOURS, 


calibre  proportioned  to  that  of  the  volume  of  the  fibrous  bodies, 
and  to  the  development  of  the  uterus.  On  the  other  hand  this 
venous  network  receives  all  the  veins  which  arise  in  the 
substance  of  these  bodies.  No  uterine  artery  has  appeared  to 
me  to  penetrate  the  fibrous  bodies  whose  circulation  is  reduced 
to  its  most  simple  expression ;  no  lymphatic  vessel  has  been 
demonstrated  ;  no  uterine  nerve  has  been  traced  into  them. 
Hence  the  absolute  insensibility  of  these  bodies." 

When  a  tumour  is  sub-mucous  or  polypoid,  its  mucous  invest- 
ment exhibits  evidence  of  greater  vascularity  than  is  proper  to 
the  healthy  membrane.  When  a  ligature  is  put  on  such  a 
tumour,  the  vessels  being  strangled  become  gorged,  dark-red, 
and  easily  bleed.  When  seized  by  vulsellum,  ecchymosis  is 
produced  from  the  rupture  of  small  vessels ;  but  this  appearance 
is  chiefly  seen  in  the  capsule  of  the  tumour  ;  deeper  in  the  sub- 
stance the  tissue  even  under  section  shows  little  sign  of  blood- 
vessels being  divided.  There  is,  however,  an  injected  specimen 
in  St.  George's  Museum  (xiv.  65)  which  shows  the  injection 
throughout  the  substance.  It  appears  to  be  a  true  fibroid.  In 
Bartholomew's  is  a  specimen  (32.12)  showing  "  several  tumours 
in  the  uterine  wall.  The  vessels  of  the  uterus  have  been 
injected,  and  the  injection  has  entered  the  tumours."  Exami- 
nation of  this  specimen  will,  howeyer,  show  that  this  is  true 
chiefly  of  one  large  tumour  near  the  inner  surface  of  the  uterus, 
and  of  looser  texture  ;  and  that  this  tumour  is  less  vascular  than 
the  uterine  wall  itself,  whilst  two  smaller  tumours,  sub-peritoneal, 
are  scarcely  injected  at  all.  In  another  specimen  in  the  same 
museum  (32.6),  "a  section  of  an  uterus,  with  a  firm  fibrous 
tumour  imbedded  in  the  middle  of  its  anterior  wall,  the  vessels 
are  minutely  injected ;  but  none  of  the  injection  appears  in  the 
morbid  growth."  This  remains  white  in  remarkable  contrast 
with  the  vascular  uterus. 

This  comparative  absence  of  vessels,  and  the  consequent  low 
vitality,  accounts  for  the  impunity  with  which  these  tumours 
can  be  cut  or  lacerated  during  surgical  operations.  The  venous 
character  of  the  blood-vessels  on  their  surface  explains  the  free 
haemorrhages  occurring  whilst  they  retain  their  relations,  and 
the  speedy  cessation  of  the  bleeding  when  the  tumours  are 
removed. 

Connected  with  the  vascularity  is  the  source  of  the  hcemorrhage 
which  is  so  common  a  consequence  of  fibroid  tumours  and 
polypi.  It  has  been  contended  that  the  blood  flows  principally, 
if  not  exclusively,  from  the  surface  of  the  j^olypus.  Lisfranc 
especially  strenuously  advocated  this  view.  It  has  been  urged 
in  support,  that  the  haemorrhage  is  observed  to  be  immediately 
arrested  upon  the  removal  of  the  tumour,  and  even  in  many 
cases  upon  the  application  of  a  ligature.  It  has  been  pointed 
out  that  the  pedicles  of  large  polypi  frequently  carry  blood- 
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vessels  of  considerable  size,  that  the  investing  membrane  is 
highly  vascular,  and  that  it  has  been  seen  to  pour  out  blood 
upon  being  injured.  On  the  other  hand  it  has  been  urged  that 
the  real  source  of  the  blood  is  the  mucous  surface  of  the  uterus. 
"Whilst  the  particular  facts  urged  in  support  of  the  view  that 
the  surface  of  the  polypus  pours  out  the  blood,  admit  of  a  com- 
plete solution  by  the  theory  that  it  is  poured  out  by  the  uterus, 
there  are  also  special  reasons  which  support  this  latter  opinion. 
It  is  observed  that  profuse  haemorrhage  attends  very  small  polypi 
as  well  as  those  of  large  size ;  and  it  is  difficult  to  imagine  how 
the  extensive  and  rapid  losses  of  blood  which  often  occur  can 
escape  from  the  surface  of  a  tumour  in  many  instances  not 
larger  than  a  small  nut.  Again,  the  haemorrhage  mostly 
assumes  the  form  of  profuse  menstruation  ;  and  it  will  not  be  con- 
tended that  the  ordinary  menstrual  flow  comes  from  any  other 
source  than  the  uterus.  Metrorrhagia  may  arise  from  any 
cause  which  sets  up  a  preternatural  action.  The  presence  of 
a  polypus  is  a  cause  of  increased  afflux  of  blood.  It  is  difficult 
then  to  avoid  the  conclusion  that  the  excess  of  the  ordinary 
menstrual  discharge  occurring  when  a  polypus  is  present  flows 
like  the  normal  proportion  from  the  womb.  When  the  tumour 
or  polypus  is  very  large,  almost  the  entire  mucous  membrane 
of  the  uterus  may  be  protruded  before  it ;  that  is,  there  is  no 
mucous  membrane  but  that  investing  the  tumour.  Why  the 
haemorrhage  ceases  when  the  tumour  is  removed,  is  exactly  why 
it  ceases  after  the  expulsion  of  the  ovum  in  abortion.  The 
developmental  attraction  of  blood  is  at  an  end. 

It  has  been  observed  that  in  some  cases  the  menstrual  flow  is 
actually  lessened. 

Fibroids  almost  invariably  cause  enlargement,  more  or  less 
deformity,  and  displacement  of  the  uterus.  They  may  produce 
every  variety  of  flexion,  and  even  inversion.  By  attracting  an 
undue  supply  of  blood,  they  often  induce  congestion  ;  sometimes 
chronic  endometritis  ;  these  conditions  give  rise  to  hypertrophy 
of  the  uterus  generally,  and  to  glandular  irritation  and  out- 
growths in  the  cervix. 

The  disposition  to  neoplasmata  or  out-growths  where  fibroid 
tumours  exist,  is  very  great.  Thus  we  frequently  find  not 
only  multiple  tumours  in  the  body  of  the  uterus,  but  tumours 
of  various  kinds  in  the  cervix  as  well.  And  it  is  not  uncom- 
mon to  find  complications  in  the  form  of  cystic  disease  of 
the  ovaries,  and  dilatation  with  obstruction  of  the  Fallopian 
tubes. 

In  St.  Bartholomew's  Museum  is  a  specimen  (No.  32.52)  of  a 
uterus,  in  the  side  wall  of  which  is  imbedded  a  large  fibrous 
tumour.  The  tumour  has  bent  the  uterus  laterally,  and  so 
encroached  upon  its  cavity,  that  the  cervical  portion  was  shut 
off  from  that  within  its  body.    The  cavity  of  the  uterus  is 
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greatly  dilated ;  its  walls  are  thinned ;  its  mucous  membrane 
was  intensely  vascular,  and  it  was  filled  with  pus. 

Another  specimen  in  the  same  museum  (No.  32.13)  shows 
retrograde  dilatation  of  the  uterus  above  the  seat  of  con- 
striction. It  exhibits  the  obliteration  of  that  portion  of  its 
cavity  which  is  within  the  cervix.  The  rest  of  its  cavity  is 
dilated.  The  extremities  of  the  Fallopian  tubes  are  adherent 
to  the  ovaries. 

But  in  a  considerable  proportion  of  cases  the  cervical  portion 
remains  free  from  other  than  mechanical  distortion.  A  small 
fibroid  in  the  anterior  wall  may  cause  anteflexion,  one  in  the 
posterior  wall  retroflexion.  A  larger  tumour  in  the  anterior 
wall  may,  however,  push  the  fundus  over  backwards,  producing 
retroflexion,  and  vice  versa.  If  growing  in  the  sides  of  the 
uterus,  or  indeed  elsewhere,  if  they  develope  unequally  they 
destroy  the  symmetry  of  the  organ,  may  distort  it  in  any  con- 
ceivable manner,  so  that  there  is  nothing  in  Nature  more 
fantastic  than  the  shapes  which  a  uterus  invaded  by  fibroid 
tumours  may  assume.  The  cervix  itself,  although  generally 
free  from  tumour,  may  be  twisted  and  distorted  in  the  most 
extraordinary  manner.  It  is  often  flattened  out  on  the  deformed 
body  of  the  uterus ;  the  course  of  its  canal  is  made  tortuous, 
and  its  calibre  compressed  or  obliterated.  The  os  uteri  may  be 
small  or  large.  Sometimes  it  is  very  difficult  or  impossible  to 
pass  a  sound  along  it,  so  devious  and  narrow  is  the  canal. 

The  uterus  impeded  in  its  functions  gives  rise  to  the  follow- 
ing symptoms :  dysmenorrhea,  dyspareunia,  and  sterility. 
These  are  especially  apt  to  occur  when  the  body  of  the  uterus 
is  bent  upon  the  cervix  at  a  right  or  even  an  acute  angle,  con- 
stricting the  os  internum.  In  the  event  of  pregnancy  occur- 
ring, abortion  is  a  very  probable  issue.  Such  cases  are  apt  to 
lead  to  profuse  flooding.  The  uterine  wall  is  unable  to  contract 
uniformly.  The  course  to  adopt  is — 1,  to  remove  the  ovum 
completely  by  preliminary  dilatation  of  the  cervix,  if  necessary  ; 
2,  by  swabbing  the  interior  of  the  uterus  with  persulphate  of 
iron. 

Fibroids  may  cause  dragging  and  atrophy.  Thus  Bristowe 
and  Hutchinson  (Path.  Trans.,  vol.  viii.)  report  on  a  case  of 
absence  of  the  cavity  of  the  uterus  and  extreme  atrophy.  Two 
tumours  existed,  and  had  become  pedunculated,  and  it  is 
evident  that  between  them  the  uterus  had  been  pulled  out  and 
attenuated.  It  is  probable  too  that  in  this  case,  as  in  others, 
the  tumours  were  at  first  surrounded  by  the  substance  of  the 
uterus,  and  that  as  they  became  detached,  they  carried  with 
them  as  a  capsule  a  considerable  portion  of  the  uterine  tissue, 
which  has  since  wholly  disappeared,  and  between  these  two 
processes,  co-operating  in  the  same  direction,  there  can  be  no 
difficulty  in  understanding  how  the  body  of  the  womb  should 
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have  been  reduced  to  the  remarkable  condition  in  which  it  was 
found.  Fibroids  may  even  cause  axial  twisting  of  the  uterus, 
as  in  a  case  related  by  Dr.  E.  Kuster.*  "  An  unmarried 
woman,  aged  thirty-four,  who  had  suffered  from  dysmenorrhoea, 
died  of  diarrhoea.  The  body  of  the  uterus  was  as  large  as  a 
man's  head,  and  presented  several  projections  on  its  surface. 
Through  the  enlargement  of  the  body  of  the  uterus,  the  neck 
was  enormously  drawn  out  and  twisted.  It  had  undergone 
two  and  a-half  turns,  so  that  the  right  ovary  was  turned  to  the 
left  and  forwards,  and  the  anterior  surface  of  the  uterus  was 
turned  backwards.  The  cervical  canal  was  almost  closed  ;  its 
walls  were  very  thin,  its  length  was  ten  centimetres.  The 
cavity  of  the  uterus  was  filled  with  blood." 

A  sub-mucous  tumour  even  if  not  quite  polypoid,  may  by 
pressure  upon  the  opposite  uterine  wall  cause  ulceration,  per- 
foration, and  even  rupture.  Larcher  relates  the  following  case 
(Arch.  Gren.  de  Med.,  1867)  :  "  A  woman  was  admitted  into 
the  Hotel-Dieu  with  pain  in  the  abdomen.  After  four  days 
profuse  bleeding  set  in.  She  refused  examination.  Two  days 
later  meteorism  and  peritonitis  appeared,  and  she  died.  Section 
revealed  diffuse  peritonitis  and  adhesion  of  all  the  organs  of  the 
small  pelvis.  A  polypus  was  found  in  the  uterus,  seated  in 
the  anterior  wall  near  the  isthmus.  The  posterior  surface  of  the 
cervix  was  ulcerated,  and  at  one  point  torn  through,  communi- 
cating with  the  cavity  of  the  abdomen." 

I  have  recorded  a  case  (Obstetrical  Transactions)  in  which  a 
small  tumour  in  the  anterior  wall  of  the  uterus  led  to  per- 
foration into  the  bladder,  owing  to  the  pressure  caused  by  the 
passage  of  the  head  in  labour. 

The  effects  upon  the  surrounding  organs  are  those  of  pressure 
and  consequent  interference  with  their  functions.  If  the  uterus 
enlarged  by  tumours  be  retained  in  the  pelvic  cavity,  and  grow 
to  the  extent  of  compressing  the  surrounding  parts  against  the 
unyielding  walls  of  the  pelvis,  the  results  will  be  similar  to 
those  caused  by  retroversion  of  the  gravid  womb  or  a  retro- 
uterine hsematocele.  But  they  come  on  more  gradually.  The 
uterus  in  its  growth  causes  excentric  pressure.  The  bladder, 
at  first  irritated,  is  frequently  excited  to  void  itself,  then,  per- 
haps, retention  of  urine  follows.  The  rectum  may  exhibit  signs 
of  tenesmus,  and  constipation  is  very  common.  Pain  and  reflex 
irritation  set  up  expulsive  efforts  in  the  uterus  and  abdominal 
muscles. 

Complete  obstruction  may  even  be  caused,  and  simulate  most 
of  the  conditions  of  strangulated  hernia.  Dr.  Peter  Eade,  of 
Norwich,  commenting  (Lancet,  1872)  upon  three  cases  of  the 
kind,  suggests  that  such  cases  might  be  relieved  by  Amussat's 

*  Beitrage  zur  G-eburtsltunde  und  Gynakologie,  1870. 
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operation,  and  asks  whether  exploratory  gastrotomy,  with  a 
view  to  the  removal  of  the  tumour,  be  worthy  of  serious  con- 
sideration in  the  case  of  intestinal  obstruction  ?  If  the  obstruc- 
tion be  connected  with  moveable  sub-peritoneal  tumours,  as  in 
one  of  Dr.  Eade's  cases,  this  proceeding  would  offer  consider- 
able hope  of  benefit.  But  where,  as  is  most  frequently  the  case, 
the  obstructing  tumours  form  part  of  the  uterus,  little  good  can 
be  expected  from  gastrotomy,  unless  the  uterus  itself  be  re- 
moved. But  regarding  intestinal  obstruction  or  strangulation 
from  an  enlarged  surgical  point  of  view,  it  may  fairly  be  stated 
as  a  general  proposition,  that  if  no  external  hernia  be  found  as 
the  presumed  seat  of  obstruction,  search  should  be  made  for  it 
by  gastrotomy.  Cases  of  internal  strangulated  hernia  have 
been  reported  which  justify  this  operation  ;  and  we  may  find 
constriction  by  fibrinous  adhesions,  which  may  be  divided,  or 
twisting  of  the  bowel,  which  may  be  released,  or,  as  is  not 
uncommon  in  children,  invagination. 

Pressure  upon  the  sacral  plexus  may  cause  excruciating  pain 
in  the  form  of  sciatica.  This  I  have  seen  several  times.  Dr. 
Gr.  H.  Kidd  relates  an  interesting  example  (Dublin  Med.  Journ., 
1872).  The  pain  was  relieved  by  wearing  an  air  pessary  to  lift 
up  the  tumour.  The  tumour  ultimately  completely  disap- 
peared. Dr.  Kidd  calls  attention  to  the  important  clinical  fact 
that  these  pressure  effects  are  more  or  less  intermittent.  He 
explains  this  by  remarking  that  the  pressure  is  often  increased 
at  the  menstrual  epochs.  He  noticed  in  one  case  that  sciatica 
was  always  increased  at  these  times.  He  further  observes  that 
great  increase  of  pressure  arises  from  flatulent  distention  of  the 
bowels.  He  has  known  pressure  from  above  so  caused  to  drive 
a  tumour  more  firmly  into  the  pelvis. 

Large  tumours  growing  in  the  abdominal  cavity  may  pro- 
duce mechanical  effects  similar  to  those  resulting  from  large 
ovarian  tumours.  They  may,  although  this  seems  rare,  cause 
peritonitis  and  ascites,  and  adhesions  resulting  may  lead  to 
strangulation  of  the  intestines.  They  may  be  the  cause  of 
laceration  of  the  intestines  by  dragging,  as  under  the  influence 
of  sudden  shock  or  fall.  And  by  mere  bulk,  they  may  so 
impede  the  action  of  the  heart  and  lungs,  as  to  bring  about 
gradual  asphyxia  and  exhaustion. 

Retrograde  disorder  of  the  alimentary  canal  ensues  from  the 
rectal  obstruction.  Flatulence,  various  dyspeptic  phenomena, 
blood-contamination  from  absorption  of  the  products  of  decom- 
position of  retained  faecal  matter — a  condition  for  which  I  have 
proposed  the  term  "  copra3mia  " — ensues. 

A  time  arrives  when,  if  the  tumour  is  not  dislodged  from  the 
pelvis,  the  pressure  becomes  so  great  that  the  distress  arising 
from  pain  and  impeded  function  becomes  intolerable ;  and  the 
obstruction  to  the  local  circulation  may  be  so  complete,  that 
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gangrene  of  the  vagina  is  caused.  The  bladder  becomes  con- 
gested, inflamed,  the  ureters  and  kidneys  distended,  and  death 
may  ensue  from  urinaemia. 

We  may  sum  up  the  dangers  ensuing  upon  the  presence  of 
fibroid  tumours  in  the  uterus  as  follows,  premising  that  in  a 
large,  but  unknown  proportion  of  cases,  no  ill  consequence 
occurs : — 1.  Hemorrhage.  This  may  be  fatal.  The  haemor- 
rhage is  mostly  recurrent,  and,  as  in  other  cases  of  repeated 
haemorrhage,  the  system  accommodates  itself  more  or  less  to 
the  losses,  acquiring  the  power  of  rapidly  regenerating  blood. 
More  often  the  haemorrhages  prove  injurious  by  degrading 
nutrition  generally,  by  inducing  2,  Exhaustion,  under  which 
the  patient  is  liable  to  sink  gradually  or  more  quickly  under 
the  immediate  effect  of  some  secondary  disease,  to  which  the 
exhausted  system  is  especially  prone.  3.  A  not  unfrequent  cause 
of  death  is  Peritonitis.  McClintock  says,  "  from  his  own  experi- 
ence the  most  fruitful  source  of  danger  is  peritoneal,  or  pelvic 
inflammation."  The  fatal  attack  may  be  induced  by  the 
giving  way  of  the  serous  membrane  over  a  fibrous  tumour, 
which  has  undergone  the  process  of  softening ;  or  there  may 
be  escape  of  foul  matter  from  the  tumour  into  the  peritoneum. 
Another  mode  in  which  not  only  peritonitis  may  occur,  but 
4,  Metritis  and  pyemia,  is  from  partial  decomposition  of  the 
tumour.  5.  Pressure  impeding  the  functions  of  the  bladder, 
kidneys,  intestines,  stomach,  lungs,  or  heart,  or  causing 
mechanical  lesions  of  these  organs. 

Symptoms  and  Diagnosis. — The  symptoms  are  the  expres- 
sion of  those  features  the  history  of  which  has  been  already 
discussed.  They  may  be  briefly  summed  up  as  follows : — 
1.  Those  which  take  their  rise  in  the  uterus  itself.  2.  Those 
which  are  the  result  of  interference  of  the  affected  uterus  on 
neighbouring  organs.  3.  The  remote  or  constitutional  symp- 
toms. 4.  The  physical  or  objective  signs.  The  signs  of  the  first 
three  kinds  are  many  of  them  common  to  other  affections  of  the 
uterus  or  of  neighbouring  structures.  They  can  hardly  obtain 
the  importance  of  being  diagnostic.  Thus,  pain  and  haemor- 
rhage referred  to  the  uterus,  attend  many  other  conditions.  The 
pain  is  generally  of  spasmodic  character ;  it  is  more  common 
when  the  tumour  projects  into  the  uterine  cavity,  or  towards  its 
external  surface ;  it  is  in  these  cases  the  evidence  of  contrac- 
tion tending  to  cast  out  the  tumour  from  its  walls.  It  is  not 
constant.  Scanzoni  observes  that  the  spasmodic  pain  is  greater 
in  the  case  of  in tramura!  tumours  than  of  polypi. 

The  haemorrhage  varies  greatly.  Cruveilhier  had  noticed  that 
it  was  less  common  when  the  tumour  was  sub- peritoneal.  It  is 
most  common  when  it  is  sub-mucous,  and  is  rarely  absent  when 
it  is  polypoid.  It  usually  observes  some  degree  of  periodicity, 
that  is,  it  takes  the  form  of  menorrhagia.    But,  in  not  a  few 
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cases,  haemorrhage  breaks  out  in  the  intermenstrual  intervals ; 
and  in  some  of  long  standing,  it  becomes  constant  or  nearly  so, 
alternating  at  times  with  a  sanious  serous  oozing  likened  to  the 
green  waters  which  follow  labour. 

Irritation  or  obstruction  of  the  bowel  or  bladder,  dorsal  and 
sacral  pain,  dysmenorrhcea  and  dyspareunia,  with  or  without 
haemorrhage,  are  common  to  retro-uterine  heeniatocele,  and  retro- 
version of  the  uterus. 

The  remote  signs,  those  referred  to  the  nervous  system,  and 
those  resulting  from  blood-impairment  and  disordered  nutrition, 
are  equally  observed  in  various  other  pelvic  disorders.  We  are 
then  compelled  to  resort  to  physical  exploration  in  order  to 
trace  these  symptoms  to  their  actual  cause.  As  we  have 
already  seen  in  Chapter  VI.,  pain  and  haemorrhage  must  be 
regarded  as  "  conditions  indicating  the  necessity  for  exami- 
nation." 

When  examination  is  made  by  touch  we  become  conscious 
that  the  uterus  is  altered  in  size,  shape,  position,  and  con- 
sistence. We  then,  by  applying  the  various  means  at  our  dis- 
posal, try  to  assign  these  alterations  to  their  true  cause.  Of 
the  cases  which  most  frequently  lead  to  error  some  are  external 
to  the  uterus;  they  deceive  by  concealing  the  uterus  from 
observation.  The  moment  we  can  detect  the  uterus  and  can 
determine  its  outline,  we  are  at  once  in  a  position  to  exclude 
tumours  in  its  substance.  Such  are  retro-uterine  hematocele, 
perimetric  inflammatory  effusions,  ovarian  tumours,  accumula- 
tions in  the  rectum. 

In  some  cases  the  source  of  error  lies  in  conditions  of  the 
uterus  itself.  Such  are  retroflexion,  anteflexion,  and  other  devia- 
tions from  the  natural  shape ;  enlargement  from  hyperplasia, 
of  the  uterus  ;  pregnancy  ;  malignant  disease  of  the  uterus. 

The  diagnosis  of  fibroid  tumours  flows  in  great  measure 
from  the  consideration  of  their  natural  history,  and  of  the 
effects  they  produce  upon  neighbouring  organs.  It  is,  how- 
ever, especially  necessary  to  call  attention  to  the  signs  brought 
out  by  physical  exploration.  The  uterus  is  almost  necessarily 
increased  in  bulk.  This  may  be  determined  by  vaginal  touch. 
Poising  the  uterus  on  the  tip  of  the  finger  we  feel  the  increased 
weight.  By  combining  abdominal  palpation,  we  determine 
accurately  the  extent  of  the  enlargement,  measuring  the  organ 
between  the  two  hands.  We  may  often  distinguish  enlarge- 
ment due  to  fibroid  tumour  from  the  enlargement  due  to 
hypertrophy  or  sub -involution,  by  observing  the  form  of  the 
uterus.  In  the  latter  cases  the  enlargement  is  uniform,  the 
organ  remains  smooth  on  the  outside,  whilst  tumours  distort 
the  contour,  causing  irregular  bumps  or  protuberances;  and 
these  protuberances  are  often  harder  than  the  proper  uterine 
structure. 
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Whilst  the  tumours  are  small,  the  mobility  is  not  much 
affected.  But  when  they  become  large,  the  mobility  may  be 
much  impaired  or  completely  lost.  This  is  especially  the  case 
when  the  enlarged  uterus  is  locked  in  the  pelvis.  This  immo- 
bilisation is  distinguished  from  that  produced  by  cancer  by  the 
os  and  cervix  uteri  being  felt  free  from  disease,  by  the  absence  of 
the  other  characteristic  signs  of  cancer,  and  by  the  presence  of 
the  irregular  nodosities  on  the  fundus  or  body  of  the  uterus, 
felt  above  the  pubes.  It  is  distinguished  from  the  immobilisa- 
tion due  to  perimetric  inflammation  by  the  history  of  this  latter 
affection ;  by  the  seat  of  the  inflammatory  deposits  outside  the 
uterus  as  ascertained  especially  by  rectal  touch. 

Fibroid  tumour  of  the  posterior  wall  of  the  uterus  producing 
retroflexion,  or  bulging  of  the  posterior  wall,  is  very  likely  to 
be  mistaken  for  retro-uterine  hsematocele,  or  for  simple  retro- 
flexion of  the  uterus.  In  all  these  cases  a  firm  rounded  mass 
is  felt  behind  the  cervix  uteri  apparently  continuous  with  it. 
Combined  rectal  and  abdominal  palpation  will  help  in  the 
differentiation.  But  the  sound  gives  the  clearest  evidence.  If 
the  sound  penetrate  in  the  normal  axis  of  the  uterus,  the  hand 
pressed  in  behind  the  symphysis  will  feel  the  body  of  the  uterus 
impaled  on  the  sound,  and  will  make  it  clear  that  the  mass  felt 
behind  the  cervix  is  something  else.  Retroflexion  is  also  deter- 
mined by  the  sound  being  directed  backwards ;  and  simple 
retroflexion  is  made  evident  by  our  being  able  to  lift  up  the 
fundus  of  the  uterus,  thus  removing  the  apparent  tumour. 
This  can  rarely  be  done  if  the  apparent  tumour  be  really  a 
fibroid.  If,  when  the  sound  is  in  the  uterus,  the  contour  of  the 
body  be  explored  by  the  finger  or  hand  in  the  rectum,  the  pre- 
sence of  tumours  may  be  made  out  with  considerable  probability 
by  the  irregular  knobbed  projections  they  produce. 

Anteversion  of  the  uterus  may  be  distinguished  by  similar 
tests. 

When  tumours  are  of  large  size,  especially  if  fluctuation  can 
be  made  out  in  any  part,  the  risk  of  confounding  them  with 
ovarian  tumours  is  great.  This  point  has  been  discussed  when 
studying  the  diagnosis  of  ovarian  tumours.  One  of  the  most 
characteristic  marks  of  distinction  is  brought  out  by  the  sound. 
By  the  use  of  this  instrument  and  by  the  finger,  we  may  gene- 
rally in  the  case  of  Ovarian  tumours  determine  that  the  uterus 
is  of  normal  size,  and  move  it  about  separately  from  the 
tumour  ;  and  vice  versa,  moving  the  tumour  about  by  the  hand 
applied  to  it  on  the  abdomen,  we  find  that  no  movement  is 
imparted  to  the  uterus.  But  great  caution  is  necessary  in 
trusting  to  these  manoeuvres.  If  the  sound  penetrate  much 
beyond  the  normal  length,  the  probability  that  the  elongation 
of  the  uterine  cavity  is  due  to  fibroid  tumours  is  very  great. 
The  best  sound  to  use  in  these  cases  is  the  whalebone  probe, 
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Fig.  36,  p.  130.  This  will  follow  tlie  sinuosities  of  the  uterine 
cavities  without  danger  of  injuring  the  uterine  wall. 

The  diagnosis  of  retro-uterine  hematocele,  perimetric  inflam- 
mation, and  ovarian  tumours  has  been  carefully  discussed  in 
the  chapter  treating  of  these  subjects.  The  chief  means  of 
distinction  consist  of  careful  palpation,  aided  by  the  sound,  so 
as  to  define  the  size  and  position  of  the  uterus,  and  to  isolate  it 
from  the  extra-uterine  tumefaction.  In  uterine  fibroid  the 
uterus,  unless  jammed  in  the  pelvis,  generally  retains  some 
degree  of  mobility ;  and  when  immovable  from  locking  in  the 
pelvis,  the  cervix  is  generally  distorted,  and  the  history  is  dis- 
tinctive. In  perimetric  deposit  there  is  a  history  of  inflamma- 
tion dating  back  to  labour,  abortion,  or  other  tolerably  defined 
event ;  whereas  in  fibroid  the  history  is  less  defined,  more  often 
associated  with  menorrhagia,  and  of  longer  standing. 

I  have  known  a  fibrous  tumour  in  the  bladder  simulating 
fibroid  in  the  anterior  wall  of  the  uterus  or  anteflexion.  The 
sound  in  liter o  and  the  catheter  made  the  case  clear. 

McClintock  points  out  that,  to  distinguish  an  ovarian  tumour 
from  uterine  tumour,  the  ulnar  edge  of  the  hand  should  be 
pressed  down  above  the  pubes.  If  the  tumour  be  ovarian, 
the  edge  of  the  hand  can  be  passed  down  deeply  between  the 
tumour  and  the  pubes.  But  where  the  tumour  is  uterine  the 
hand  is  resisted,  and  cannot  be  sunk  to  anything  like  the  same 
extent. 

Palpation  and  the  sound  can  also  almost  always  be  relied 
upon  to  distinguish  flexions  of  the  uterus.  The  removal  of  the 
tumour  by  restoring  the  uterus  to  its  normal  position  by  the 
sound  is  distinctive  of  flexions.  The  condition  most  likely  to 
be  overlooked  is  that  where  flexion  is  complicated  with  a 
tumour.  In  this  there  is  generally  more  or  less  marked  irregu- 
larity in  the  shape  of  the  body  of  the  uterus.  Bumps  or  pro- 
jections may  be  felt  on  its  peritoneal  surface  or  projecting  into 
its  cavity ;  and  the  size  will  often  be  greater  than  is  usual  in 
flexion  or  simple  hyperplasia.  If,  in  addition,  the  cervix  be 
twisted,  flattened,  or  otherwise  distorted,  the  probability  of  the 
existence  of  fibroid  tumours  is  greatly  enhanced.  The  hard- 
ness of  the  common  fibroid  is  peculiar:  it  is  usually  greater 
than  that  of  anything  with  which  it  is  liable  to  be  confounded, 
excepting  perimetric  inflammation ;  and  this  may  be  discrimi- 
nated by  history.  It  is  distinguished  from  cancer  by  the  seat, 
which  in  cancer  is  most  frequently  in  the  cervix. 

The  diagnosis  from  pregnancy  is  a  most  important  point  to 
make  out.  Women,  the  subjects  of  tumour,  may  think  them- 
selves, or  be  thought  by  others  to  be  pregnant.  In  pregnancy, 
the  enlargement  of  the  uterus  is  uniform,  thus  being  in  contrast 
with  the  often  irregular  contour  and  hardness  of  the  uterine 
fibroid.    The  speculum  is  not  of  much  value  in  giving  charac- 
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teristic  signs  of  fibroid;  but  it  is  of  great  value  in  giving 
presumptive  evidence  of  pregnancy ;  and  thus  in  leading  us  to 
prosecute  diagnosis  in  this  direction.  A  violet  coloration  of  the 
vagina  and  os  uteri  should  at  once  impel  to  follow  out  all  the 
other  modes  of  investigating  this  question.  The  detection  of 
the  violet  coloration  by  rousing  suspicion  of  pregnancy  will 
save  us  from  resorting  to  the  sound.  For  this  reason  I  think 
it  is  a  good  general  rule  in  practice  to  pursue  examination  in 
the  following  order: — 1,  by  vaginal  touch;  2,  by  speculum; 
3,  by  sound.  In  many  cases  we  shall  stop  at  the  first  method, 
or  at  the  second. 

In  doubtful  cases,  examination  by  rectum  should  never  be 
omitted.  By  this  route  the  finger  can  generally  distinguish 
perimetric  effusions  by  feeling  their  attachment  to  the  walls  of 
the  pelvis,  and  by  defining  more  accurately  the  outline  of  the 
uterus. 

By  the  sound  we  can  often  make  out  the  exact  position  of 
a  tumour.  Thus  it  may  penetrate  beyond  the  normal  uterine 
length  behind  or  in  front  of  the  tumour,  which  may  then  be 
felt  between  the  finger  or  hand  by  vagina,  abdomen,  or  rectum, 
and  the  sound  in  the  uterine  cavity.  We  thus  learn  in  what 
part  of  the  uterine  wall  the  tumour  is  situated. 

It  is  chiefly  when  we  have  to  deal  with  tumours  of  con- 
siderable size,  too  big  to  be  retained  in  the  pelvis,  that  we  have 
to  make  the  diagnosis  from  ovarian  tumour  and  pregnancy. 
The  difficulty  is  often  increased  by  the  fact  that  these  large 
tumours  cause  so  uniform  an  enlargement  of  the  uterus,  that 
the  shape  closely  resembles  that  of  the  pregnant  uterus. 
Having  excluded  pregnancy,  which  we  ought  always  to  be 
able  to  do,  by  carefully  collating  all  the  historical  data  and  the 
physical  signs,  positive  and  negative,  and  especially  by  the  aid 
of  time,  which  seldom  fails  to  resolve  doubts  upon  this  point, 
we  may  resort  to  the  sound.  By  help  of  this  we  may  gene- 
rally exclude  ovarian  tumours.  If  the  sound  have  to  pursue  a 
devious  course  through  the  cervix,  or  if  it  run  to  a  distance 
much  beyond  the  normal  length  along  the  direction  of  the 
tumour,  we  shall  rarely  be  wrong  in  concluding  that  the  case 
is  uterine  tumour.  Or,  if  the  mass  is  solid,  the  probability  that 
it  is  uterine  is  very  great.  It  must,  however,  be  remembered 
that  in  some  cases  of  great  enlargement  of  the  uterus  by 
fibroids,  the  sound  will  not  travel  beyond  two  or  three  inches. 

There  is  one  character  occasionally  present  in  fibroid  tumours 
especially  to  be  borne  in  mind  when  the  question  lies  between 
these  tumours  and  pregnancy.  In  a  considerable  proportion 
of  cases  a  sound  resembling  the  placental  sound  is  heard. 
"  Sometimes, "  says  McClintock,  4 4  it  is  short  and  abrupt,  a  mere 
whiff  accompanying  each  arterial  pulsation.  At  other  times 
it  is  prolonged  and  musical,  and  not  to  be  distinguished  by 
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the  most  acute  and  practised  ear  from  the  bruit  placentaire" 
"We  should  not,  then,  declare  that  the  case  is  one  of  pregnancy 
on  the  single  evidence  of  this  sign.  Nor  is  it  likely,  if  preg- 
nancy exist,  that  we  shall  be  reduced  to  this  necessity.  Almost 
invariably  some  other  confirmatory  sign  will  be  present.  The 
cases  of  real  difficulty  are  those  where  both  pregnancy  and 
tumour  exist  together.  The  chief  character  in  this  complication 
is  the  want  of  uniformity  in  the  shape  of  the  uterus. 

In  some  cases  of  doubtful  diagnosis  we  may  arrive  at  distinct 
evidence  by  dilating  the  cervix  uteri,  so  as  to  facilitate  explo- 
ration of  the  internal  surface  of  the  uterus.  Then  by  sound, 
or  even  by  the  finger,  we  may  feel  a  tumour  forming  a  projec- 
tion into  the  cavity,  or  we  may  by  finger  in  the  cavity  and 
combined  abdominal  palpation,  take  accurate  note  of  the  condi- 
tion of  the  intervening  uterine  wall.  This  mode  of  exploration 
is  especially  indicated  when  the  subject  is  suffering  from  haemor- 
rhages. It  thus  becomes  a  means  of  treatment  as  well  as  of 
diagnosis. 

Acupuncture,  or  the  aspirator-trocar  may  be  usefully 
employed.  Dr.  Grueniot  has  discussed  this  subject  (Arch.  Gen. 
de  Med.,  1868).  He  observes  that  it  gives  indication  as  to 
sensibility,  resistance,  hardness  of  tissue,  and  the  greater  vas- 
cular development.  In  a  woman,  aged  fifty- six,  a  second 
tumour  was  discovered  immediately  after  the  removal  of  a 
uterine  tumour,  the  place  of  which  it  assumed.  The  closest 
examination  left  it  doubtful  whether  this  was  a  second  fibrous 
polypus  or  a  partial  inversion.  The  sound  penetrated  a  short 
distance  all  round  the  tumour.  Puncture  caused  no  pain.  It 
was  concluded  to  be  a  fibrous  tumour,  and  was  accordingly 
removed  with  a  good  result. 

Diagnosis  may  be  difficult  when  the  uterus,  enlarged  by 
fibroid  tumour,  is  complicated  with  ascites.  In  this  case  a 
sensation  of  ballottement  is  felt,  differing  from  the  intra-uterine 
ballottement  of  pregnancy  in  this,  that  it  is  more  distinctly  felt 
above  the  pubes  through  the  abdominal  wall. 

Malignant  tumours  of  the  lumbar  glands,  peritoneum,  and 
surface  of  the  intestines  may  also  simulate  uterine  tumours. 
In  these  cases  we  may  derive  diagnostic  indications  from  the 
history  and  general  symptoms.  It  is  rare  for  fibroids  of  the 
uterus  to  be  attended  by  such  marked  constitutional  symptoms 
as  are  commonly  observed  in  malignant  disease. 

Uterine  tumours,  like  ovarian  tumours,  may  be  distinguished 
from  tumours  arising  in  the  abdominal  cavity  by  tracing  them 
from  the  pelvis  upwards.  Tumours  of  abdominal  origin  may 
usually  be  traced  from  above  downwards,  leaving  a  line  or 
space  of  demarcation  at  their  lower  margin,  which  marks  them 
off  from  the  pelvis. 

In  determining  the  course  of  treatment,  especially  the  direc- 
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tion  of  operative  measures,  it  is  important  to  form  an  opinion  as 
to  the  part  of  the  uterus  an  intra-uterine  tumour  grows  from. 
This  may  often  be  done  by  observing  a  character  pointed  out 
by  Dr.  Kidd.  He  says  the  uterus  bulges  out  most  in  the  wall 
opposite  to  that  to  which  the  tumour  is  attached.  So  that  feel- 
ing* a  decided  prominence,  say  of  the  anterior  wall,  we  may 
predicate  with  certainty  that  the  attachment  of  the  tumour  is 
at  the  opposite  part  of  the  uterus. 

The  Treatment  of  Tumours,  especially  Fibroids  of  the  Uterus. — 
In  discussing  this  question,  it  is  evidently  desirable  to  keep  in 
mind  the  properties  and  natural  history  of  these  tumours.  The 
natural  terminations  furnish  the  most  useful  indications.  Know- 
ing these  terminations  we  may  often  assist  in  bringing  them 
about.  These  terminations  we  have  seen  are:  1.  Absorption 
or  atrophy.  2.  Calcareous  degeneration.  3.  Grangrene  or  other 
form  of  decomposition.  4.  Spontaneous  expulsion  or  enucleation. 

1.  Can  we  aid  or  bring  about  the  process  of  atrophy  ?  This 
question  involves  the  inquiry  into  the  action  of  internal  remedies 
and  local  solvent  applications.  "We  have  seen  that  tumours  have 
occasionally  vanished  under  the  influence  of  pregnancy  and 
labour.  In  some  of  these  instances  the  process  of  elimination 
was  in  all  probability  inflammation  and  breaking-down  of  the 
tumour ;  in  others,  detachment  and  expulsion ;  but  in  others, 
there  seems  no  reason  to  doubt  that  it  was  true  absorption, 
analogous  to  that  process  by  which  the  excess  of  proper  uterine 
tissue  is  removed  after  labour.  Then,  again,  there  is  the  slower 
atrophy  of  advancing  age.  Can  we  set  up  or  accelerate  similar 
atrophic  processes  ?  Before  entering  upon  this  question  it  is 
desirable  to  discuss  a  very  important  practical  question  which 
not  infrequently  comes  before  the  physician.  What  is  the  risk 
of  marriage  to  a  woman  known  to  be  the  subject  of  uterine 
tumours?  I  have  discussed  this  question  in  my  work  on 
"  Obstetric  Operations,"  and  can  only  give  the  general  con- 
clusions in  this  place.  All  authors  agree  in  the  opinion  that 
pregnancy  brings  serious  danger ;  and  all  agree  in  discourag- 
ing those  who  are  the  subjects  of  uterine  tumours  from  marriage. 
This  is  certainly  the  wiser  course.  Apart  from  the  dangers 
attending  pregnancy,  the  increased  afflux  of  blood  and  conse- 
quent developmental  force  excited  under  the  conditions  of  the 
married  state  give  'material  impetus  to  the  growth  of  these 
tumours.  Metrorrhagia  will  probably  be  increased.  And, 
although  fibroid  tumours  act  in  many  cases  as  an  obstacle  to 
impregnation,  still  pregnancy  often  occurs  notwithstanding. 
If  pregnancy  and  labour  are  occasionally  observed  to  be  fol- 
lowed by  the  atrophy  or  expulsion  of  the  tumours ;  and  if,  as 
is  even  more  frequent,  no  accident  occur  to  interrupt  the  smooth 
course  of  pregnancy,  labour,  or  childbed,  the  tumours  remaining 
unaffected,  the  accidents  in  other  cases  are  so  serious  that  we 
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shall  rarely  be  justified  in  sanctioning  disregard  of  the  esta- 
blished rule.  In  cases  where  we  can  clearly  determine  that  the 
tumours  are  seated  in  the  substance  and  projecting  on  the 
peritoneal  surface  of  the  fundus  of  the  uterus,  we  may  predicate 
that  the  risk  is  small.  But  where  tumours  are  found  in  the 
lower  segment,  and  especially  if  projecting  into  the  cavity  of 
the  uterus,  the  danger  is  so  great  that  we  are  bound  to  prohibit 
marriage  with  all  the  authority  we  possess.  Tumours  in  this 
situation  are  doubly  dangerous ;  first,  they  are  exposed  to 
bruising  and  tearing  during  the  passage  of  the  child ;  secondly, 
they  may  descend  before  the  child  into  the  pelvic  cavity,  and 
obstruct  labour. 

Medicines  have  been  given  with  the  four  following  designs  : 
1.  To  promote  absorption  or  calcification.  2.  To  restrain 
growth.    3.  To  restrain  bleeding.    4.  To  promote  extrusion. 

Medicines  designed  to  promote  absorption  and  to  restrain  growth 
may  fitly  be  considered  together ;  and  some  agents  which  are 
chiefly  given  for  their  supposed  efficacy  in  restraining  haemor- 
rhage probably  act  also  by  promoting  extrusion.  Simpson, 
Eigby,  and  others  were  very  positive  as  to  the  absorption  of 
fibroids.  Simpson  says  they  are  sometimes  seen  in  fatty  meta- 
morphosis. Spencer  Wells  observes  that  no  one  could  expect  a 
true  fibrous  tumour  to  disappear  spontaneously ;  but  muscular 
tumours  rapidly  grow  and  rapidly  disappear.  He  expresses 
himself  as  astonished  to  find  that  doubts  are  entertained  as  to 
the  fact  of  their  disappearance.  The  cellular  spaces  between 
the  fibres  of  these  tumours  may  become  filled  with  serum  ;  and 
that  portion  of  the  tumour  thus  due  to  oedema  may  undoubt- 
edly disappear.  In  such  cases  Wells  thinks  the  use  of  bichloride 
of  mercury  is  often  followed  by  remarkable  diminution.  Simp- 
son praised  the  bromide  of  potassium.  Where  there  is  much 
irregular  bleeding,  Wells  agrees  with  McClintock  in  regarding 
chloride  of  calcium  as  of  great  value.  This  remedy  had  been 
introduced  by  Bigby  in  1846.  He  says  he  "  found  that,  if 
commenced  in  3ss.  doses  of  the  solution  twice  a-day,  the  patient 
could  gradually  increase  it  until  she  had  reached  5j.  without 
inconvenience.  After  continuing  at  this  dose  for  a  month,  she 
left  it  off  for  a  few  weeks,  and  again  resumed  it  as  before  ;  a 
decided  change  was  observable  in  several  cases."  McClintock 
relates  a  case  in  which  complete  cure  was  effected  by  this 
remedy  combined  with  perchloride  of  iron.  Wells,  however, 
has  found  that,  if  persisted  in  for  a  length  of  time,  the  chloride 
of  calcium  is  apt  to  bring  about  calcareous  degeneration  of  the 
arteries  generally ;  and  this  is  so  real  a  danger  that  the  remedy 
must  be  used  with  great  caution.  Its  action  in  arresting  the 
growth  of  fibroids  probably  depends  upon  this  property.  The 
tumour  perhaps  has  a  greater  affinity  for  the  chloride  of 
calcium  than  have  other  structures ;   and  if  the  calcareous 
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deposit  could  be  limited  to  it,  the  remedy  would  be  without 
a  drawback. 

Bigby  further  possessed  great  faith  in  the  Kreuznach  water. 
Adopting  the  suggestion  of  Dr.  0.  Prieger,  he  tried  this  water 
in  a  very  concentrated  form,  and  believed  he  increased  its 
efficacy  by  adding  from  two  to  five  grains  of  bromide  of  potas- 
sium. "  In  many  cases,"  Pigby  says,  "  the  results  have  been 
very  successful ;  in  some,  where  this  artificial  mineral  water 
formed  the  sole  treatment ;  in  others,  where  it  was  combined 
with  the  local  application  of  leeches  and  mercurial  ointment." 

The  remedies  applied  in  the  hope  of  restraining  growth  are 
the  same  as  those  designed  to  promote  absorption.  It  may  be 
reasonably  expected  that  greater  success  would  be  attained  in 
accomplishing  this  lesser  result.  Observations  upon  this  point 
are,  however,  even  more  fallacious.  If  we  can  demonstrate  a 
sensible  diminution  in  the  bulk  of  a  tumour,  and  even  follow 
the  diminution  on  to  complete  disappearance,  the  only  doubt  as 
to  the  reality  of  absorption  rests  on  the  possibility  of  an  original 
error  of  diagnosis.  The  supposed  tumour  might  have  been 
retro-uterine  hoematocele,  an  enlarged  body  of  the  uterus  from 
hyperplasia,  or  some  other  condition.  That  some  cases  of  cure 
by  absorption  reported  before  the  characters  of  retro-uterine 
hematocele  were  known  were  falsely  interpreted  is  highly  pro- 
bable. But  the  reality  of  fibroid  tumours  having  been  absorbed 
is  too  well  established  to  admit  of  doubt.  It  does  not,  however, 
follow  that  this  absorption  was  due  to  the  remedies  employed. 
In  some  cases  of  absorption  no  treatment  deserving  consideration 
was  adopted.  And  in  the  rest  in  which  internal  remedies  were 
used,  doubt  as  to  their  share  in  the  result  is  not  unjustifiable. 
My  own  experience  lends  little  or  no  support  to  the  proposition 
that  internal  remedies  exert  any  influence  in  promoting  absorp- 
tion of  the  hard  fibroid  tumour.  I  suspect  that  the  favourable 
opinions  as  to  their  efficacy,  which  some  authors  have  expressed, 
spring  from  the  observation  of  the  larger,  looser-textured 
tumours,  and  that  the  diminution  was  due  to  the  absorption  of 
fluid  infiltration,  the  solid  constituent  remaining  untouched. 

West  and  Scanzoni  doubt  whether  the  Kreuznach  waters 
have  cured  a  single  case. 

Sustained  elastic  pressure,  as  by  means  of  an  abdominal  belt, 
may  be  useful  in  promoting  the  absorption  of  infiltrated  fluid. 
It  is  doubtful  whether  it  exerts  much  influence  in  diminishing 
the  solid  constituents.  It  may,  however,  be  useful  in  supporting 
the  mass,  and  in  preventing  injurious  dragging. 

The  ergot  of  rye  has  also  been  used  with  this  indication.  It 
has  been  supposed  that  nutrition  might  be  arrested  by  the 
constricting  action  of  the  ergot  upon  the  vessels  feeding  the 
tumour  ;  and  by  the  compression  exerted  upon  the  tumour  by 
the  contraction  of  the  muscular  wall.     Hildebrandt  (Berlin 
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Klin.  Wochenschr,  1872)  treated  nine  cases  by  the  subcutaneous 
injection  of  ergotin.  "  In  four,"  he  says,  "  the  diminution  of 
the  tumour  was  free  from  doubt ;  in  the  others  troublesome 
symptoms  subsided." 

But  more  frequently  ergot  has  been  used  with  the  object  of 
promoting  the  expulsion  of  the  tumour. 

The  fallacies  which  weaken  any  conclusion  as  to  the  influence 
of  remedies  in  arresting  the  growth  of  fibroid  tumours  are : 
1.  That  these  tumours  are  often  of  extremely  slow  growth,  so 
that  any  change  in  size  within  even  a  considerable  time  would  be 
difficult  to  appreciate,  and  still  more  to  prove.  2.  That  many 
of  these  tumours,  when  they  have  reached  a  certain  size,  exhibit 
no  tendency  to  increase,  but  remain  stationary,  although  no 
treatment  is  employed.  3.  That  in  a  large  number  of  instances 
there  is  a  natural  tendency  towards  inertness  or  even  retrogres- 
sion after  the  climacteric  ;  and  that  since  these  tumours  fre- 
quently do  not  come  under  treatment  until  this  period  is 
approaching,  such  treatment  may  be  merely  coincident  with  the 
natural  process  of  cure,  not  conducive  to  it.  And,  lastly,  the 
most  persistent  use  of  remedies  in  many  cases  has  not  been 
followed  by  any  sensible  alteration  in  the  hands  of  many  com- 
petent observers. 

The  effects  of  mechanical  pressure  may  sometimes  be  obviated 
by  lifting  the  tumour  out  of  the  pelvis.  The  uterus  with  its 
parasitic  growths  may  be  moveable  en  masse.  Sometimes  the 
hand  in  the  vagina  or  rectum  may  liberate  the  pelvis.  But 
more  often,  a  method  used  with  success  by  Dr.  Gr.  H.  Kidd  is 
better.  The  patient  is  placed  in  knee-elbow  position,  and  one 
of  my  dilating-bags  is  placed  in  vagina  or  rectum,  which, 
made  to  expand  below  the  tumour,  gradually  raises  it.  This 
proceeding  would  also  be  effectual  by  relieving  the  bowel  from 
obstruction,  in  removing  the  flatulent  distention  which  some- 
times drives  the  tumour  down  into  the  pelvis.  Or,  where 
flatulence  is  extreme,  and  the  tumour  cannot  be  moved  or 
extirpated,  relief  may  be  given  by  puncture  by  a  fine  trocar 
into  the  intestine,  as  was  done  by  Dr.  Kidd.  In  a  case  he 
relates  a  great  escape  of  gas  took  place.  A  candle  brought 
near,  the  gas  took  fire,  burning  with  a  blue  flame.  Next  day 
the  bowels  acted  freely. 

Treatment  designed  to  restrain  haemorrhage  may  fitly  be 
considered  in  connection  with  that  designed  to  promote  absorp- 
tion or  to  check  growth  of  fibroid  tumours.  Treatment  for  this 
purpose  consists  of  internal  remedies,  of  local  applications,  and 
of  surgical  operations.  The  principal  internal  remedies  have 
been  already  described.  To  chloride  of  calcium  and  ergot  may 
be  added  strychnine,  quinine,  digitalis,  turpentine,  Indian  hemp, 
the  lead  and  opium  pill,  alum  and  gallic  acid — all  agents  of 
unquestionable  efficacy  as  haemostatics.    They  now  and  then 
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act  satisfactorily,  but  much  more  often  they  fail.  Small  doses 
of  mercury  have  in  some  cases  been  attended  with  success. 

Local  styptics,  on  the  other  hand,  may  almost  always  be 
relied  upon  to  stop  haemorrhage  for  the  time.  Of  these  the  best 
are,  perchloride  or  persulphate  of  iron,  chromic  acid  and  nitric 
acid,  or  iodine.  Their  efficacy  depends  upon  their  being 
applied  directly  to  the  bleeding  surface,  that  is,  to  the  mucous 
membrane  of  the  uterus,  as  well  as  to  that  immediately  covering 
the  tumour.  To  accomplish  this,  it  is  necessary  in  the  first 
place  to  obtain  free  dilatation  of  the  cervix  uteri.  This  pre- 
liminary dilatation  can  be  effected  by  means  of  laminaria  or 
sponge-tents  left  in  for  several  hours,  or  by  incisions  of  the 
cervix.  If  the  canal  is  tortuous,  incisions  will  be  necessary,  at 
least  in  the  first  instance  ;  and  sometimes  it  will  be  desirable  to 
resort  to  both  incisions  and  tents. 

It  is  a  remarkable  fact  that  dilatation  of  the  cervical  canal 
alone  is  in  many  cases  followed  by  arrest  of  haemorrhage. 
Baker  Brown,  Nelaton,  and  McClintock  have  established  this 
fact  as  to  the  effect  of  incisions  in  the  cervix.  I  have  in  so 
many  instances  practised  this  operation  with  advantage  that 
I  entertain  no  doubt  of  its  value.  It  does  not  appear  to  be 
necessary  that  the  tumours  themselves  should  be  cut  into. 
Simple  dilatation  by  laminaria-tents  is  often  efficacious.  The 
incisions  should  not  be  deep ;  they  should  especially  not  be 
carried  deeply  into  the  neck  at  the  level  of  the  os  internum. 
Incisions  made  in  this  way  have  appeared  to  me  to  exercise  a 
beneficial  effect  in  modifying  the  nutrition  of  fibroid  tumours ; 
a  free  os  uteri  externum  will  often,  as  we  have  seen,  when  study- 
ing the  history  of  dysmenorrhoea  and  menorrhagia,  relieve 
these  symptoms.  I  have  acquired  the  conviction  that  these 
incisions  have  even  arrested  the  growth  and  promoted  the 
absorption  of  uterine  fibroids. 

But  supposing  that  dilatation,  whether  by  knife  or  tents,  is 
not  followed  by  arrest  of  bleeding,  the  road  being  open,  we  now 
apply  the  styptic.  This  is  best  done  by  means  of  a  swab.  A 
probe  mounted  on  a  wooden  handle,  or  the  instrument  made  to 
carry  nitrate  of  silver  (See  Fig.  42,  p.  137)  answers  perfectly. 
Around  the  end  a  little  cotton- wool  is  twisted ;  this  is  steeped 
in  the  styptic  fluid,  and  carried  quite  into  the  cavity  of  the 
uterus  and  pressed  steadily  against  the  inner  surface.  It  is 
desirable  to  have  three  or  four  of  these  probes  mounted  with 
cotton-wool,  using  one  or  two  of  them  first  to  wipe  out  the 
blood  from  the  interior  of  the  uterus  before  introducing  the 
styptic.  To  facilitate  this  introduction,  and  to  obviate  the  incon- 
venience of  losing  much  of  the  action  of  the  styptic  in  its 
passage  along  the  cervix,  we  may  resort  to  one  of  two  expedients. 
Using  a  Neugebauer's  or  a  Cusco's  speculum,  both  of  which 
bring  the  os  uteri  down  within  easy  sight  and  reach,  seize  the 
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margin  of  the  os  with  a  Sims'  hook  or  a  vulsellum,  so  as  to 
steady  and  hold  open  the  cervix  for  the  passage  of  the  styptic ; 
or  insert  a  cervical  tube  snch  as  those  designed  hy  Dr.  Lombe 
Atthill  and  myself.  This  serves  as  a  protecting  channel  along 
which  the  styptic  can  be  passed  direct  into  the  nterns. 

The  perchloride  or  persulphate  of  iron  should  he  used  very 
strong,  nearly  concentrated.  The  chromic  acid  crystals  should 
be  simply  moistened  with  a  little  water.  This  is  a  very  power- 
ful styptic.  The  nitric  acid  should  be  used  fuming.  The  acid 
mostly  acts  as  a  superficial  styptic  or  caustic.  But  Dr.  Gogarty 
relates  a  successful  case  (Medical  Press,  1871)  in  which  the 
"  lining  membrane  was  denuded,  and  it  came  away  a  perfect 
cast  of  the  uterine  face  of  the  tumour." 

Dr.  Savage  extols  strong  tincture  of  iodine.  If  we  find  swab- 
bing inefficacious  or  not  to  be  carried  out,  then  the  best  thing  to 
do  is  to  inject  a  solution  of  persulphate  or  perchloride  of  iron. 
Of  course  it  is  eminently  desirable  that  the  cervix  should  be 
dilated  ;  but  we  are  supposing  this  not  feasible,  and  that  the 
haemorrhage  is  so  serious  as  to  threaten  life.  In  such  a  case  a 
vulcanite  tube  may  be  passed  into  the  uterus,  and  two  or  three 
ounces  of  a  solution  of  perchloride  of  iron  or  of  the  persulphate 
may  be  injected  by  means  of  an  india-rubber  ball  which  can  be 
adapted  to  the  tube.  This  will  rarely  fail.  I  have  saved 
several  lives  by  this  treatment.  Dr.  Kicld,  I  am  bound  to  state, 
says  that,  "  in  his  experience  the  injection  of  perchloride  of  iron 
is  the  least  useful  and  the  most  dangerous  treatment.  The  last 
case  in  which  he  tried  it  proved  fatal.  The  woman  got  a  low 
form  of  metritis  and  died."  I  have  not  myself  seen  any  ill 
effect  from  it.  In  my  "  Obstetric  Operations  "  I  have  cited  in 
detail  the  history  of  a  case  ending  fatally  from  injection  of 
perchloride  of  iron  into  a  uterus  dilated  by  retroflexion.  But 
surely  we  ought  not  to  be  deterred  by  this  risk  from  the  imme- 
diate and  urgent  duty  of  saving  a  woman  from  bleeding  to 
death. 

Should  bleeding  have  brought  the  patient  to  extremity,  there 
is  still  a  resource  in  transfusion.  Dr.  Grentilhomme  relates  an 
interesting  case  (Gazette  Hebdomadaire,  1868)  in  which  life 
was  saved  by  this  operation. 

The  preceding  means  should  be  steadily  persevered  in,  com- 
bating symptoms  as  best  we  can,  striving  to  support  the  patient 
against  them  until  the  climacteric  period,  when  we  may  reason- 
ably hope  that  the  tumours  will  pass  into  degeneration  or 
atrophy,  or  at  any  rate  become  inert.  It  is  only  when  the 
patient's  condition  is  so  serious  that  we  cannot  afford  to  tem- 
porize, and  these  means  can  no  longer  be  trusted  to,  that  we 
shall  be  justified  in  resorting  to  the  more  decided  but  more 
hazardous  surgical  proceedings  which  we  have  now  to  discuss. 

We  have  lastly  to  consider  the  means  of  getting  rid  of  the 
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tumours  altogether.  This  embraces  the  discussion  of  the  various 
proceedings  available  for  promoting  their  expulsion  ;  for  causing 
their  destruction  and  elimination  by  setting  up  inflammation 
or  necrosis  ;  for  ablation  by  enucleation,  avulsion,  ligature,  knife, 
scissors,  ecraseur,  cautery ;  and  for  removing  the  uterus  itself 
along  with  the  tumours  by  gastrotomy. 

The  idea  of  enucleation  seems  to  have  been  first  clearly  dis- 
cussed by  Yelpeau.  It  was  practised  by  Amussat,  and  has  been 
rather  extensively  tried  of  late  years. 

The  means  for  bringing  about  enucleation  and  expulsion  may 
be  conveniently  described  together.  The  larger  tumours  whose 
texture  is  continuous  with  the  uterine  wall,  are  not  proper 
subjects  of  these  proceedings.  It  is  from  not  bearing  in  mind 
this  fact,  which  has  been  so  distinctly  insisted  upon  by  Rigby 
and  McClintock,  that  failure  and  disaster  have  so  often  followed 
surgical  proceedings.  And  since  the  difficulty  of  diagnosis 
between  these  and  the  encapsuled  tumours  is  great,  the 'subject 
is  involved  in  doubt  at  the  very  threshold.  These  processes, 
then,  are  chiefly,  if  not  exclusively,  applicable  to  the  hard 
fibroid  bodies  which  are  encapsuled.  Expulsion  may  be  accom- 
plished without  enucleation.  This  occurs  in  those  cases  where 
the  tumour  is  thrust  out  of  the  wall  of  the  uterus,  becoming  a 
polypus.  A  polypus  after  hanging  for  a  time  by  a  pedicle, 
may  be  thrown  off  altogether,  a  thin  capsule  of  uterine  tissue 
carried  before  it  still  investing  it.  Or  expulsion  may  be  effected 
by  spontaneous  enucleation.  The  investing  capsule  may  ulcer- 
ate, and  uterine  contraction  going  on,  the  tumour  loosened, 
may  be  thrown  out. 

These  processes  of  expulsion  may  be  aided  by  the  use  of  so- 
called  oxytocic  remedies.  Treating  the  tumour-bearing  uterus 
as  we  would  the  child-bearing  organ,  we  give  certain  remedies 
that  possess  the  property  of  provoking  or  strengthening  the 
uterus  to  contract.  The  chief  of  these  are  ergot,  quinine, 
strychnine,  galvanism.  The  action  of  these  agents  upon  the 
uterine  muscle,  even  in  the  non-pregnant  state,  is  undoubted. 
But  they  cannot  be  expected  to  act  so  efficiently  as  in  preg- 
nancy when  the  muscular  fibre  is  highly  developed,  and  when 
the  nervous  centres  are  in  a  peculiar  state  of  tension  ready  to 
respond  to  comparatively  slight  excitation.  The  remedies  must 
therefore  be  given  over  a  considerable  space  of  time.  And 
generally  they,  cannot  be  trusted  to  alone.  It  is  commonly 
necessary  to  dilate  the  cervix  freely  by  incisions  and  tents  ; 
and  if  we  find  the  tumour  or  tumours  projecting  into  the 
uterine  cavity,  to  seize  them  with  a  vulsellum,  to  draw  them 
down,  to  try  enucleation  by  scratching  through  the  capsule  at 
the  margin  of  uterine  attachment,  or  even  by  aid  of  scissors 
making  nicks  into  its  substance.  Under  this  manipulation  of 
combined  traction  and  incisions,  the  tumour  will  sometimes 
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come  away.  But  this  result  will  rarely  be  accomplished  at  the 
first  trial.    Several  sittings  may  be  necessary. 

Where  the  tumours  seized  with  the  vulsellum  can  be  sur- 
rounded at  the  base  with  a  wire,  it  is  best  to  remove  what  we 
can  by  the  ecraseur.  In  some  cases  if  the  loop  of  wire  can  be 
made  to  bite  beyond  the  equator  or  greatest  diameter  of  the 
tumour,  when  the  screw  is  turned  on  the  loop  naturally  closing 
in  on  the  farther  or  uterine  side  may  actually  effect  enucleation. 

The  wire  used  for  this  purpose  should  be  firm,  like  a  piano- 
cord,  of  steel,  so  that  the  loop  can  be  passed  into  the  uterus 
compressed  in  an  elongated  form,  and  will  open  out  again  when 
released  from  pressure  into  an  oval  or  circular  shape  that  will 
run  over  the  tumour.  Carried  in  an  ecraseur  the  end  of  this 
instrument  is  pushed  on  to  the  base  of  the  tumour,  whilst  a 
finger  applied  to  the  wire-loop  guides  this  down  over  the 
tumour  until  it  has  got  beyond  the  greatest  diameter;  and 
then  the  loop  is  drawn  in  by  the  screw  and  made  to  divide  the 
tumour  at  its  base.  The  tumour  may  then  be  taken  out  by 
the  vulsellum  or  the  fingers.  When  the  wire  loop  cannot  be 
slipped  over  the  tumour  by  the  finger,  it  is  convenient  to  use 
a  little  crutch  on  a  long  stem,  which  seizing  the  wire  can  be 
made  to  push  it  up  towards  the  fundus  of  the  uterus. 

Under  the  "  Treatment  of  Polypus  "  is  a  figure  illustrating 
the  application  of  the  wire  ecraseur. 

Enucleation  failing,  the  tumour  will  be  divided  by  the  wire 
flush  with  the  inner  surface  of  the  uterus.  Then  one  of  three 
things  may  happen  :  1.  The  tumour  may  heal,  cicatrize  at  the 
incised  surface ;  but  the  haemorrhage  will  in  all  likelihood 
cease,  and  relief  be  gained  for  a  time.  2.  Slow  inflammation  or 
necrosis  is  set  up  in  the  attached  portion  of  the  tumour,  and 
its  capsular  attachments  losing  their  vitality,  the  tumour  is  cast 
out.  During  this  process,  there  is  sometimes  continuance  of 
pain  due  to  the  spasmodic  action  of  the  uterus,  offensive  serous 
discharge,  and  possibly  some  degree  of  irritative  fever.  All 
this  trouble  ceases  when  the  residuum  of  the  tumour  is  expelled. 
3.  Inflammation  may  extend  from  the  tumour  to  the  uterus 
itself,  and  pyaemia  added  to  metritis  may  try  the  constitution 
to  the  utmost.  But  this  third  event  is  exceptional.  These 
tumours  bear  a  great  deal  of  rough  handling  without  entailing 
any  serious  consequences. 

In  some  cases  enucleation  of  even  large  tumours  may  be 
effected  by  the  hand  alone  or  aided  by  the  knife  or  scissors. 
After  free  dilatation  of  the  cervix  has  been  secured,  a  hernia- 
knife  guided  by  a  finger  in  utero  makes  a  long  incision  into 
the  projecting  part  of  the  tumour  dividing  the  capsule.  Then 
the  finger  insinuated  between  the  solid  tumour  and  its  invest- 
ment may  shell  it  out. 

In  other  cases  more  difficult,  we  may  succeed  in  removing  a 
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large  tumour,  one  even  too  large  to  be  drawn  unaltered  through 
the  pelvis  by  the  process  called  spiral  elongation.  Seizing  the 
most  accessible  part  of  the  tumour  by  a  vulsellum,  and  by  its 
means  dragging  the  tumour  as  near  the  vulva  as  possible,  aided 
by  supra-pubic  pressure  by  an  assistant,  a  series  of  incisions  are 
made  in  the  tumour  in  a  spiral  or  oblique  direction.  Under 
the  combined  effect  of  dragging  and  these  incisions  the  tumour 
is  drawn  out,  it  elongates,  so  that  fresh  incisions  can  be  carried 
successively  into  higher  parts  of  it,  until  we  reach  the  last 
part,  when  all  comes  away.  I  have  practised  this  operation 
successfully. 

Sometimes  the  removal  of  a  tumour  can  only  be  effected 
piecemeal.  Wedge-shaped  pieces  are  cut,  or  torn  away,  or  the 
ecraseur  takes  away  portions  successively.  In  this  manner, 
removing  gradually  the  obstructing  parts  of  the  tumour,  we 
work  towards  the  base. 

Bleeding  seldom  complicates  these  proceedings  in  a  dan- 
gerous degree.  When  it  is  at  all  copious  it  may  be  arrested 
by  swabbing  the  surface  with  nitric  or  chromic  acid. 

It  has  been  sought  to  bring  about  the  destruction  of  a  fibroid 
tumour  and  its  enucleation  by  the  action  of  caustics.  Simpson 
thus  made  an  opening  in  the  capsule  of  a  tumour  at  the  most 
depending  point ;  ergot  then  exciting  uterine  contraction,  the 
tumour  was  gradually  driven  down  through  the  opening  and  it 
was  eventually  taken  away  by  the  hand.  The  patient  died  on 
the  sixth  day  of  pyaemia. 

Dr.  Atlee,  in  a  "  Report  on  the  Surgical  Treatment  of  certain 
Fibrous  Tumours  of  the  Uterus  heretofore  considered  beyond 
the  resources  of  art,"  published  in  1854,  described  a  method  for 
bringing  about  destruction  by  disintegration  of  the  tumour  as  a 
part  of  the  process  of  enucleation.  "  A  section  made  through 
their  thin  investing  membrane  will  sometimes  be  followed  by 
the  death  of  the  whole  mass.  This  may  be  owing  to  the  admis- 
sion of  air  causing  it  to  degenerate.  Indeed  it  would  appear 
that  the  action  of  the  oxygen  of  the  air,  like  a  portion  of  yeast 
in  a  fermentable  mass,  may  originate  in  any  part  of  a  fibrous 
tumour  an  action  of  eremacausis  which  may  extend  through- 
out the  whole."  It  is  needless  to  discuss  the  theory  here 
expressed  as  to  the  process  by  which  the  vitality  of  the  tumours 
is  destroyed.  The  important  point  is  to  examine  the  results. 
The  history  of  the  cases  reported  in  this  memoir  did  not  afford 
much  encouragement  to  follow  the  practice. 

Allied  to  Dr.  Atlee's  plan  is  that  of  Baker  Brown,  which 
consists  in  gouging  or  excavating  a  piece  of  the  tumour.  The 
effect  is  in  most  cases  to  cause  necrosis.  It  is  easy  to  set 
up  this  process.  It  is  not  easy  to  limit  it ;  and  death  has 
resulted  from  the  extension  of  inflammation  to  the  uterus,  and 
pyaemia. 
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If  decomposition  of  a  tumour  have  begun,  and  constitutional 
symptoms  of  irritation  from  absorption  appear,  a  decided 
attempt  at  least  should  be  made  to  bring  away  the  tumour. 
The  patient  being  under  chloroform,  the  hand  in  utero  may 
effect  detachment  unaided,  or  scissors  may  be  used  to  divide 
any  bands  or  connections.  Dr.  Grrimsdale  and  Mr.  Bicker- 
steth,  of  Liverpool,  thus  undoubtedly  saved  a  life  imminently 
threatened.  The  woman  afterwards  became  pregnant.  (Liver- 
pool Med.-Chir.  Journ.,  1857.) 

Pean  and  Urdy  *  trace  the  history  of  gastrotomy  for  the 
removal  of  uterine  tumours  through  three  distinct  periods.  The 
first,  which  comes  down  to  1843  comprises  those  cases  in  which 
surgeons  having  opened  the  abdomen  with  a  view  to  ovari- 
otomy, finding  the  tumours  to  be  uterine,  shrank  before  the 
consequences  of  amputation  of  the  uterus,  and  closed  the 
wound.  In  the  second  period,  that  of  trials  and  groping,  which 
comes  down  to  1863,  during  which  ovariotomy  had  made 
great  strides,  several  surgeons,  Atlee,  Heath,  Charles  Clay, 
Parkinson,  finding  uterine  tumours  where  they  expected  ova- 
rian, yet  did  not  hesitate  to  remove  the  uterus.  In  the 
third  period,  beginning  with  April,  18G3,  Koeberle,  in  the 
presence  of  a  doubtful  case  prepared  for  either  ovariotomy, 
or  hysterotomy.  Storer,  Pean,  and  others  deliberately  resorted 
to  gastrotomy  for  the  purpose  of  removing  the  uterus  affected 
by  tumours. 

Between  September,  1869,  and  February,  1872,  Pean  had 
performed  the  operation  five  times  for  fibrous  tumours  of  the 
uterus,  and  four  times  for  fibro-cystic  tumours,  with  the  result 
of  two  death's  out  of  the  nine  cases.  One  death  is  ascribed  to 
retro-uterine  hsematocele  on  the  eleventh  day ;  the  other  to 
shock,  fifty-seven  hours  after  the  operation.  He  gives  a  table, 
intended  to  be  complete,  of  forty-four  cases  performed  down  to 
1872,  including  those  of  Koeberle,  of  which  fourteen  recovered, 
and  thirty  died.  To  this  list,  however,  I  might  object  that  I 
have  myself  seen  one  fatal  ease,  which  is  not  recorded  in  it,  and 
could  easily  add  others  from  various  sources. 

Before  performing  the  operation  the  same  general  prepara- 
tions which  are  practised  before  performing  ovariotomy  are 
indicated.  The  time  to  be  selected  should  be  within  a  week 
after  a  menstrual  period. 

The  instruments  required  are  the  same  as  for  ovariotomy. 
But  there  should  be  provided  in  addition  several  powerful 
serre-imuds,  such  as  those  of  Dr.  Cintrat,  and  wires  of  different 
sizes. 

Since  much  cannot  be  gained  by  lessening  the  bulk  of  the 

*  "  Hysterotomie  :  Etude  sur  les  tumeurs  qui  peuvenfc  neeessiter  cette  opera- 
tion."   Paris,  1873. 
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tumour,  the  abdominal  incision  must  generally  be  longer  than 
is  necessary  for  ovariotomy.  When  the  tumour  comes  into 
view,  the  extent  to  which  its  volume  can  be  lessened  must  be 
considered.  If  there  are  cysts,  these  must  be  punctured.  If  it 
is  solid,  and  too  big  to  come  through  the  wound,  the  process  of 
cutting  up,  "  morcellement  "  of  the  tumour  must  be  resorted  to. 
This  is  effected  by  piercing  the  middle  part  of  the  tumour,  or 
if  that  cannot  be  done,  the  most  accessible  part,  by  several 
metallic  wires,  and  tightening  them  by  serre-nceuds.  These 
serre-nceuds  resemble  small  wire  ecraseurs.  The  circulation 
through  the  part  above  the  ligatures  being  thus  stopped,  this 
part  may  be  freely  cut  away,  and  the  surgeon  may  proceed  to 
deal  with  the  rest. 

Pean  insists  that  the  success  of  the  operation  depends  upon 
securing  the  peritoneum  from  the  entry  of  fluids  into  it. 
Hence  if  a  cyst  is  to  be  opened  it  is  first  drawn  outside  the 
abdomen.  In  separating  adhesions  like  care  is  extended  to 
obviate  bleeding  into  the  peritoneum.  Small  bleeding  vessels 
are  tied  with  silk,  and  .the  ends  cut  short.  The  actual  cautery 
by  aid  of  the  cautery-clamp  should  be  used  to  sever  parietal  or 
omental  adhesions. 

When  the  tumour  has  been  drawn  out  of  the  abdomen  the 
question  of  how  best  to  amputate  it  will  be  decided  by  the  con- 
ditions of  its  connections.  If  attached  by  a  small  pedicle,  it 
may  be  clamped  like  an  ovarian  tumour,  or  ligatured  by  tra- 
versing the  j)edicle  by  two  wires  or  pieces  of  whip-cord  to 
be  drawn  tight  by  serre-nceuds.  If  the  pedicle  be  large,  and 
have  a  very  broad  attachment  to  the  uterus,  it  becomes  a 
question  whether  the  immediately  involved  part  of  the  uterus 
or  a  greater  part  of  the  organ  shall  be  removed.  Pean  advises 
in  this  case  to  remove  the  uterus  at  the  neck.  Besides  having 
lost  two  cases  in  which  he  confined  himself  to  removing  only  a 
part,  whilst  he  saved  those  in  which  he  practised  amputation  at 
the  neck,  he  gives  the  following  good  reasons  for  adopting  the 
latter  course  :  In  the  cases  which  compel  resort  to  gastrotonry, 
the  uterus  is  always  hypertrophied,  perhaps  otherwise  diseased ; 
a  much  larger  surface  must  be  divided  and  exposed  in  removing 
a  part  of  the  body  of  the  uterus  than  by  amputating  at  the 
neck,  laying  open  large  sinuses  which  favour  py aemia ;  and  the 
supra- vaginal  amputation  is  really  easier. 

In  another  class  of  cases  the  relations  of  the  tumour  are  such 
that  there  is  no  choice  but  to  remove  the  whole  uterus.  By 
catheter  in  the  bladder  the  relation  of  this  organ  to  the  neck  of 
the  uterus  is  made  out ;  this  part  is  traversed  by  two  straight, 
rigid  needles,  perpendicularly  to  each  other,  preserving  as  long 
a  pedicle  as  convenient.  This  done,  a  strong  curved  needle 
notched  at  the  end  is  passed  through  the  pedicle  or  uterine 
neck  immediately  above  the  most  superficial  of  the  two  straight 
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needles  traversing  the  pedicle.  The  notch  catches  a  metallic 
thread  which,  being  brought  through  by  its  loop,  forms  a  double 
ligature.  These  are  then  tightened  by  the  serre-nceud.  If  the 
part  be  very  vascular  another  ligature  may  be  passed  beneath 
the  two  straight  needles.  The  uterus  may  then  be  removed. 
There  is  no  valid  reason  against  removing  the  ovaries  along 
with  the  uterus.  The  end  of  the  stump  is  brought  outside  the 
abdomen,  the  four  ends  of  the  straight  transfixing  needles,  and 
the  ligatures  rest  upon  the  abdominal  wound,  and  the  wound  is 
closed  as  after  ovariotomy.  The  after-treatment  resembles  that 
for  ovariotomy. 

Pean  at  the  close  of  this  very  practical  clinical  memoir  pre- 
sents the  two  following  conclusions :  1.  Fibrous  or  fibro-cystic 
tumours  of  the  uterus  having  reached  a  certain  degree  of 
development  may  cause  serious  accidents  capable  of  entailing, 
sooner  or  later,  certain  death.  In  these  circumstances  the  sur- 
geon is  not  only  right  in  performing  gastrotomy,  but  it  is  his 
duty  to  do  it.  2.  If  the  connections  of  the  tumour  with  the 
uterus  are  ever  so  little  intimate,  it  is  .better  to  amputate  the 
body  of  the  uterus  without  attempting  to  preserve  the  ovaries, 
than  to  seek  to  enucleate  the  tumour. 

The  justification  for  attempting  enucleation,  avulsion,  or 
other  mode  of  removing  large  fibroid  tumours  will  rest  upon — 
1.  Uncontrollable  haemorrhages  endangering  life  ;  2.  Signs  of 
sloughing  or  decomposition  of  the  tumour,  with  present  or 
threatening  peritonitis  or  pysemia ;  3.  Dangerous  pressure  upon 
the  bladder  and  rectum. 

The  same  conditions  threatening  life,  and  removal  by  the 
processes  above  enumerated  being  precluded,  may  justify  the 
last  resource,  that  of  gastrotomy. 

The  case  is  analogous  to  dystocia.  If  we  cannot  effect  delivery 
through  the  pelvis,  we  resort  to  gastrotomy.  And  this  must  be 
the  rule  of  action  in  dealing  with  uterine  fibroids,  assuming 
always  that  extirpation  is  necessary. 

The  time  has  not  yet  come  for  forming  a  confident  opinion 
upon  the  practice  of  gastrotomy  for  the  removal  of  uterine 
fibroids  either  alone  or  with  the  uterus.  At  present  there  is 
little  ground  for  enthusiastic  advocacy  of  the  practice.  The 
case  may  best  be  summed  up  by  stating  that  the  question  is 
adhuc  sub  judice.  We  must  for  a  while  be  content  with  the 
divided  opinions  expressed  in  the  Academy  of  Medicine  on  the 
occasion  of  a  report  presented  by  Demarquay  on  Memoirs  by 
Koeberle,  who  advocates  the  proceeding,  and  by  Boinet,  who 
condemns  it.  Boinet  showed  that  the  operation  had  for  the 
most  part  been  performed  accidentally  in  cases  mistaken  for 
enlarged  ovary  ;  that  it  could  not  be  defended  on  the  same 
grounds  as  ovariotomy ;  that  it  should  always  be  rejected  when 
the   tumour  was  not  pedunculated,  and  especially  when  it 
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involves  the  entire  or  partial  removal  of  the  nterus.  Demar- 
quay  agreed  with  Boinet. 

On  the  other  hand,  Eichet  cautioned  the  Academy  against 
pronouncing  any  summary  condemnation  of  an  operation  which 
at  present  is  dreaded  as  ovariotomy  once  was. 

In  conclusion  it  may  be  stated  that  the  question  will  be 
decided,  like  ovariotomy,  by  experience  ;  but  to  acquire  that 
experience  justifiably,  extreme  caution,  judgment,  and  con- 
scientiousness, as  well  as  surgical  skill  are  required. 


CHAPTER  XLVIIL 


POLYPUS  UTERI. 

DEFINITION  ;  FORMS  OF  :  FIBROID  OR  MYOMA ;  GLANDULAR 
OR  MUCOUS  ;  HYPERTROPHIC  ;  VASCULAR  ;  PLACENTAL  ; 
FIBRINOUS  ;  HISTORY  OF  FIBROID  ;  FIBRO -CYSTIC  VARIETY; 
SYMPTOMS  ;  TERMINATIONS  ;  INTRA-UTERINE  AND  EXTRA- 
UTERINE POLYPI ;  DIAGNOSIS  ;  TREATMENT  ;  SLOW  STRAN- 
GULATION, DANGERS  OF  ;  TORSION,  CRUSHING,  AND  EXCI- 
SION BY  SCISSORS ;  REMOVAL  BY  POLYPTOME,  ECRASEUR, 
GALVANIC  WIRE-CAUTERY. 

Undek  the  name  of  polypus  are  included  all  tumours,  stalked 
or  sessile,  which  hang  from  the  inner  wall  of  the  uterus  or 
vagina.  It  is  however  convenient  to  exclude  cancerous  growths 
and  the  cauliflower  excrescence. 

The  history  of  the  polypus  of  the  uterus  naturally  follows 
upon  that  of  tumour.  In  the  greater  number  of  cases  of 
clinical  interest,  a  polypus  is  nothing  more  than  a  tumour  in 
one  of  its  ulterior  stages.  We  have  seen  that  the  fibroid 
tumour  is  liable  to  be  extruded  from  the  wall  of  the  uterus 
into  the  cavity.  In  this  process  of  extrusion,  a  stage  arrives 
when  the  tumour  becomes  first  sessile,  then  pedunculated. 
When  the  main  bulk  of  a  tumour  projects  into  the  uterine 
cavity,  its  seat  of  attachment  being  narrower  than  its  equator, 
the  tumour  has  become  a  polypus.  This  definition,  especially 
true  of  fibroid  polypus,  is  generally  true  of  the  other  forms. 

Polypi,  like  ordinary  tumours,  differ  in  their  histological 
structure,  and  in  their  situation  and  other  clinical  characters. 
The  source  of  a  polypus  will  commonly  be  an  indication  of 
its  anatomical  character.  This  is  the  consequence  of  the  law 
that  like  tissues  produce  like  outgrowths.  For  example,  the 
muscular  wall  of  the  body  of  the  uterus  produces  the  fibroid  or 
myomatous  tumour  or  polypus.  The  cavity  of  the  cervix  and 
the  os  uteri  produce  mucous  glandular  or  cystic  polypi. 

The  varieties  of  polypi  are  then,  1.  The  fibroid  or  myoma; 
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2.  The  glandular  or  mucous  ;  3.  The  hypertrophic  polypus  of  the 
cervix  ;  4.  The  vascular ;  5.  The  placental ;  6.  The  fibrinous. 

The  form  which  most  frequently  comes  under  clinical  notice 
is  the  fibroid  or  myoma.  The  structure  and  history  of  this  form 
are  described  in  the  preceding  chapter  on  tumours  of  the  uterus. 
It  is  only  necessary  here  to  trace  those  clinical  features  which 
are  peculiar  to  the  polypoid  character.  It  mostly  springs  from 
some  part  of  the  wall  of  the  body  of  the  uterus,  generally  from 
the  fundus.  Projecting  into  the  cavity  of  the  uterus  and  pre- 
serving organic  connection  with  this  organ,  it  acts  in  two  ways — 
1st,  it  irritates  as  a  foreign  body  ;  2nd,  it  stimulates  uterine 
growth  like  an  ovum.  It  is  a  parasitic  body.  It  is  upon  these 
two  conditions  that  most  of  the  accidents  attending  polypus 
depend.  The  uterus  struggles  to  cast  out  the  unwelcome  guest. 
Hence  spasmodic  pains,  which  are  exponent  of  the  uterine  con- 
tractions. Haemorrhage  and  leucorrhoeal  discharges  occur  as 
the  exponent  of  the  increased  vascularity  and  development  of 
the  uterus. 

Just  as  we  have  fibro-cystic  tumours  of  the  uterus,  so  we  may 
have  fibro-cystic  polypi.  The  softer  myomatous  tumour  which 
is  more  continuous  with  the  proper  muscular  wall  of  the  uterus 
may  also  become  polypoid. 


Fig.  148.— (Ad  Nat.,  Coll.  of  Surgeons,  No.  2663.) 

FIBROID    POLYPUS     FILLING    THE    CAVITY    OF    THE  LTERUS. 

In  this  case  the  wall  of  the  uterus  is  much  thinner  where  the  tumour  is  attached. 

Fig.  148  is  a  good  illustration  of  a  fibroid  intra-uterine 
polypus. 
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Fig.  149  is  a  good  illustration  of  a  stalked  polypus. 


Fig.  149.— (Half-size,  College  of  Surgeons.) 

FIBROID  POLYPUS  WHICH  HAS  BEEN  EXTRUDED  FROM  THE  CAVITY  OF  THE  UTERUS,  THE 
TRIANGULAR  SHAPE  OF  WHICH  IT  RETAINS. 

It  is  attached  by  a  long  stalk,  the  root  of  which  is  traced  into  the  wall  of  the  uterus. 

Sometimes  instead  of  forming  a  pedicle,  the  tumour  is  cast 
out  entire. 

In  the  process  of  extrusion  a  pedicle  is  formed  which  is  some- 
times capable  of  elongation,  permitting  the  tumour  to  descend 
lower  and  lower.  The  thin  layer  of  proper  uterine  tissue  which 
forms  the  shell  stretches  out,  and  through  the  stalk,  the  vascular 
connection  with  the  uterus  is  maintained  ;  at  the  same  time  the 
connection  is  further  aided  by  the  investing  mucous  membrane. 
At  other  times  the  connection  is  more  intimate;  the  fibroid 
structure  of  the  tumour  is  extended  into  the  substance  of  the 
uterus,  forming  a  dense,  short,  thick,  unyielding  stalk.  Under 
uterine  action,  since  the  tumours  will  not  separate,  and  the 
stalk  will  not  lengthen,  the  uterus  itself  is  dragged  down,  pro- 
ducing partial  or  complete  procidentia  of  tumour,  and  vagina, 
and  uterus.  Such  a  case  simulating  inversion  of  the  uterus  is 
figured  in  Obstetr.  Trans,  vol.  in.,  by  the  writer.  It  was  only 
after  considerable  trouble  that  the  os  uteri  was  found,  when 
a  sound  being  passed  up  into  the  uterus,  this  organ  was  dis- 
tinguished from  the  tumour. 

Occasionally,  polypus  produces  actual  inversion  of  the  uterus. 
Examples  of  this  accident  are  referred  to  in  the  Chapter  on 
"  Inversion." 

In  some  instances  the  stalk  is  so  drawn  out  whilst  the  attach- 
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ment  is  at  the  fundus  uteri,  the  tumour  is  quite  outside  the 
vulva,  occluding  the  entrance. 


Fig.  150.— (Ad  nat.,  College  of  Surgeons,  No.  2679.) 

FIBROID   POLYPUS   MOULDED    TO   SHAPE    OF    UTERINE  CAVITY. 


The  symptoms  differ  in  the  cases  of  polypus  still  retained 
within  the  cavity  of  the  womb,  and  of  polypus  which  has 
escaped  through  the  os  uteri  into  the  vagina.  In  the  latter 
case  we  have  the  advantage  of  digital  examination  to  aid  the 
subjective  symptoms.  When  the  tumour  is  locked  up  in  the 
uterine  cavity,  we  may  have  to  depend  upon  the  subjective 
symptoms  alone.      The   general   symptoms   are   these  :  1. 

3  e 
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Haemorrhage,  generally  at  first  in  the  form  of  menorrhagia, 
afterwards  liable  to  recur  at  any  time.   This  is  very  common,  but 
not  constant.    2.  Leucorrhoea  of  a  mucous,  purulent,  or  serous 
character  ;  at  times  tinged  with  blood,  and  very  offensive,  owing 
to  the  discharges  being  retained  in  the  vagina  and  decom- 
posing there.   3.  Bearing-down,  or  expulsive  pains.    4.  Abra- 
sion, ulceration,  bleeding  of  the  margin  of  the  os  uteri,  or  of 
the  vagina  from  friction  of  the  polypus.    Similar  conditions 
have  been  noticed  inside  the  uterus,  when  the  polypus  has  been 
intra-uterme.     All  this  irritation  commonly  disappears  when 
the  tumour  is  removed.    5.  Even  more  serious  injury  may  be 
caused,  as  in  the  following  case.    Larcher  describes  a  case  *  of 
spontaneous  rupture  of  the  uterus  with  intra-uterine  polypus. 
A  woman  was  admitted  into  the  Hotel  Dieu,  with  pain  in  the 
abdomen.  After  four  days  profuse  bleeding  set  in.  She  refused 
examination.  Two  days  later  meteorism  and  peritonitis  appeared, 
and  she  died.    Section  revealed  diffuse  peritonitis  and  adhesion 
of  all  the  organs  of  the  small  pelvis.    A  polypus  was  found  in 
the  uterus,  seated  in  the  anterior  wall  near  the  isthmus.  The 
opposite  side  of  the  uterus  was  ulcerated,  and  at  one  spot  torn 
through,  communicating  with  the  cavity  of  the  abdomen.  6. 
They  may  cause  metritis,  and  septicaemia .  7.  Perhaps  some  dis- 
tress in  micturition  or  irritability  of  the  bladder;  and  in  some 
cases,  when  the  tumour  has  been  very  large,  so  as  to  compress 
the  bladder  and  rectum  against  the  walls  of  the  pelvis,  symp- 
toms like  those  of  retroversion  of  the  gravid  womb  have  been 
developed,  as  retention  of  urine,  urinsemia,  and  intense  pelvic 
pain.    Grangrene  and  sloughing  of  the  vagina  have  even  been 
known.    8.  When  haemorrhage  and  leucorrhoea  have  continued 
some  time,  the  phenomena  of  anaemia,  blood  degradation, 
impairment  of  digestion,  and  disordered  nutrition  follow.  The 
aspect  may  become  sallow  ;  the  patient  emaciated ;  and  the 
discharges  offensive.    These,  together  with  pain,  constitute  a 
series  of  symptoms  that  have  often  given  rise  to  the  conclusion 
that  the  disease  was  cancer.     In  the  case  of  intra-uterine 
polypus,  all  the  foregoing  symptoms  may  be  present ;  but  in 
addition  there  will  commonly  be  enlargement  of  the  body  of 
the  uterus,  and  expulsive  pains  of  a  spasmodic  character,  con- 
stituting uterine  colic. 

Another  not  uncommon  symptom  is  vomiting.  This  appears 
to  be  due  to  distention  of  the  uterine  fibre.  It  especially 
characterizes  the  intra-uterine  polypus. 

What  has  been  said  of  the  vascularity  of  fibroid  tumours  and 
of  the  source  of  the  haemorrhage,  applies  to  the  fibroid  polypus. 
This  is  rarely  very  vascular  in  its  substance.  But  the  invest- 
ing mucous  membrane  is  commonly  very  vascular.    A  network, 


*  Arch.  Gen.  de  Med.    Nov.  1867. 
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chiefly  of  veins,  is  formed  in  it,  from  which  blood  easily  oozes 
in  profusion  at  the  menstrual  periods,  and  nnder  injury  to  the 
surface. 

Occasionally,  however,  vessels  of  considerable  size  have  been 
seen  penetrating  the  substance  of  fi.br oid  polypi.  The  growth 
of  fibroid  polypi,  like  that  of  fibroids  still  imbedded  in  the 
uterine  wall,  is  stimulated  by  the  ovarian  or  menstrual  nisus, 
and  still  more  actively  by  pregnancy,  obeying  the  same 
impulse  as  that  which  governs  the  cognate  muscular  tissue. 
In  like  manner  they  are  disposed  to  undergo  a  similar  retro- 
gression or  decline  when  pregnancy  has  passed,  and  even 
atrophy  or  calcareous  degeneration  when  the  period  of  men- 
strual life  has  ended.  Hence  the  bony  or  stony  polypi  of 
Gerdy* 

But  this  post- climacteric  retrogression  is  not  constant.  The 
tumours  may  even  continue  to  grow. 

As  to  the  consequences  of  polypi  much  variety  is  observed. 
Yelpeau  (Journ.  de  Med.  et  de  Chir.  Prat.,  1850)  says  they  are 
sometimes  harmless,  and  that  the  consequences  are  not  in  rela- 
tion with  their  volume.  Some  disappear  spontaneously.  They 
may  be  found  loose,  or  may  drop  off  unperceived.  But  com- 
monly repeated  haemorrhages  induce  such  a  degree  of  ansemia, 
that  even  death  follows  if  the  tumour  be  not  removed.  And 
this  danger  is  greatly  increased  if  pregnancy  supervene.  (See 
fatal  cases  in  Grooch,  p.  145.)  Dr.  Cockle  relates  (Med.  Times 
and  Graz.,  1863)  a  case  of  a  large,  pedunculated,  fibrous  polypus 
attached  near  the  fundus  uteri,  distending  the  uterus  and 
vagina,  and  giving  rise  to  frequent  bleedings  and  offensive  dis- 
charges. The  patient  died  after  symptoms  of  peritonitis  from 
perforation.  The  ovarian  extremity  of  the  right  Fallopian 
tube  was  found  distended  by  the  discharge,  some  of  which  had 
escaped  into  the  abdominal  cavity.  Many  patients  have  died 
exhausted  by  bleeding  caused  by  an  intra-uterine  polypus  not 
suspected  during  life.  The  following  case  f  is  an  instructive 
example  : 

Dr.  Ramskill  was  called  to  see  a  young  woman  who  was 
suffering  from  uterine  haemorrhage.  The  patient  was  twenty- 
six  years  of  age  ;  she  began  to  menstruate  at.  the  age  of  four- 
teen, and  this  function  was  performed  very  regularly  until  her 
marriage,  eight  months  ago.  From  that  time  she  had  suffered 
almost  perpetual  haemorrhage.  A  month  ago,  the  flooding  was 
so  profuse  that  it  was  thought  she  had  miscarried.  Since  then 
there  have  been  slight  occasional  intermissions,  but  her  health 
was  deeply  impaired.  When  Dr.  Hamskill  was  called  the 
haemorrhage  had  returned.    He  observed  strong  bearing-down, 

*  "  Des  Polypes,  et  de  lenr  Traitement."    Paris,  1833. 

f  On  "  Uterine  Polypus."    By  Robert  Barnes,  M.D.  Lancet,  1854. 
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expulsive  efforts.  The  patient  died  the  same  night  in  convul- 
sions, evidently  from  loss  of  blood.  The  body  was  examined 
by  Dr.  Ramskill  on  the  following  day.  The  organs  were  all 
healthy.  There  was  no  abdominal  inflammation.  The  os 
uteri  was  healthy,  but  flaccid  ;  it  was  filled  with  a  fresh  clot. 
There  was  also  blood  in  the  cavity  of  the  uterus.  The  larger 
portion  of  the  uterus,  with  a  body  adhering  to  the  inner  wall, 
was  forwarded  to  me  by  Dr.  Ramskill.  I  subjected  the  parts 
to  a  careful  examination.  The  walls  of  the  uterus  were  dense, 
pale,  somewhat  thicker  than  natural,  and  the  whole  size  of 
the  organ  somewhat  larger  than  the  normal  unimpregnated 
womb.  There  was  no  tumour  or  other  abnormal  condition  of 
the  muscular  wall,  but  attached  to  the  inner  surface  near  the 
fundus,  and  altogether  enclosed  within  the  cavity  of  the  uterus, 
was  a  tumour  of  the  size  of  a  small  walnut.  The  tumour 
did  not  reach  to  the  uterine  neck.  The  mucous  membrane 
of  the  cavity  was  stretched  over  it.  It  was  connected  by 
a  broad  basis  to  the  uterus,  but  would  have  admitted  of 
isolation  by  ligature.  The  apex,  or  most  projecting  part,  had 
undergone  partial  disintegration  ;  it  was  a  little  broken  up, 
softened,  and  had  evidently  quite  recently  been  the  source  of 
haemorrhage.  Examined  by  the  aid  of  the  microscope,  the 
substance  was  found  to  consist  of  nucleated  fibres,  the  nuclei 
being  large  and  distinct.  Portions,  especially  those  taken 
from  near  the  apex,  exhibited  abundance  of  oily  globules 
and  numerous  blood-globules.  The  structure  of  the  tumour 
differed  from  that  of  the  uterine  wall  in  this  respect  only,  that 
the  fibres  in  the  latter  were  longer,  narrower,  and*  more  densely 
interwoven,  and  the  nuclei  less  distinct.  There  was  no  evidence 
of  fatty  degeneration  in  the  fibres  of  the  uterine  wall.  There 
was  no  doubt  greater  developmental  activity  in  the  tumour  than 
in  the  uterus. 

The  practical  deductions  from  this  case  are  of  the  highest 
interest  and  importance : 

1.  The  condition  of  the  uterine  muscular  walls  leads  me  to 
conclude  that  the  conjecture  that  the  patient  had  aborted  a 
month  before  her  death  was  erroneous. 

2.  The  comparative  indolence  of  the  tumour,  and  the  absence 
of  any  remarkable  amount  of  haemorrhage  up  to  the  period  of 
marriage,  and  the  constant  floodings  foil  owing  immediately 
upon  that  event  and  continuing  until  the  death  of  the  patient 
eight  months  afterwards,  forcibly  illustrate  the  influence  of 
ovarian  and  uterine  stimulation  in  developing  the  growth  of 
uterine  polypi. 

3.  The  case  is  peculiarly  one  of  that  class  to  which  I  have 
pointed  as  strongly  indicating  the  necessity  of  exploration 
beyond  the  os  uteri. 

When  pregnancy  supervenes,  the  presence  of  the  polypus  is  a 


GLANDULAR  POLYPUS. 


789 


source  of  serious  danger.  The  tumour  partakes  of  the  general 
development  and  increased  vascularity  of  the  uterine  wall.  In 
this  state  injury  inflicted  upon  it  is  more  severe  in  its  conse- 
quences;  inflammation  and  necrosis,  for  example,  are  more 
liable  to  follow.  To  anticipate  the  spread  of  morbid  processes 
from  the  tumour  to  the  uterus,  it  is  best  to  remove  the  tumour 
by  the  wire  ecraseur  as  soon  as  its  presence  is  discovered  after 
the  labour.  The  history  of  this  complication  is  pursued  more 
fully  in  my  "  Obstetric  Operations."  Our  business  here  is  more 
especially  with  the  non-pregnant  uterus.  It  is,  however,  desir- 
able to  call  to  mind  that  polypus  is  likely  to  be  a  cause  of 
abortion. 

Generally,  however,  polypi  prevent  pregnancy.  A  curious 
case  occurred  to  the  writer  of  a  uterus  removed  in  the  dissecting 
room  in  which  a  polypus  the  size  of  a  filbert  grew  at  the  orifice 
of  each  Fallopian  tube,  both  being  completely  closed.  In 
another  case  the  tumour  had  been  driven  outside  the  vulva, 
quite  closing  the  entrance  to  the  vagina.  And  in  the  common 
case  of  the  polypus  filling  the  vagina,  sterility  almost  neces- 
sarily follows. 

A  point  of  great  importance  in  the  constitution  of  fibroid 
polypi  is  noticed  by  K.  Ferguson  (Introduction  to  New 
Sydenham  Soc,  ed.  of  Grooch)  which  is  u  that  injury  to  this 
structure  is  rapidly  followed  by  a  form  of  decay,  like  that  which 
is  seen  in  vegetable  matter.  Nevertheless,"  he  continues, 
"  inflammation  ending  in  suppuration  has  been  known  to  take 
place  in  the  very  heart  of  these  growths.  Their  centres  are 
also  the  occasional  seats  of  softening,  of  effusion  of  blood,  and 
of  cysts." 

The  glandular  or  mucous  polypus  generally  grows  from  the 
os  uteri,  varying  in  size  from  a  filbert  to  a  walnut.  It  is 
smooth  and  vascular,  and  contains  in  some  instances,  a  curdy 
matter,  or  yellowish  viscid  fluid.  Herbiniaux  described  this 
form.  It  is  not  uncommon.  Paget  thus  describes  it :  The 
mucous  or  Nabothian  cysts  probably  originate  in  cystic  degene- 
ration of  the  glands  of  the  mucous  membrane  about  the  cervix 
uteri.  Protruding  either  alone,  or  with  polypoid  outgrowths 
of  the  mucous  membrane,  they  are  observed  successively 
enlarging,  theu  bursting  and  discharging  their  mucous  con- 
tents, and  then  replaced  by  others  following  the  same  morbid 
course.  Or  instead  of  clusters  of  such  cysts,  one  alone  of  larger 
size  and  simpler  structure  may  be  found.  There  is  a  remark- 
able example  in  the  Middlesex  Museum  of  a  cyst  which  appears 
to  have  been  produced  in  this  way.  They  generally  grow  from 
a  broad  basis,  rarely  becoming  stalked. 

An  illustration  of  one  form  of  mucous  polypus  is  seen  in  Fig. 
151,  p.  790.  The  patient  was  subject  to  profuse  haemorrhages 
and  leucorrhoea. 
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They  often  attend  chronic  metritis,  especially  of  the  cervical 
portion.  They  induce  great  hyperemia,  and  give  rise  to 
profuse  bleedings.  Being  small,  soft,  and  easily  retreating 
within  the  os  uteri,  they  readily  escape  detection  by  touch. 
The  speculum  is  necessary  to  reveal  them.  They  project  as 
stalked  little  tumours  on  the  red,  abraded  margin  of  the  os 
uteri,  but  are  occasionally  seen  higher  up  the  cervical  canal. 
They  range  in  size  from  a  quarter  of  an  inch  to  half  an  inch 
long,  and  sometimes  they  exceed  this.  On  pressure,  as  in 
trying  to  seize  them  with  a  forceps,  they  easily  break  up.  They 
are  the  result  of  a  morbid  condition  of -the  cervix.  They  contain 
a  viscid  fluid,  and  therefore  may  be  identified  with  their  glan- 
dular origin.  But  some  are  really  papillary  outgrowths.  These 
latter  are  especially  vascular. 


FiCx.  151. —(Ad  nat.,  E.  B.) 

MUCOUS  OR  GLANDULAR  CERVICAL  POLYPUS,  CAUSING  ABRASION  OR  ULCERATION  IN  ITS 
NEIGHBOURHOOD. 

The  so-called  "  channelled  "  polypus  of  Oldham  appears  to  be 
a  variety  of  the  glandular  polypus,  although  the  fibro-cystic 
tumour  may  put  on  the  appearance  of  channels. 

Fig.  152,  for  which  I  am  indebted  to  Mr.  Arnott,  shows  the 
histological  characters  of  these  outgrowths.  It  exhibits  the 
proliferating  connective  tissue  with  imbedded,  winding  gland- 
ducts,  lined  with  columnar  epithelium. 

These  mucous  polypi  appear  sometimes  in  the  form  of  cystic 
tumour  of  the  cervix  uteri.  Such  a  case  is  described  in  Path. 
Trans.,  vol.  ix.,  by  Spencer  Wells.  It  showed  epithelial  debris 
with  oil-globules  and  compound  granular-cells,  found  in  the 
larger  cells  ;  glandular  epithelium  lined  the  younger  cysts.  I 
have  seen  several  such  cases ;  one  is  described  in  my  Memoir 
on  "  Uterine  Polypus."  Another  is  described  by  Mr.  Gray 
(Path.  Trans.,  vol.  iv.)  : 

"  It  was  connected  with  the  lining  membrane  of  the  cervix. 
Its  size  and  form  were  not  unlike  that  of  a  dried  plum,  and  it 
was  connected  with  the  lining  membrane  by  an  exceedingly 
narrow  pedicle.    It  was  covered  with  a  thick,  viscid  secretion. 
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It  consisted  of  a  congeries  of  cysts  of  a  size  varying  from  a  fine 
point  to  a  horse-bean ;  their  walls  were  formed  of  dense  fibrous 
tissue,  and  their  cavities  contained  a  thick  viscid  fluid  similar 
to  that  found  on  the  outer  surface.  The  neck  of  the  tumour 
was  composed  of  mucous  and  fibrous  tissues,  a  continuation  of 
those  of  the  neck  of  the  uterus.  The  mucous  membrane  where 
it  was  contained  on  the  surface  of  the  neck  of  the  tumour,  pre- 
sented a  continuation  of  the  same  transverse  and  longitudinal 
folds  found  on  the  mucous  lining  of  the  cervix." 


Fig.  152.— (H.  Arnott.) 

SECTION  OF  A  "  CHANNELLED  "  GLANDULAR  POLYPUS,  SLIGHTLY  DIAGRAMMATIC. 

The  hypertrophic  polypus  of  the  cervix  uteri.  Although  most 
polypi  may  in  some  respects  be  regarded  as  hypertrophies  of 
ordinary  structures,  there  is  one  form  to  which  the  name  seems 
to  me  to  be  more  especially  applicable.  In  a  memoir  *  on  the 
hypertrophic  polypus,  I  have  described  as  frequent  the  out- 
growth of  dense  fibrous  polypi  on  the  edge  of  the  os  uteri  in 
cases  of  prolapsus.  So  frequent  is  this  coincidence  that  one  is 
naturally  led  to  conjecture  either  that  a  common  cause  produces 
both,  or  that  one  entails  the  other.  It  can  hardly  be  that 
polypus  is  the  cause  of  hypertrophy  of  the  cervix,  for  in  the 
majority  of  cases  of  hypertrophy  there  is  no  polypus.  The  truth 


*  St.  Thomas's  Hospital  Reports,  1872. 
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appears  to  be  that  that  excessive  growth  which  results  in  hyper- 
trophy, sometimes — in  my  experience,  often — produces  polypus 
as  well. 

These  polypi  are  generally  small,  sometimes  not  larger  than 
a  pea,  sometimes  they  are  as  large  as  a  cherry ;  they  may  be 
round,  but  are  occasionally  elongated,  cylindrical,  but  more  or  less 
irregular  in  form.  (See  Fig.  Ill,  p.  628.)  They  easily  escape 
detection  by  the  finger ;  hence  it  often  occurs  that  their  existence 
is  first  revealed  by  the  speculum.  They  generally  begin  to 
form  just  inside  the  ring  of  the  os  uteri,  and  growing  first 
inwards,  the  hypertrophied  os  uteri  conceals  them  and  protects 
them  from  the  touch.  When  they  have  existed  some  little  time, 
have  increased  in  size,  and  have  frequently  caused  haemorrhage, 
they  sometimes  descend  below  the  edge  of  the  os  uteri,  and 
may  then  be  felt  like  a  soft  pea  by  the  finger.  But  before  this 
stage  they  can  often  be  seen  through  the  speculum,  especially 
through  a  good  bivalve  which  makes  the  os  gape  widely  when 
applied.  They  are  commonly  single,  but  it  is  not  infrequent 
to  find  two  or  three  ;  and  some  show  a  disposition  to  subdivision 
or  rather  to  lobulation.  They  entail  the  common  consequence 
of  other  polypi,  namely,  ha3morrhage.  It  is  this  symptom 
which  mainly  leads  to  examination  and  their  detection.  Gene- 
rally their  removal  is  followed  by  diminution  or  cessation  of  the 
hemorrhage  ;  but  here  the  benefit  of  the  operation  ceases.  The 
distress  which  properly  belongs  to  hypertrophy  continues.  For 
this  further  treatment  is  necessary. 

The  pathological  history  of  those  "  hypertrophic  polypi " 
may,  I  think,  be  told  as  follows :  The  first  condition  of  their 
existence  is  hypertrophy  of  the  cervix  uteri.  This  hypertrophy 
we  know  frequently  pursues  a  very  uniform  course  affecting  the 
whole  structure  of  the  cervix  alike ;  but  sometimes  one  lip,  and 
sometimes  even  a  part  of  one  lip,  is  more  especially  affected. 
Thus  we  sometimes  see  the  anterior  or  the  posterior  lip  shooting 
out  an  inch  or  more  beyond  the  other.  At  other  times  the  os 
uteri  being  lobulated  or  fissured,  as  is  seen  after  labour,  one 
lobe  or  portion  of  a  lip  may  take  on  an  exaggerated  growth, 
and  project  beyond  the  level  of  the  rest  of  the  os,  In  such  a 
case,  if  studied  by  the  light  of  observation  of  more  advanced  or 
completed  polypoid  formation,  we  may  see  the  origin  of  the 
hypertrophic  polypus.  A  small  lobe  more  or  less  marked  out 
on  the  os  by  a  fissure  or  depression  on  either  side  continues  to 
grow  under  the  same  stimulus  that  determines  the  general 
hypertrophy  of  the  cervix.  It  grows  a  little  more  quickly; 
then,  its  base  being  compressed  by  the  firm  structure  of  the  os 
on  either  side  of  it,  is  squeezed  and  elongated  until  it  assumes 
the  characteristic  polypoid  shape.  All  this,  I  think,  I  have 
been  able  to  trace  in  the  successive  stages  in  different  cases. 

The  structure  of  these  hypertrophic  polypi  of  the  cervix  uteri 
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entirely  accords  with  this  theory  of  their  formation.  It  is 
identical  with  that  of  the  hypertrophied  cervix  from  which  the 
polypi  spring.  The  mucons  membrane  with  which  they  are 
covered  presents  exactly  the  same  elements  as  the  mucous  mem- 
brane of  the  corresponding  part  of  the  cervix  or  os  uteri.  If 
they  are  attached  within  the  cervix,  we  find  columnar  and 
ciliated  epithelium- cells.  If  they  are  attached  to  the  outer 
edge  of  the  os,  then  we  find  chiefly  large  squamous  epithelium- 
cells.  The  interior  in  both  cases  is  composed  of  bands  of  smooth 
fibres  like  those  of  the  unimpregnated  uterus. 

In  November  last  I  removed  by  galvano-cautery  a  hyper- 
trophied lip  of  an  os  uteri,  and  received  from  Dr.  John  Ilarley 
the  following  report  of  its  constitution  :  "It  contained  one  or 
two  little  cysts,  natural  follicles  enlarged,  full  of  glairy  mucus 
consisting  of  normal  mucous  corpuscles.  The  mass  was  com- 
posed of  the  usual  uterine  structures,  that  is,  interlacing  bands 
of  smoother  fibres." 

These  facts  I  had  often  observed  myself,  but  was  glad  to  find 
them  verified  by  my  colleague. 

Whilst  still  attached  to  the  cervix  uteri,  they  are  usually 
vivid  red,  having  a  very  vascular  appearance.  This  is  owing 
to  the  mucous  membrane  investing  them  being  full  of  blood, 
deeply  congested,  like  the  cervix  itself.  When  the  tumour  is 
removed  the  surface  often  becomes  quite  pale. 

The  vascular  polypus  takes  its  rise  from  a  dilatation  or  vari- 
cosity of  the  vessels  running  under  the  mucous  membrane.  All 
these  three  forms  are  found  in  the  cervix  or  os  uteri.  Among 
conditions  simulating  polypus  may  be  mentioned  a  mushroom- 
like hypertrophy  of  the  os  uteri.  It  is  referred  to  by  Dance, 
Berard,  Cruveilhier,  Mayer,  Meissner,  Malgaigne,  and  Mont- 
gomery. Malignant  growths  of  the  os  also  often  resemble  poly- 
pus by  their  form. 

In  addition  to  the  above  recognised  forms,  Eokitansky, 
Kiwisch,  Scanzoni,  and  C.  Braun  have  described  other  varieties. 
C.  Braun  (1851)  describes  the  placental  polypus.  This  results 
from  the  remains  of  the  placenta  consisting  of  hypertrophied 
decidua,  which,  projecting  into  the  uterine  cavity,  forms  a  poly- 
poid mass.  Braun  relates  five  cases  in  which  violent  haemorrhage 
broke  out  some  time'  after  delivery.  Polypi  of  the  kind  described 
were  found.  In  four  cases  they  were  extracted  with  the  finger ; 
in  one  the  polypus  separated  spontaneously.  The  fongosites 
intra-uUrines  of  Nonat,  according  to  Stadtfeld  of  Copenhagen, 
(Dubl.  Q.  Journ.  of  Med.,  1863)  are  placental  remains,  feuch 
a  case  was  sent  to  the  writer  by  Dr.  Woodman.  Arthur  Farre 
(Todd's  Cyclop,  of  Anat )  says  he  has  satisfied  himself  of  the 
correctness  of  Heschl's  opinion,  which  agrees  with  the  above, 
upon  the  formation  of  the  placental  polypus. 

Malgaigne  describes  "  multiform  polypi  "  containing  hair. 
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Kiwisch  describes  fibrinous  polypi.  This  author  says  when 
menstruation  has  been  retarded  six  weeks,  fibrinous  polypi  may 
arise  from  long  persistent  haemorrhage,  a  kind  of  apoplexy  of 
the  uterus,  a  large  eoagulum  forming  the  upper  part  consisting 
mostly  of  fibrine  and  adhering  by  a  stalk  to  the  uterine  wall, 
whilst  the  lower  part  consists  of  red  soft  eoagulum  having 
a  coat  of  firm  fibrin.  These  polypi  always  occasion  profuse 
metrorrhagia.  Scanzoni,  however,  does  not  admit  this  view. 
He  contends  that  these  are  cases  of  abortion.  An  ovum  after 
fixing  itself  in  the  mucous  membrane  of  the  uterus,  and  after 
being  quite  clothed  with  a  decidua  reflexa,  is  soon  driven  down 
by  uterine  contraction  into  the  cervical  canal,  its  attachments 
lengthening  into  a  stalk  by  the  stretching  and  growth  of  their 
tissues.  The  embryo  escapes,  whilst  a  portion  of  the  membranes 
or  stalk  remains,  and  by  accretions  of  fibrin-coagula  forms  the 
basis  of  fibrinous  polypus.  McClintock  gives  an  excellent  illus- 
tration of  a  dense  eoagulum  simulating  a  fibrinous  polypus. 

I  have  little  doubt  as  to  the  general  correctness  of  Scanzoni's 
criticism.  There  is  a  preparation  in  St.  Greorge's  Museum, 
described  by  Dr.  Ogle  (Pathol.  Trans,  vol.  xi.),  as  a  "large 
mass  within  the  uterus,  supposed  to  be  a  fibrous  tumour,  but 
which  proved  to  be  formed  by  retained  placenta  and  foetal 
membranes.  A  woman  died  after  an  operation  for  femoral 
hernia.  On  removing  the  uterus  a  quantity  of  dark  semi-coagu- 
lated blood,  along  with  some  shreddy  tough  material,  was  found 
protruding  from  its  orifice.  A  firm  substance  was  found  filling 
the  cavity  of  the  uterus.  Excepting  at  its  upper  part  where  it 
was  as  it  were  continuous  with  the  muscular  structure  of  the 
uterus,  its  whole  extent  was  free.  It  consisted  of  placenta. 
No  foetal  growth  was  discovered.  But  it  was  evident  that  the 
growth  had  been  retained  a  long  time." 

The  diagnosis  of  a  polypus  which  has  emerged  from  the  cavity 
of  the  uterus  is  usually  not  difficult.  The  sources  of  fallacy 
are  chiefly  prolapsus  of  the  uterus,  and  inversion.  Confusion 
is  only  possible  when  the  tumour  resembles  in  size  that  of  the 
uterus  in  one  or  other  of  these  states.  A  tumour  not  bigger 
than  a  walnut  can  hardly  be  mistaken  for  the  uterus.  A  tumour 
bigger  than  an  orange  is  not  likely  to  be  the  uterus.  But 
tumours  ranging  between  these  sizes  may  give  rise  to  error. 
The  great  landmark  is  the  os  uteri.  In  prolapsus  this  can 
always  be  found  at  the  lowest  part  of  the  tumour.  By  passing 
the  sound  through  the  os  we  shall  rarely  fail  to  take  exact 
measure  of  the  uterus.  Again,  the  sensation  conveyed  to  the 
touch  by  feeling  the  body  of  the  uterus  through  its  coat  of 
inverted  vagina  which  can  be  made  to  glide  over  the  solid  mass 
within,  is  very  different  from  a  solid  polypus  felt  directly 
without  any  intervening  coat.  The  uterus  moreover  is  sensi- 
tive to  compression,  whilst  a  polypus  is  not. 
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Complete  inversion  is  distinguished  by — 1,  the  absence  of  an 
os  uteri  at  the  lowest  part ;  2,  by  the  neck  of  the  tumour  being 
continuous  with  the  roof  of  the  vagina  which  is  directly  reflected 
off  from  it ;  3,  by  determining  the  absence  of  the  body  of  the 
uterus  from  its  normal  position  by  the  combined  rectal  and 
abdominal  touch,  and  the  other  diagnostic  manoeuvres  described 
and  illustrated  in  the  chapter  on  "  Inversion." 

Partial  inversion,  namely,  where  the  fundus  of  the  uterus 
only  comes  through  the  os  uteri,  is  more  likely  to  lead  to  error. 
In  this  case,  as  in  polypus,  there  is  a  rounded  tumour  encircled 
by  a  ring,  permitting  a  sound  or  the  finger  to  pass  up  between. 
See  Figs.  134,  135,  pp.  712,  713.  The  following  tests  will 
commonly  distinguish  the  partial  inversion.  The  sound  will  not 
run  more  than  an  inch,  perhaps  less,  beyond  the  margin  of  the 
encircling  ring,  whereas  in  the  case  of  polypus  it  will  generally 
run  at  one  part  or  another  at  least  two  and  a  half  inches.  And 
the  manoeuvres  which  define  complete  inversion  are  almost 
equally  conclusive  in  the  case  of  partial  inversion.  For  example, 
the  cup  or  funnel-like  depression  of  the  fundus  uteri  may  be 
felt  through  the  abdominal  wall. 

Polypi  which  have  been  detected  at  one  time  by  touch  and 
even  by  sight,  may  escape  observation  at  another.  It  is  possible 
that  the  polypi  may  have  become  detached  and  expelled.  But 
more  often  this  intermittent  appearance  is  due  to  the  greater 
relaxation  of  the  cervix,  and  some  contractile  action  of  the 
uterus  attending  haemorrhage  or  menstruation.  Under  these 
conditions  the  tumour  projects  through  the  open  os  ;  and  retreats 
when  these  conditions  subside.  Commonly  polypi  are  detected, 
and  their  size  and  attachment  best  made  out  by  the  touch.  But 
I  have  now  and  then  discovered  glandular  polypi  by  the  specu- 
lum which  had  escaped  detection  by  the  finger.  A  good  bivalve 
speculum  which  fairly  parts  the  lips  of  the  os  uteri  will  often 
enable  the  sight  to  explore  further  than  the  touch. 

An  intra-uterine  polypus  may  escape  detection  unless  the 
cervix  uteri  be  sufficiently  dilated  to  admit  the  finger.  But  if 
the  rule  I  have  ventured  to  lay  down,  namely,  that  in  all  cases 
of  obstinate  uterine  haemorrhage,  the  cavity  of  the  uterus 
should  be  explored  by  dilating  the  cervix,  be  observed,  we 
shall  always  be  able  to  determine  the  presence  or  absence  of  a 
polypus.  And  whether  the  haemorrhage  be  due  to  a  fibroid 
polypus,  to  malignant  disease,  endometritis  or  other  cause,  not 
only  is  accurate  diagnosis  arrived  at,  but  the  way  is  opened  for 
the  most  efficient  treatment.  It  has  been  noticed  that  the 
haemorrhage  is  generally  more  profuse  when  the  polypus  is 
intra-uterine. 

It  is  curious  to  notice  how  deceptive  is  the  sensation  com- 
municated to  the  touch  by  some  fibroid  polypi.  Even  under 
palpation  after  removal  they  may  give  the  impression  of  fluctu- 


796 


POLYPUS  OF  THE  UTERUS, 


ation,  as  if  tliey  were  cystic  and  contained  fluid,  whereas  on 
section  they  are  found  quite  homogeneous. 

A  very  important  practical  rule  is,  in  a  case  of  presumed 
polypus,  to  trace  up  the  tumour  to  its  attachment  before  operat- 
ing. This  can  generally  be  accomplished  by  finger  or  sound. 
If  the  finger  can  find  room  to  pass  along  the  tumour  to  its 
insertion,  then  by  combined  abdominal  palpation  we  may  get 
the  body  of  the  uterus  above  the  tumour  between  the  two 
hands.  The  information  so  obtained  is  unequivocal.  Where 
the  finger  cannot  reach,  the  sound  will  answer  nearly  as  well. 
"We  feel  the  fundus  of  the  uterus  supported  on  the  sound 
through  the  abdominal  wall,  whilst  a  finger  in  the  vagina 
distinguishes  the  tumour. 

Were  these  methods  of  diagnosis  rigorously  carried  out, 
error  would  be  almost  impossible.  But  polypus  is  so  common, 
and  inversion  so  rare,  that  the  mind  is  taken  possession  of  by 
the  more  common  event.  The  rarer  event  not  being  contem- 
plated, we  readily  accept  as  conclusive  in  favour  of  polypus 
evidence  which  is  really  insufficient. 

One  form  of  the  placental  polypus  may  easily  be  mistaken 
for  an  ordinary  polypus.  Thus  I  have  been  called  to  cases 
where  the  patient  was  said  to  be  bleeding  from  polypus,  and  I 
have  found  a  mass  more  or  less  firm  partly  projecting  from  the 
os  uteri,  and  attached  to  the  inner  surface  of  the  body  of  the 
uterus.  By  dilating  the  cervix  by  laminaria-tents,  these 
masses  were  sometimes  removed  by  the  finger,  and  sometimes 
by  the  wire-ecraseur.  On  examining  the  structure  of  the 
masses  removed,  they  have  been  found  to  be  the  placenta  of 
abortion. 

The  treatment. — A  polypus,  being  a  tumour  in  process  of 
spontaneous  expulsion,  seems  to  invite  surgical  assistance.  We 
are  simply  called  upon  to  complete  a  cure  where  Nature  points 
the  way.  The  treatment  is  generally  successful.  It  con- 
stitutes one  of  the  most  satisfactory  applications  of  surgical 
skill.  The  principal  methods  resolve  themselves  into — 1,  re- 
moval by  strangulation  ;  2,  by  torsion  ;  3,  by  various  methods 
of  excision. 

Palliative  or  temporizing  measures  are  rarely  indicated. 
If  haemorrhages,  leucorrhcea,  forcing  down,  or  other  urgent 
local  or  general  distress  exist,  the  indication  to  remove  the 
tumour  is  generally  imperative.  Even  if  a  polypus  give  rise  to 
no  trouble,  it  is  the  wiser  course  to  remove  it,  since  it  may  at 
any  unexpected  time  be  the  occasion  of  mischief. 

1.  It  is  convenient  in  the  first  place  to  dispose  of  strangula- 
tion. Experience  of  its  dangers,  and  the  perfection  to  which 
the  proceedings  for  effecting  immediate  removal  of  polypi  have 
been  brought,  have  fairly  exploded  this  method. 

The  ligature  was  for  a  long  time  applied  so  as  to  effect 
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strangulation  and  slow  detachment  by  sloughing.  Levret 
contrived  an  instrument  consisting  of  two  silver  canulse 
curved,  and  so  united  by  a  joint  that  they  are  shaped  like  a 
pair  of  forceps.  A  ligature  is  passed  through  the  tubes,  the 
noose  is  applied  round  the  root  of  the  polypus,  and  the  ends 
are  then  drawn  tight,  and  tightened  daily  until  the  tumour 
drops.  Another  instrument  is  described  by  Nissen  (De  Polypis 
Uteri.  See  Bichter's  Chir.  Bibl.  b.  ix.  s.  613).  It  consists 
of  two  silver  tubes  curved  carrying  a  ligature.  The  tubes  are 
brought  together  by  a  third  double  canida,  and  then  the  ends 
of  the  ligature  are  tightened.  Gooch's  well-known  instru- 
ment is  a  modification  of  Nissen's,  the  tubes  being  made 
straight. 

Until  recent  years  this  method  of  slow  strangulation  was  gene- 
rally pursued  in  cases  where  the  polypus  was  large  and  the 
pedicle  thick.  The  strangulation  by  arresting  the  circulation 
through  the  pedicle  gradually  caused  the  tumour  to  fall  off  by 
sloughing  or  mortification.  This  process  would  take  from  two 
to  ten  days  or  more  to  be  completed.  During  this  time,  the 
tumour  sloughing,  would  give  rise  to  offensive  discharges ; 
inflammation  has  extended  from  the  pedicle  to  the  substance  of 
the  uterus,  peritonitis  and  death  ensuing.  The  metritis  and 
perimetritis  might  be  induced,  as  stated,  from  simple  exten- 
sion from  the  injury  caused  to  the  neck  of  the  tumour.  But 
more  frequently  these  affections  were  the  result  of  pyaemia  or 
septicaemia. 

In  many  instances  death  has  followed  the  attempt  to  remove 
the  tumour  by  Grooch's  instrument.  Dr.  R.  Lee  records  nine 
deaths  out  of  fifty-nine  operations.  Dr.  McClintock  records 
three  deaths  out  often  operations,  the  causes  being  "phlebitis," 
or  metritis  and  peritonitis. 

There  is  serious  danger  from  retaining  for  hours  or  days  con- 
secutively a  rigid  instrument  projecting  beyond  the  vulva. 
Thus,  in  St.  George's  Museum,  is  a  specimen  (No.  xiv.  54) 
showing  that  the  instrument  may  cause  death  by  impalement. 
It  is  a  uterus  with  a  fibrous  polypus  attached  around  which  a 
ligature  has  been  applied,  and  which  is  seen  in  situ.  The 
operation  was  effected  by  means  of  a  canula.  The  patient 
having  turned  in  bed  on  her  back,  the  canula  pressing  on  the 
mattrass,  perforated  the  uterus,  and  caused  death. 

In  the  following  cases  death  ensued  in  other  ways  :  St. 
George's  Museum  (No.  xiv.  50).  Close  to  the  os  uteri  is  a 
fibrous  polypus,  to  the  pedicle  of  which  a  ligature  was  applied. 
The  patient  died  of  peritonitis  six  days  after  operation. 

The  two  following  specimens  are  in  the  same  museum : 

No.  xiv.  55.  A  large  polypoid  tumour  removed  by  ligature. 
Death  ensued  from  peritonitis  a  week  after  operation. 

No.  xiv.  58.    Uterus  with  a  polypus  growing  from  its  wall, 
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which  has  been  partly  separated  by  the  ligature.  The  patient 
died  of  peritonitis  three  days  after  operation. 

St.  Bartholomew's  Museum  shows  the  following  instructive 
cases : 

Ser.  xxxii.  49.  A  uterus  with  many  fibrous  tumours ;  one 
suspended  by  narrow  pedicle  from  anterior  wall  just  within  the 
internal  cervix  (os?)  pendulous  beyond  the  os  uteri,  softened 
and  changed  in  consequence  of  its  pedicle  having  been  tied 
shortly  before  death.  Patient,  set.  forty,  had  suffered  menor- 
rhagia  for  two  or  three  years.  Pedicle  tied  by  a  doable  canula ; 
next  clay  dysuria,  then  retention  of  urine,  then  signs  of  perito- 
nitis ;  death  on  third  day. 

No.  32.3.  Section  of  a  uterus  and  firm  fibrous  polypus,  which 
has  grown  from  nearly  the  whole  circumference  of  its  neck.  A 
ligature  was  placed  around  the  polypus  near  the  line  of  its  con- 
nection with  the  uterus  ;  but  the  death  of  the  woman  took 
place  before  the  ligature  had  separated.  A  portion  of  glass 
occupies  the  groove  in  which  the  ligature  was  tied ;  and  it  will 
be  observed  that  this  groove,  in  a  part  of  its  extent,  is  formed 
in  the  substance  of  the  uterus,  the  neck  of  which  is  elongated 
and  almost  imbedded  in  the  upper  part  of  the  polypus. 

No.  32.24.  A  uterus  from  which  a  fibrous  polypus  was  removed 
by  ligature  eight  clays  before  death.  A  circular  ulcer  about 
one  half  inch  in  diameter  in  the  fundus  of  uterus  marks  the  spot 
where  polypus  had  sloughed.  The  whole  tissue  of  uterus  is 
swollen.  From  a  middle-aged  woman — she  died  with  acute 
inflammation  of  the  uterine  veins.  Fig.  153,  p.  799,  is  another 
illustration. 

The  danger  of  strangulation  by  ligature  is  indeed  somewhat 
lessened  by  cutting  off  the  tumour  below  the  seat  of  strangula- 
tion. By  this  means  we  diminish  the  source  of  decomposition, 
and  hence  the  risk  of  septicemia.  But  the  strangled  stump 
may  still  be  enough  to  set  up  mischief ;  and  the  only  argu- 
ment remaining  for  not  removing  the  whole  tumour  at  once 
without  the  intervention  of  the  ligature  is  the  fear  of  haemor- 
rhage.   Experience  has  dispelled  even  this  fear. 

Phlegmasia  dolens  has  followed  slow  strangulation. 

In  addition  to  the  examples  I  have  cited,  the  literature  of 
the  subject  down  to  twenty  years  ago  may  be  said  to  abound 
with  evidence  of  the  dangers  and  mortality  attending  slow 
strangulation. 

2.  Torsion  and  excision  by  scissors  are  especially  applicable  to 
small  polypi  of  the  cervix.  To  carry  out  these  proceedings  it  is 
generally  necessary  to  use  the  speculum.  My  speculum,  Cusco's 
or  Marion  Sims',  are  the  most  convenient.  Torsion  should  on 
no  account  be  used  if  the  stalk  is  at  all  thick  or  firm.  Mont- 
gomery, says  McClintock,  published  a  case  where  a  portion  of 
the  uterus  was  actually  detached,  and  brought  away  adhering 
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to  the  pedicle ;  the  woman  nearly  lost  her  life  from  haemor- 
rhage.  Some  soft  mucous  or  glandular  polypi  are  cured  by 
crushing  with  the  forceps.  Seized  between  the  blades  of  the 
instrument,  it  is  enough  to  break  them  up.  Thus  killed,  the 
haemorrhage  commonly  ceases.  But  the  spot  may  be  touched 
with  perchloride  of  iron  as  a  further  security. 


Fig.  153.— (Half-size,  St.  Bartholomew's,  32,  3a.) 

UTERUS  WITH  FIRM  FIBROUS  POLYPUS  ATTACHED  TO  THE  UPPER  WALL. 

A  ligature  was  placed  round  the  neck  of  the  polypus  eight  days  before  the  patient's  death. 
Fatal  peritonitis  followed  operation.  The  portion  of  the  polypus  below  the  ligature  is  intensely 
congested,  and  some  of  its  surface  has  sloughed.  The  patient  had  been  much  reduced  by 
haemorrhage. 

The  removal  of  polypi  even  of  considerable  size  by  scissors 
was  extensively  practised  by  Dupuytren,  Siebold,  Mayer,  and 
others,  who  preferred  it  to  the  ligature.  I  have  seen  it  practised 
by  Lisfranc.    Sir  Charles  Locock  generally  preferred  it. 

Although  it  may  be  generally  true  that  no  serious  haemor- 
rhage follows  excision,  still  the  risk  is  not  to  be  disregarded. 
Montgomery  relates  a  fatal  case.  McClintock  relates  a  case  of 
polypus  growing  from  the  inside  of  the  anterior  lip  of  the  os 
uteri  by  a  pedicle  as  thick  as  one's  third  finger.  There  was  no 
perceptible  pulsation  in  the  pedicle.  He  divided  this  with  a 
scissors  close  to  the  tumour.  Smart  haemorrhage  succeeded, 
and  the  saturated  solution  of  perchloride  of  iron  in  glycerine 
was  applied.  This  checked  the  general  oozing,  but  two  arteries 
continued  to  bleed,  and  having  failed  after  repeated  attempts  to 
take  them  up,  he  included  the  pedicle  in  a  strong  silk  ligature, 
whereby  the  haemorrhage  was  completely  arrested. 

The  actual  cautery  woukl  in  such  cases  be  applicable. 

Sir  James  Simpson  used  a  polyptome,  which  consists  of  a 
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knife  strongly  curved  like  a  reaping-hook,  or  the  obstetric 
decapitating  hook  of  Ramsbotham,  surmounting  a  long  stem. 

Dr.  Aveling  contrived  (Obstetr.  Trans,  and  Catalogue  of 
Obstetric  Instruments,  18G6)  a  hook  grooved  on  the  concave 
side  to  encircle  the  stalk,  and  a  sliding  knife  which  is  pushed 
up  to  the  groove  by  a  screw,  of  course  dividing  the  stalk  in  its 
progress.  (See  Fig.  154.)  It  is  an  excellent 
instrument,  most  effective  when  the  neck  of 
the  polypus  can  be  embraced  in  the  hook. 
Still  more  accurate  and  more  effective  is 
the  wire-rope  ecraseur  now  generally  pre- 
ferred. It  combines  the  advantages  of  ex- 
cision with  those  of  the  ligature.  It  cuts 
through  the  pedicle  at  once.  The  original 
of  these  instruments  is  Professor  Grraefe's 
apparatus,  specimens  of  which  are  found 
in  the  armamentaria  of  most  of  the  Lon- 
don hospitals.  Simpson  describes  (Edinb. 
Med.  Journ.,  1850)  an  instrument  given  him 
by  Dr.  Sabine,  of  New  York,  by  which  a 
silver  wire  was  made  to  cut  through  the 
pedicle  by  a  screw.  Chassaignac's  chain- 
ecraseur  has  been  used,  but  it  is  not  so  con- 
venient as  the  wire  instruments.  The  rope 
has  been  made  of  strands  of  several  fine  iron 
or  copper  wires  ;  but  of  late  it  has  been  found 
that  a  stout,  single  iron  wire,  made  flexible, 
answers  better.  For  the  best  form  of  the  wire 
ecraseur,  see  Fig.  40,  p.  135.  A  loop  is  drawn 
through  the  eye  of  the  stem,  and  by  aid  of  the 
stem  and  two  or  three  fingers  in  the  vagina, 
the  pedicle  is  caught.  The  noose  is  then 
tightened  b}^  a  travelling  screw  or  windlass, 
until  it  comes  back  through  the  eye,  when 
the  pedicle  is  found  to  be  divided.  The 
tumour  is  felt  rolling  loose  in  the  vagina,  and 
may  be  seized  and  drawn  out  by  a  vulsellum. 
If  the  tumour  be  very  large,  the  extraction 
from  the  vagina  may  be  a  work  of  some  diffi- 
culty. It  has  been  found  necessary  to  grasp 
it  with  the  midwifery  forceps,  and  deliver  it 
like  a  child's  head.  In  noosing  the  pedicle 
it  is  not  necessary  to  carry  the  noose  beyond  the  tumour,  or 
up  to  the  insertion  of  the  root  in  the  uterine  wall.  It  is 
enough  to  get  the  noose  beyond  the  equator  of  the  tu- 
mour, when  on  drawing  in  the  slack  of  the  wire  before  tight- 
ening by  the  screw  or  windlass,  the  noose  will  adjust  itself 


Fig.  154. 
ayelincts  polyptrite. 
(One-third  nat.  size.) 
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at  the  junction  of  the  tumour  with  its  root.  The  stump  decays, 
breaks  up,  and  *  there  is  no  probability  of  another  tumour 
springing  from  it.  Generally,  when  a  polypus  is  removed,  the 
cure  is  permanent.  But  of  course  a  second  uterine  fibroid  may 
be  converted  into  a  polypus  like  the  first.  Should  bleeding  occur, 
it  may  be  staunched  by  perchloride  of  iron  carried  on  lint,  and 
maintained  by  plugging. 

Intra-uterine  polypi  may  be  noosed  and  excised  in  like 
manner.  If  necessary,  the  cervix  uteri  can  be  expanded  before- 
hand by  laminaria-tents,  or  by  incision. 


Fig.  155. 

operation  for  removing  polypus  uteri  by  wire-ecraseur. 
The  polypus  is  seized  and  pulled  down  by  vulsellum,  and  the  wire  is  carried  over  it. 

It  is  not  commonly  necessary  to  use  chloroform  for  this  opera- 
tion. If  the  tumour  be  easily  accessible,  the  wire-noose  can  be 
slipped  over  it  withput  causing  much  pain  ;  and  the  tumour  itself 
being  insensitive,  the  actual  excision  is  painless.  And  in  discuss- 
ing the  treatment  of  inversion,  we  have  seen  that  pain  during 
the  tightening  of  the  wire  gives  warning  that  the  tumour  is  not 
a  polypus,  thus  giving  opportunity  to  retrieve  error.  But  when 
the  tumour  is  large,  and  the  stalk  difficult  of  access,  it  will 
often  be  best  to  give  chloroform ;  this  enables  the  operator  to 
pass  his  hand  if  necessary  well  into  the  pelvis,  and  to  explore 
thoroughly  the  relations  of  the  tumour  before  adjusting  the 
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wire.  A  full  diagnosis  being  made,  the  ecraseur,  armed  with 
its  wire-loop  of  a  size  corresponding  to  the  idea  we  have  formed 
of  the  size  of  the  tumour,  is  passed  in  either  in  front  or  behind. 
The  end  of  the  instrument  is  carried  fairly  up  to  the  base  of  the 
polypus,  whilst  the  loop  is  slipped  over  the  polypus  itself  by 
help  of  a  finger,  or  a  firm  probe  notched.  When  the  loop  is 
once  over  the  equator  of  the  polypus,  a  few  turns  of  the  screw 
suffice  to  carry  it  down  to  the  stalk.  It  then  adjusts  itself,  and 
the  continued  working  of  the  screw  completes  the  abscission. 
In  some  cases  it  is  convenient  first  to  seize  the  tumour  by  a 
vulsellum,  and  to  draw  it  down  low  in  the  pelvis  before  adjust- 
ing the  wire  as  illustrated  in  Fig.  155,  p.  801. 

When  the  base  of  the  polypus  is  very  thick,  and,  especially 
if  we  suspect  that  it  is  unusually  vascular,  the  galvanic  wire 
cautery  is  the  best  instrument  to  use. 

Even  after  an  intra-uterine  polypus  has  been  severed  from  its 
attachment  by  the  wire,  it  is  not  always  easy  to  get  it  away. 
It  rolls  about  under  touch  or  attempt  to  seize  it,  like  one  Chinese 
ball  inside  another.  If  on  grasping  it  by  a  vulsellum  it  will 
not  come  through  the  cervix  uteri,  it  may  become  necessary  to 
cut  it  up,  and  to  bring  it  away  piecemeal.  This  may  be  done 
by  scissors,  or  it  may  be  necessary  to  dilate  the  cervix  by 
laminaria-tents,  or  incision,  or  by  my  bags. 

The  advantages  of  instant  removal  of  polypi  over  slow 
strangulation  are  very  decided.  The  relief  is  speedy ;  no 
instrument  is  left  in  the  parts ;  and  the  risk  of  inflammation 
and  septicaemia  is  infinitely  less.  Nor  are  these  advantages 
weakened  by  any  serious  drawbacks.  The  risk  of  haemorrhage 
is  very  small.  If  any  bleeding  occur  it  may  be  checked  by 
touching  the  surface  with  a  solution  of  per  chloride  of  iron,  or 
by  plugging.  I  have  only  once  seen  serious  septicaemia  follow 
ablation  by  the  wire-ecraseur.  The  patient  recovered.  And  it 
may  fairly  be  said  that  accidents,  such  as  those  of  which  examples 
are  given  above  from  strangulation,  are  of  extreme  rarity  after 
instant  excision. 

It  is  proper  to  enforce  absolute  rest  in  the  horizontal  posture 
for  some  days  after  the  operation  as  a  security  against  haemor- 
rhage and  inflammation.  But  in  one  case  in  which  I  removed 
a  large  polypus  by  the  wire,  the  subject  travelled  home  more 
than  a  hundred  miles  by  rail  the  same  day  under  the  charge 
of  her  medical  attendant  without  any  untoward  accident.  This 
was  done  of  course  under  peculiar  and  urgent  circumstances. 
Such  a  risk  ought  not  to  be  incurred. 

The  treatment  of  the  "  hypertrophic  polypi  "  to  be  entirely 
successful  must  be  based  upon  the  view  traced  of  their  pathology. 
They  must  be  removed,  as  a  matter  of  course,  but  their  removal 
is  not  enough.    The  simplest  Avay  of  removing  them,  is  to  cut 
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them  off  with  scissors.  Should  any  bleeding  follow,  this  may  be 
arrested  by  applying  a  small  pledget  of  lint  soaked  in  perchlo- 
riue  of  iron,  and  then  plugging  the  vagina  with  lint  soaked  in 
carbolic  acid  oil.  The  risk  of  after-bleediug  then  is  very  small, 
provided  the  precaution  be  taken  to  keep  the  patient  in  bed  for 
two  or  three  days  after  the  operation.  I  may  here  state  inci- 
dentally, that  there  is  no  operation  on  the  cervix  or  vagina  so 
slight,  if  involving  incision  of  the  mucous  membrane,  that  may 
not  be  followed  by  great,  even  dangerous,  flooding  if  this  pre- 
caution be  not  rigorously  enforced.  Hence  it  should  be  recog- 
nised as  a  rule  in  practice,  never  to  perform  such  operations 
in  the  consulting-room  or  in  the  out-patients'  room  of  a 
hospital. 

The  next  indication  after  removal  of  the  polypus  is  to 
counteract  the  process  of  hypertrophic  extension  of  the  cervix 
uteri,  of  which  the  polypus  is  a  consequence.  The  treatment 
in  the  advanced  stages  when  the  elongation  is  considerable,  is  a 
subject  not  now  under  discussion.  I  can  only  here  consider 
what  is  to  be  done  in  the  earlier  or  incipient  stages  of  hyper- 
trophy when  decided  action  may  effectually  arrest  the  morbid 
process.  For  a  week  or  so  after  the  removal  of  the  polypus 
rest  is  all  that  is  necessary  ;  then  if  any  active  inflammation  of 
the  cervix  remain,  the  occasional  application  of  solid  nitrate  of 
silver  or  sulphate  of  zinc,  with  lead  lotions,  should  be  used  until 
the  inflammation  has  subsided.  This  accomplished,  a  free 
slough  of  the  most  hypertrophied  lip  should  be  wrought  by 
applying  potassa  cum  calce,  or  the  actual  cautery  in  a  line 
across  the  lip.  The  healing  of  this  slough  induces  altered 
nutrition  of  the  part,  promotes  absorption,  and  the  contraction 
following  being  inwards  or  centripetal,  acts  in  direct  antagonism 
to  the  morbid  hypertrophic  extension.  Injections  are  useful  to 
deodorize  the  discharges.  The  best  are  of  lead,  perchloride 
of  iron,  kreasote,  or  permanganate  of  potash. 

The  after-treatment  consists  in  rest,  generous  diet,  tonics. 
If  there  is  bleeding,  a  pledget  of  lint  steeped  in  perchloride  of 
iron  can  be  applied  to  the  seat  of  the  stump  through  a  speculum. 
The  ulcerations  caused  on  the  mucous  membrane  of  the  cervix 
and  vagina  by  the  chafing  of  the  tumours  will  often  heal  now 
the  cause  is  removed.  If  not,  occasional  touching  with  nitrate 
of  silver  will  be  required.  Grooch  very  properly  insists  that  we 
should  not  be  deterred  from  dealing  with  polypoid  tumours 
under  the  doubt  that  they  may  be  malignant.  If  cancerous 
growths  assume  the  common  mushroom-form  admitting  of 
being  embraced  by  a  ligature,  even  in  part,  he  has  found  it 
good  practice  to  remove  them.  The  haemorrhages  are  checked, 
and,  at  least,  a  respite  is  gained.  The  accuracy  of  this  view  has 
been  lately  confirmed  by  many  practitioners. 

3  f  2 
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The  sessile  glandular  polypi  are  easily  removed  by  a  fine 
wire-ecraseur.  Prominent  Nabothian  glands  or  follicles  are 
cured  by  simply  puncturing  them.  The  vascular  polypi,  if 
broadly  sessile,  are  most  effectually  treated  by  the  actual  cau- 
tery, a  convenient  way  of  applying  which  is  by  the  galvanic 
current. 

Placental  polypi  I  have  several  times  removed  satisfactorily 
by  the  wire-ecraseur.  The  loop  applied  close  at  the  base  shaves 
them  off  completely,  or  at  any  rate  will  so  break  up  their  tissue, 
that  hemorrhage  ceases,  and  the  structure  is  quickly  removed 
by  disintegration. 


CHAPTER  XLIX. 

TUBERCLE  OF  THE  UTERUS. 

Tubercular  disease  of  the  uterus  may  most  fitly  be  considered 
before  cancer.  The  uterus  does  not  seem  to  be  peculiarly 
prone  to  this  disease,  and  when  it  is  so  affected,  other  organs 
or  structures  are  almost  invariably  affected  at  the  same  time. 
The  development  of  tubercle  in  the  uterus  has  been  especially 
observed  to  date  from  labour.  This  circumstance  suggests  the 
hypothesis  that  the  active  physiological  process  of  gestation  and 
labour  augments  the  predisposition  of  the  uterus  to  become  the 
seat  of  tubercular  mischief,  and  thus  determines  or  directs  any 
constitutional  tendency  that  may  exist  to  this  organ.  There 
are  other  facts  which  support  this  hypothesis.  Thus  I  have 
often  observed  that  the  calcareous  degeneration  of  the  placenta, 
a  condition  which  chiefly  affects  the  decidua — a  true  uterine 
structure — is  most  liable  to  occur  in  strumous  or  tubercular 
subjects.  When  tuberculosis  appears  after  child-birth,  it  is 
developed  on  the  placental  site. 

This  sequence  of  tubercular  disease  of  the  uterus  upon  labour 
is  illustrated  in  a  preparation  in  Gruy's  Museum  (226174),  taken 
from  a  woman  aged  twenty-four.  She  had  general  peritonitis 
of  a  chronic  character  for  several  weeks,  commencing  after  labour, 
from  which  it  was  thought  to  have  proceeded.  It  was  found, 
however,  to  be  tubercular.  The  interior  of  the  uterus  was 
filled  with  tuberculous  matter;  the  cervix  being  unaffected. 

The  disease  has,'  however,  been  observed  in  girls  who  have 
never  been  pregnant.  The  researches  I  have  made  dispose  me 
to  conclude  that  tuberculization  of  the  uterus  is  very  rare  before 
puberty. 

Mr.  Hutchinson  exhibited  to  the  Pathological  Society 
(Path.  Trans,  vol.  viii.)  a  uterus  of  a  girl  aged  fifteen.  It  was 
distended  into  a  cavity  which  contained  two  drachms  of  fluid 
resembling  ill-formed  pus,  only  more  glairy  and  adhesive. 
There  was  no  evidence  of  ulceration  of  the  mucous  membrane, 
nor  any  deposit  in  the  parenchyma  of  the  uterus.    "  I  was 
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inclined,"  says  Hutchinson,  "to  regard  it  as"  illustrating  the 
exudation  of  tuberculous  material  on  the  free  surface  of  the 
lining  membrane,  by  which  chronic  inflammation,  ending  in  the 
effusion  of  an  admixture  of  pus,  had  been  caused."  There  was 
tubercle  in  liver,  kidneys,  lungs ;  and  she  died  of  albuminuria. 
Boivin  and  Duges  figure  (pi.  xvi.)  a  specimen  of  tubercle  in 
the  right  tube  and  right  broad  ligament,  taken  from  a  girl 
aged  sixteen. 

Tubercle  appears  on  the  mucous  membrane,  and  especially 
on  the  posterior  wall,  in  the  form  of  grey  granulations,  which 
gradually  crowd  together,  and  extend  into  the  Fallopian  tubes, 
and  sometimes  into  the  cervix.  Sooner  or  later,  softening  sets 
in.  The  mucous  membrane,  beset  with  tubercles,  is  changed 
to  a  yellow-cheesy  pulpy  layer,  underneath  which  the  tuber- 
culization attacks  the  uterine  parenchyma,  so  that  at  last  the 
uterine  wall  exhibits  a  similar  change  for  a  considerable  depth. 
This  cheesy  mass  suppurates,  and  is  thrown  off  in  lumps  of 
variable  size.  The  discharge  is  sometimes  obstructed  by  closure 
of  the  os  uteri,  when  it  collects,  distends  the  uterus,  and  forms 
hydrometra.  The  tuberculization  and  suppuration  commonly 
are  bounded  by  the  os  uteri  internum.  They  rarely  overstep 
this  spot.  Rarely  also  is  tuberculization  primary  in  the 
cervix.  When  it  occurs  there,  the  suppurative  process  makes 
deep  excavations  in  it. 

Destruction  of  tissue  may  follow  upon  ulceration ;  and  even 
perforation  may  take  place  through  the  uterine  wall  or  the 
Fallopian  tubes,  leading  to  effusion  into  the  peritoneal  cavity. 
The  tissues  of  the  uterus  may  be  so  disorganized,  that  rupture 
may  ensue  if  pregnancy  exist,  as  in  a  case  related  by  H.  Cooper 
(Medical  Gazette,  1860)  ;  and  even  in  the  case  of  the  non- 
pregnant uterus,  as  in  an  example  related  by  Guzzo  (Archives 
Gen.  de  Med.  1848). 

Tubercular  degeneration  of  the  uterus  is  almost  always 
attended  by  a  similar  condition  in  other  organs.  But  in  not  a 
few  cases  the  disease  seems  concentrated  in  the  uterine  mucous 
membrane,  so  that  the  name  " phf/tms  uteri"  might  fairly  be 
given  to  it.  When  this  is  the  case,  ragged  irregular  ulcerations 
form  on  its  mucous  surface ;  constant  purulent  discharges,  at 
times  streaked  with  blood,  occur.  Some  enlargement  of  the 
organ  is  common.  Severe  pain  is  a  frequent  symptom.  The 
disease,  as  may  be  supposed,  is  very  intractable. 

Sometimes  the  whole  genital  mucous  tract  is  affected.  The 
Fallopian  tubes  are  commonly  implicated.  Indeed,  Eokitansky 
and  others  affirm  that  it  begins  in  the  tubes.  When  the  tubes 
are  affected  they  become  enlarged,  distended,  tortuous,  forming 
elongated  tortuous,  sausage-like  tumours  on  either  side  of  the 
uterus,  resembling  in  shape  the  tubes  affected  with  dropsy,  but 
differing  in  being  more  solid.    This  condition  of  the  tubes  is 
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well  seen  in  Fig.  157,  p.  809,  from  Carswell ;  bnt  often  the 
enlargement  is  considerably  greater. 

The  mucous  membrane  is  not,  however,  always  the  seat  of 
election.  Thus  Dr.  Willoughby  relates  (Pathological  Trans- 
actions, 1869)  the  case  of  a  woman  aged  thirty-five,  the  mother 
of  several  children,  who  had  pulmonary  tubercle,  and  died  of 
tubercular  pleurisy  and  peritonitis.  She  had  not  menstruated 
for  years.  The  pelvic  peritoneum  was  beset  with  cheesy  masses, 
one  of  which,  the  size  of  a  walnut,  was  beneath  the  peritoneum. 
This  mass  had  produced  rectangular  anteflexion  of  the  uterine 
cavity.  The  Fallopian  tubes  were  immensely  distended  with 
the  same  cheesy-looking  substance,  and  curiously  convoluted; 
the  fimbriated  extremities  were  entirely  obliterated  by  coalescence 
with  the  ovaries.  These  organs  were  as  large  as  walnuts,  filled 
with  the  same  cheesy  material,  and  one  contained  an  effusion 
or  hsematocele.  No  tubercular  deposit  was  apparent  in  the 
lining  membrane  of  the  uterine  cavity. 

The  urinary  mucous  tract  is  sometimes  morbid.  Sometimes 
all  the  pelvic  organs  are  matted  together  by  plastic  effusions. 
Peritonitis,  indeed,  is  a  not  unfrequent  consequence. 

The  vagina  is  so  rarely  affected  that  Virchow  is  quoted  by 
Courty  as  being  the  only  observer  who  has  verified  in  this  part 
the  development  of  numerous  tubercles.  But  a  case  is  figured 
further  on  (see  Fig.  157)  from  Carswell,  in  which  the  vagina 
shows  evident  marks  of  the  disease. 

In  St.  George's  Museum  (No.  xiv.  78)  is  a  good  specimen  of 
scrofulous  disease  of  the  uterus,  tubes,  and  both  ovaries.  The 
body  of  the  uterus  contained  a  quantity  of  ivhite  soft  tubercular 
matter,  Avhich,  at  the  fundus,  was  firmer  and  more  consistent, 
and  with  a  definite  outline,  penetrating,  as  it  were,  into  the 
muscular  substance  of  the  uterus.  The  Fallopian  tube  on  the 
right  did  not  contain  similar  matter.  Both  tubes  were  im- 
pervious at  their  uterine  extremities.  The' mucous  membrane 
of  the  cervix  and  vagina  was  free  from  tubercular  ulceration, 
but  greatly  inflamed,  having  miliary  deposits  underneath  it. 
Both  ovaries  were  converted  into  cavities,  and  contained 
remnants  of  a  thick  semi-fluid  tubercular  matter.  They  were 
greatly  enlarged,  and  their  walls  much  thickened.  There  are 
also  one  or  two  fibrous  tumours.  There  existed  also  extensive 
peritonitis  and  ulceration  of  the  glands,  of  both  small  and  large 
intestines,  which  in  the  rectum  had  proceeded  to  perforation, 
and  extensive  tuberculization  of  the  lungs  and  pleurisy,  also 
scrofulous  ulceration  of  the  right  sterno-clavicular  joint. 
The  simultaneous  affection  of  ovaries,  tubes,  and  uterus,  and 
general  scrofulous  disease,  is  also  exemplified  in  another 
specimen  in  St.  Greorge's  Museum  (No.  xiv.  79),  described  in  the 
catalogue  as  "  Scrofulous  disease  of  the  uterus,  Fallopian  tubes 
and  left  ovary.    The  mucous  membrane  of  the  uterus  is  exten- 
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sively  ulcerated,  and  covered  over  by  a  white  scrofulous  deposit. 
The  tubes  are  filled  with  scrofulous  deposit,  and  are  much 
distended  and  tortuous.  The  end  of  the  right  tube  is  dilated 
into  a  large  sac,  which  was  filled  with  a  white  flocculent  creamy 
fluid.  The  left  ovary  was  converted  into  an  abscess,  containing 
scrofulous  pus.  From  S.  H.,  aged  eighteen,  who  died  of  psoas 
abscess  and  scrofulous  disease  of  the  medulla  oblongata." 

The  specimen  from  which  Fig.  156,  Guy's  Museum,  226175  is 
taken  came  from  a  woman  aged  twenty-six,  who  died  of  general 


Fig.  156.— (Nat.  size,  Guy's  Museum,  22(iV <r> .) 

TUBERCULAR  DISK  ASK  OF  UTKIU'S. 

The  uterus  full  of  soft  cheesy  matter;  its  internal  surface  irregular  and  granular,  and  devoid 
of  mucous  membrane  ;  the  cervix  unaffected.  The  Fallopian  tubes  were  filled  with,  and  sfar- 
rounded  by,  masses  of  tubercular  deposit. 

tuberculosis  ;  the  thoracic  and  abdominal  viscera  being  exten- 
sively involved  in  the  disease.  This  specimen  is  remarkable  as 
furnishing  evidence  of  the  difference  in  character  of  the  mucous 
membrane  of  the  body  of  the  uterus  and  of  that  of  the 
cervix.  Now  strictly  tubercular  disease  is  limited  in  this  case 
and  in  many  others  to  the  body  of  the  uterus.    In  this  respect 
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tubercular  disease  stands  in  contrast  with  cancer,  which  shows 
such  a  decided  preference  for  the  cervix. 

The  ulcerative  disposition  of  uterine  phthisis  is  also  well  seen 
in  the  following  illustration  from  Carswell. 


Fig.  157.— (Half-size,  CarsAvell.) 

PHTHISIS  UTERI. 

Tubercular  masses  in  the  mucous  membrane  of  the  body  of  the  uterus.    Ulcers  in  the  vagina. 
The  Fallopian  tubes  enlarged  by  tubercular  infiltration. 

"  This  figure  affords  a  striking  illustration  of  the  formation  of 
tuberculous  matter  in  the  cavity  of  the  uterus  and  tubes,  as  well 
as  ulceration  of  the  follicles  and  mucous  membrane  of  the 
vagina,  a,  cavity  of  uterus  laid  open,  and  nearly  filled  with 
masses  of  cheesy-looking  tuberculous  matter.  The  walls  of  the 
uterus,  thicker  and  more  vascular  than  in  the  healthy  state, 
contain  two  or  three  small  masses,  b,  of  the  same  substance. 
Both  tubes,  c,  are  dilated ;  the  left  completely  filled  with  soft 
tuberculous  matter,  and  laid  open  towards  its  inferior  extremity 
that  this  substance  may  be  seen.  The  right  tube  was  filled 
with  a  turbid,  milky -looking  fluid.  The  internal  surface  of  the 
vagina,  d,  presents  a  great  number  of  ulcers,  similar  to  those  so 
frequently  met  with  in  the  trachea  of  patients  who  die  in  the 
last  stage  of  phthisis.  The  ulcers  were  apparently  formed  in 
the  follicular  structure  of  the  vagina ;  some  of  the  follicles 
enlarged,  and  presenting  a  central  opening,  are  distinctly  seen 
in  the  figure.  The  form  of  the  ulcers  is  round,  oval,  or 
irregular,  none  of  them  larger  than  a  split  pea ;  their  edges 
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sharp  and  pale ;  and  their  bottoms  either  pale  or  slightly 
vascular." 

The  prognosis  is  in  all  cases  grave.  The  disease  in  the  uterus 
being  generally  secondary,  or  at  least  coincident,  with  disease 
in  other  organs,  can  rarely  admit  of  cure.  The  tendency  is 
towards  extension  to  the  tubes,  ovaries,  and  surrounding 
structures.  Fatal  peritonitis  may  at  any  time  arise.  Courty 
relates  an  interesting  case  of  this  termination ;  and  other 
examples  are  given  in  this  chapter. 

The  diagnosis  must  rest  greatly  upon  the  evidence  obtained  of 
tuberculosis  in  other  parts  of  the  body,  especially  in  the  lungs. 
It  is  thus  of  a  presumptive  character.  Since  the  disease  attacks 
the  body  of  the  uterus,  leaving  the  cervix  quite  or  comparatively 
free,  it  is  most  liable  to  be  mistaken  for  malignant  disease  of 
the  body,  chronic  metritis,  or  some  forms  of  fibroid  tumour. 
There  is  generally  enlargement  of  the  body  of  the  uterus  of  a 
uniform  character,  thus  differing  from  the  irregular  nodulation 
of  fibroids,  and  resembling  the  enlargement  of  cancer.  The 
cases  may  also  resemble  each  other  in  the  uterus  being  fixed  by 
perimetric  deposit.  In  both  cases  there  may  be  haemorrhages 
and  muco-purulent  discharges  ;  and  also  pain.  But,  as  in  other 
forms  of  tuberculosis,  there  is  generally  amenorrhoea.  Metror- 
rhagia is  exceptional.  The  distinction  would  be  absolutely 
determined  by  bringing  away  a  small  portion  of  the  outgrowth 
or  deposit  from  the  cavity  of  the  uterus.  Under  microscopical 
examination,  the  characters  of  malignant  growth  would  come 
out  in  contrast  with  those  of  tuberculous  matter.  In  either 
case,  therapeutical  considerations  would  probably  indicate  the 
dilatation  of  the  cervical  canal.  This  would  facilitate  digital 
exploration,  by  which  the  more  prominent  tumour-like  or  poly- 
poid character  of  malignant  growths  would  be  detected. 

The  treatment  must  be  looked  upon  as  mainly  palliative.  The 
general  treatment  must  be  governed  greatly  by  the  nature  and 
extent  of  the  distant  complications.  It  is  of  the  same  kind  as 
that  for  tuberculosis  of  the  lungs.  The  local  treatment  will  be 
indicated  by  the  local  symptoms.  If  there  be  haemorrhage  or 
profuse  muco-puriform  or  cheesy  discharge,  with  or  without 
pain,  it  will  be  proper  to  dilate  the  cervix  with  laminaria  or 
sponge- tents ;  and  to  swab  the  interior  of  the  uterus  with 
nitric  acid,  tincture  of  iodine,  or  acetic  acid  ;  or  iodine-ointment 
may  be  inserted  every  three  or  four  days  by  means  of  my  oint- 
ment-carrier. 

Disinfecting  vaginal  injections  of  lead,  zinc,  or  permanganate 
of  potash  will  be  useful  adjuvants. 
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CANCER  :  DEFINITION  ;  DEGREES  OF  MALIGNANCY  ;  ITS  LOCAL 
ORIGIN;  HEREDITARY  TRANSMISSION;  ITS  FREQUENCY; 
CAUSES ;  FORMS  OF  :  MEDULLARY  ;  EPITHELIOMA  ;  SAR- 
COMA ;  SCIRRHOUS ;  MYXOMA.  CANCER  AND  PREGNANCY. 
THE  COURSE  AND  TERMINATIONS  OF  CANCER ;  DIAGNOSIS  ; 
PROGNOSIS.  TREATMENT:  QUESTION  OF  CURABILITY; 
TOTAL  EXTIRPATION  OF  UTERUS  ;  AMPUTATION  OF  VAGI- 
NAL-PORTION, SELECTION  OF  CASES  FOR;  THE  OPERA- 
TION ;  CAUTERY,  ACTUAL  AND  POTENTIAL.  TREATMENT 
OF  CANCER  OF  BODY  OF  THE  UTERUS.  PALLIATIVE  TREAT- 
MENT ;  LOCAL  AND  CONSTITUTIONAL. 

The  clinical  definition  of  cancer  would  be  a  disease  tending  to 
destroy,  the  organ  which  it  has  attacked,  which  by  extension 
invades  the  surrounding  structures,  and  whose  tendency  is 
towards  a  fatal  termination.  These  are  the  chief  characters  of 
"malignant  disease."  This  definition  will  embrace  several 
forms  of  disease  which  differ  in  their  histological  characters, 
and  sometimes  in  their  seat  and  progress.  But  howsoever 
differing  in  other  respects,  the  common  feature  of  malignancy, 
that  is,  a  tendency  to  destroy  tissue,  to  spread  and  to  kill,  binds 
them  all  together  into  one  terrible  group. 

The  main  clinical  interest  attaching  to  the  differential  study 
of  these  various  forms  of  malignant  disease  lies  in  the  fact  that 
they  exhibit  different  degrees  of  malignancy,  and  that  the  seat 
of  development  materially  influences  treatment  and  the  prospect 
of  giving  relief.  Intimately  connected  with  this  point  is  the 
question,  how  to  detect  the  disease  in  its  earliest  stages  ?  The 
tendency  of  modern  pathologists  has  been  to  regard  ail  cancer 
as  local  in  its  origin.  A  most  hope-inspiring  doctrine  ;  one  to 
which  the  clinical  physician  should  cling  as  that  which  most 
encourages  therapeutical  research,  and  which  alone  holds  out 
a  prospect  of  ultimate  triumph  over  the  disease. 

No  one  who  is  at  the  same  time  conscientious  and  capable  of 
estimating  correctly  the  nature  of  cancer  will  be  rash  enough 
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to  hold  out  a  confident  promise  of  cure  in  any  case.  But  surely 
modern  research  and  experience,  which  have  already  thrown  a 
ray  of  light  into  what  has  hitherto  been  regarded  as  an  im- 
penetrable and  perpetual  gloom,  may  well  justify  the  hope  of 
achieving  further  success. 

Willing,  more  than  willing,  to  accept  the  doctrine  that 
malignant  disease  is  local  in  its  origin,  two  circumstances 
appear  to  me  to  tell  strongly  against  it.  The  first  is  the  almost 
constant  tendency  to  a  fatal  termination  from  the  moment  when 
we  have  made  an  undoubted  diagnosis.  This  means  that  it  is 
rarely  indeed  possible  to  find  the  disease  in  its  presumed  strictly 
local  initiative  condition.  From  its  earliest  discovery  it  has 
already  effected  a  strong  hold  upon  the  constitution.  The  other 
circumstance  is  the  hereditary  force  of  the  disease.  There  is  a 
general  consent  amongst  surgeons  upon  this  point.  It  con- 
stitutes one  of  its  greatest  terrors.  And  yet  it  is,  I  venture  to 
think,  somewhat  exaggerated.  Lebert,  for  one,  disputes  the 
hereditary  force.  Looking  back  to  my  own  experience  I  can 
recal  many  instances  of  isolated  cases  of  cancer  in  a  family  to 
set  against  other  cases  of  recurrence.  Especially  in  one  very 
large  family,  whose  history  I  have  known  for  three  genera- 
tions, there  has  been  one  solitary  instance  of  cancer. 

But  there  is  another  fact  which  bears  upon  the  question  of 
hereditary  and  of  constitutional  diathesis.  Some  diatheses 
seem  interchangeable  or  co-existent;  or  we  might,  to  invoke 
another  hypothesis,  say  that  all  morbid  diatheses  are  one  in 
their  ultimate  analysis,  and  that  the  development  of  phthisis  in 
one  person,  of  brain  disease  in  another,  and  of  cancer  in  a 
third,  is  determined  by  various  secondary  conditions.  This 
hypothesis  is  not  contradicted  by  the  apparent  incompatibility 
of  two  diatheses  in  marked  development  in  the  same  individual. 
This  incompatibility  is  only  apparent.  A  person  struck  with 
cancer,  for  example,  will  be  destroyed  by  this  disease  before 
phthisis  can  be  developed,  and  vice  versd.  And  the  co-ex- 
istence of  the  affections  is  not  rare.  That  consummate  patho- 
logist, Mr.  Hutchinson,  called  my  attention  to  this  fact  in 
reference  to  a  case  in  point  under  our  care.  He  observed  that 
the  diathesis  which  produced  one  form  of  local  disease,  say  in 
the  ovary,  would  often  be  manifested  by  the  development  of 
other  forms,  as  of  fibroids  in  the  uterus.  Of  the  truth  of  this 
remark  we  may  see  abundant  proofs.  And  if  we  extend  our 
observation  beyond  the  individual,  looking  to  the  family,  we 
cannot  fail  to  see  frequent  examples  of  various  manifestations 
of  the  original  taint,  showing  itself  as  phthisis  in  one  member, 
cancer  in  another,  and  nervous  disease  in  a  third. 

Next  to  cancer  of  the  breast,  says  Samuel  Cooper,  cancer  of 
the  womb  is  the  form  in  which  the  disease  most  frequently 
presents  itself.    Sometimes  the  disease  takes  place  in  the  womb 
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and  breast  together;  and  Crnveilhier  records  an  instance  in 
which  cancer  uteri  was  accompanied  by  a  medullary  tumour  in 
the  substance  of  the  left  hemisphere  of  the  brain,  so  that,  in 
the  latter  stages  of  the  case,  the  patient  was  attacked  with  con- 
vulsions and  hemiplegia.  According  to  this  distinguished 
pathologist,  however,  notwithstanding  the  tendency  of  can- 
cerous diseases  in  general  to  affect  the  whole  economy,  by 
extending  from  the  point  first  attacked,  as  from  a  centre,  cancer 
of  the  womb  is  but  rarely  accompanied  by  this  general  impli- 
cation of  the  system,  and  especially  of  the  breast. 

It  appears  also,  from  Cruveilhier's  researches,  that  the  vagina 
is  as  frequently  the  seat  of  cancer,  as  the  neck  of  the  womb. 
"  Its  anterior  paries  is  much  more  frequently  attacked  than  its 
posterior ;  and  hence  it  is  rare  to  find  instances  in  which  the 
lower  portion  of  the  bladder  does  not  participate  in  the  disease." 
(Anat.  Pathol,  liv.  xxiii.  pi.  6.)  But  in  some  cases,  no  doubt, 
the  disease  begins  in  the  bladder,  extending  to  the  uterus  as  in 
a  specimen  (Ea.  7)  in  the  London  Hospital. 

Cancer  of  the  uterus  may  originate  at  any  period  after 
puberty ;  but  the  time  of  life  between  the  ages  of  forty  and 
fifty  is  that  in  which  its  commencement  is  most  common.  A 
specimen  of  cancer  affecting  the  uterus  and  vagina  in  an  infant 
nine  months  old  was  exhibited  to  the  Obstetrical  Society  by 
Mr.-  Heckford,  surgeon  to  the  East  London  Children's  Hospital 
(Obstetrical  Transactions,  1868) .  Crnveilhier  observes,  that  from 
the  age  of  thirty-five  to  that  of  fifty  is  the  principal  season  for 
this  cruel  disease,  though  he  has  known  one  woman  of  the 
town  die  of  it,  whose  age  was  only  twenty-six ;  and  has  seen  it 
in  women  as  old  as  sixty,  seventy,  eighty,  and  even  eighty- 
three.  In  St.  Greorge's  Museum  is  a  specimen  showing  the 
disease  at  the  age  of  ten  (No.  xiv.  82).  The  walls  of  the 
uterus  are  greatly  distended,  and  its  cavity  filled  by  a  large 
encephaloid  growth  which,  originating  in  the  muscular  struc- 
ture, on  the  left  side,  appears  to  have  made  its  way  into  the 
cavity  as  well  as  outwards.  A  red  discharge  had  taken  place 
from  the  uterus,  which  led  her  parents  to  believe  she  was 
menstruating.  Mesentery,  liver,  and  pancreas  were  extensively 
diseased  with  cancer. 

The  cases  cited  yof  the  disease  occurring  in  children  are 
sufficient  to  prove  that  it  may  occur  in  single  women,  and  in 
those  who  have  never  been  pregnant.  But  although  I  have 
met  with  it  in  single  and  sterile  women  of  all  ages,  I  entertain 
a  strong  opinion  that  it  is  far  more  common  in  those  who  have 
borne  children.  Ovarian  disease  more  peculiarly  affects  the 
single  and  the  sterile.  Numerical  statements  of  Scanzoni  and 
Sibley  go  to  establish  this  view.  The  pathological  inference 
would  be  that  functional  activity  is  a  predisposing  cause,  or 
that  the  changes  started  in  the  structure  and  nutrition  of  the 
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uterus  by  labour  favour  the  selection  of  this  organ  for  the 
manifestation  of  a  general  diathesis.  This  seems,  as  we  have 
seen,  to  be  clearly  so  in  the  case  of  tuberculosis. 

The  question  is  sometimes  anxiously  asked  whether  cancer  of 
the  uterus  is  not  contagious  ?  If  it  be  propagated  by  cell-growths, 
which  may  be  regarded  as  germs,  it  seems  a  not  unreasonable 
conjecture  that  the  malignant  cells  may  be  transplanted  or 
grafted  upon  the  tissues  of  another  person,  and  grow  in  this  new 
nidus  just  as  they  do  by  extension  in  the  original  subject.  I 
do  not  know,  however,  of  any  unequivocal  facts  to  favour  this 
idea.  I  have  known,  of  course,  as  every  physician  of  experience 
must  know,  of  many  cases  of  husbands  living  with  their  wives 
long  after  the  disease  had  been  recognised ;  but  I  have  not 
known  of  a  single  instance  of  the  disease  being  propagated. 
Possibly  grafting  on  a  raw  surface  is  necessary  ;  and  probably, 
the  malignant  cells  will  only  retain  their  vitality  in  tissues  of 
congenial  morbidity. 

Cruveilhier  finds,  that  what  he  terms  the  areolar  pultaceous 
cancer,  is  the  most  frequent  of  all  the  forms  of  cancer  to  which 
the  uterus  is  liable.  In  this  the  uterus  is  transformed  into  a 
spongy  texture,  from  which  a  cancerous  substance,  of  greater  or 
less  consistence,  may  be  compressed  in  the  shape  of  small 
worms  ;  so  that,  when  this  texture  has  been  emptied  by  suitable 
preparation,  a  hollow  cellular  structure  remains.  Cruveilhier 
conceives  that  he  has  made  out,  the  fact,  that  cancer  of  the 
uterus  begins  in  the  venous  system.  However  this  may  be, 
he  notices  another  fact,  which  is  of  greater  importance  to  the 
practitioner,  viz.,  that  the  lymphatic  glands  in  the  pelvis  are  almost 
constantly  affected  in  cancer  of  the  ivomb.  He  specifies  in  particu- 
lar two  glands,  situated,  one  to  the  right  and  the  other  to  the 
left,  at  the  sides  of  the  pelvis,  on  a  level  with  the  highest  part  of 
the  ischiatic  foramen :  these,  he  says,  are  often  the  only  lymphatic 
glands  implicated.  The  lumbar  glands  he  finds  less  frequently 
diseased  than  the  pelvic ;  and  he  states,  that  they  may  be 
enlarged  and  red  without  presenting  any  vestige  of  cancerous 
structure.  The  inguinal  glands  are  only  involved  when  the 
disease  attacks  the  external  pudenda,  and  the  orifice  of  the 
vagina.  In  only  one  dissection  he  found  the  cancerous  sub- 
stance in  the  thoracic  duct,  though  he  examined  it  at  every 
opportunity ;  and,  in  another  instance,  he  traced  the  same 
substance  in  many  of  the  lymphatics,  which  proceeded  from  the 
diseased  parts.  (Op.  cit.  liv.  xxvii.)  I  have,  however,  traced  it 
along  the  iliac  veins  into  the  vena  cava.  In  one  case,  dissected 
by  Cruveilhier,  one  ureter  was  enormously  dilated,  and  the  cor- 
responding kidney  wasted.  "  The  relations  of  the  ureters  with 
the  lateral  and  superior  part  of  the  vagina,  and  with  the  lower 
part  of  the  bladder,  which  is  often  implicated  in  cancer  of  the 
uterus,  account  for  the  impediment  to  the  flow  of  the  urine 
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through  the  ureters,  the  lower  portions  of  which  are  often  sur- 
rounded by  cancerous  masses,  which  compress  them.  This 
compression  may  take  place  in  so  great  a  degree,  that  the  lower 
part  of  the  ureter  is  completely  obliterated;  and,  what  is  remark- 
able, such  compression  does  not  produce  the  fatal  consequences, 
which  theoretically  might  be  expected.  The  urine  dilates  the 
ureter  (see  Cruveilhier,  liv.  xxvii.  pi.  2,  fig.  2),  which,  at  the 
same  time  that  it  becomes  dilated,  is  lengthened  and  rendered 
tortuous  or  spiral,  like  a  varicose  vein.  The  pelvis  and  calices 
in  their  turn  are  also  expanded,  so  as  to  acquire  a  considerable 
capacity.  The  kidney,  compressed  by  the  urine,  accumulated 
in  the  dilated  calices,  gradually  wastes  away,  and  is  converted 
into  a  mere  shell,  or  husk  of  a  pale  yellow,  having  some  resem- 
blance in  colour  to  the  changed  state  of  the  kidney,  known  of 
late  by  the  name  of  Bright's  Disease  ;  and  such  atrophy  may 
proceed  so  far  that  no  urine  can  be  secreted,  or  so  little,  that 
any  redundance  may  be  easily  prevented  by  absorption."  The 
possibility  of  life  continuing  long,  with  an  obstruction  of  both 
ureters,  would  be,  however,  a  very  different  case  from  that 
described  by  Cruveilhier. 

Grangrene,  consequent  to  cancer  of  the  Avomb,  is  found  by 
Cruveilhier  to  be  very  common,  sometimes  destroying  the 
cancerous  structure,  layer  by  layer,  and  in  other  instances 
attacking  the  whole  mass  of  it.  In  both  cases,  the  discharge 
becomes  horribly  fetid,  and  when  the  finger  is  withdrawn  from 
the  vagina,  it  brings  away  a  sloughy  putrid  detritus,  which 
Cruveilhier  says  can  be  compared  to  nothing  more  like  it  than 
the  substance  into  which  hospital  gangrene  transforms  the 
textures  invaded  by  it.  The  sloughing  may  advance  slowly  or 
rapidly ;  a  difference  which  has  vast  influence  on  the  intensity 
and  acuteness  of  the  symptoms.  When  gangrene  attacks  the 
whole  of  the  cancerous  mass,  and  nearly  annihilates  it,  the  case 
might  be  mistaken  for  one  of  primary  mortification  ;  .and,  in 
many  examples,  the  cancerous  state  of  the  pelvic  and  lumbar 
absorbent  glands  is  the  only  criterion  of  the  gangrene  having 
been  preceded  by  a  cancerous  affection  of  the  uterus.  (Cruveil- 
hier, Anat.  Pathol,  liv.  xxiv.) 

All  the  known  forms  of  cancer  may  affect  the  uterus. 

1st, 'Fungoid  or  medullary  carcinoma  is  by  far  the  most 
common  ;  2nd,  in  frequency,  come  the  epithelial  kinds  ;  3rdly, 
sarcoma ;  and  4thly,  the  scirrhous  or  hard  cancer.  This  last, 
West  and  Rokitansky  say,  is  extremely  rare. 

Each  of  these  forms  has  its  own  characters  of  evolution  and 
of  structure,  and  these  entail  differences  in  clinical  features. 
True  cancer,  says  H.  Arnott,  includes  those  cases  in  which 
a  structure  more  or  less  resembling  that  of  a  scirrhous  breast  is 
met  with,  namely,  an  alveolar  fibrous  stroma,  in  the  interstices 
of  which  float,  in  a  clear  fluid  and  with  no  visible  intercellular 
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material,  cells  of  varying  shape,  but  all  approximating  somewhat 
to  the  squamous  epithelial  type,  and  containing  usually  only 
one  large  oval  nucleus  with  bright  nucleolus.  In  many  cases 
the  fibrous  stroma,  instead  of  forming  a  dense  network,  is  visible 
only  as  a  thin  streak  here  and  there,  and  in  these  cases  the 
varied  shapes  of  the  cells,  and  the  absence  of  the  intercellular 
substance,  stamp  the  cancerous  nature  of  the  growth.  The 
cells  occasionally  contain  multiple  nuclei.  In  some  places 
Arnott  thought  he  could  trace  a  development  of  the  cancer- 
structure  from  surrounding  "  adenoid,"  or  lymphatic  gland- 
like material,  the  cells  of  the  new  growth  taking  the  place  of 
the  small  nuclei  in  the  fibrous  stroma  of  this  structure ;  but 
more  generally  the  cancer  seemed  to  be  splashed  in,  so  to  say, 
amongst  healthy  uterine  tissue.  But  separate  nodules  of  the 
new  formation  are  rarely  met  with  imbedded  in  parts  of  the 
uterus  at  a  distance  from  the  ulcerated  portion, 

1.  The  medullary  cancer,  or  encephaloid. — This  has  its  special 
seat  in  the  connective  tissue  or  stroma.  It  is  found  as  a  thick, 
bony,  hard,  nodular  mass,  of  white,  grey,  or  red  colour,  consist- 
ing of  a  fibrous  framework,  with  a  brain-like  pulp  in  the  inter- 
stices. As  a  rule,  cancer  is  characterized  by  an  infiltration  of 
cells  of  a  monstrous  type,  and  great  activity  of  multiplication, 
into  the  natural  areolar  tissue.  "Wherever  areolar  tissue  is 
found,  there  cancer  is  prone  to  form.  In  uterine  encephaloid, 
these  cells  commence  in  the  cellular  tissue  between  the  mucous 
membrane  and  the  proper  tissue  of  the  uterus.  Lebert  thinks 
cancer  may  begin  in  the  follicles  of  the  neck  of  the  uterus.  The 
disease  gradually  encroaches  upon  the  deeper  strata  ;  but  com- 
monly there  remains  after  death  a  thin  layer  of  muscular  sub  - 
stance beneath  the  peritoneal  investment  of  the  uterus.  The 
extension  is  not  so  much  inwards  into  the  uterine  tissue,  as 
centrifugal.  At  first  this,  like  the  other  forms  of  cancer  of  the 
uterus,  appears  to  be  strictly  local,  confined  to  the  cervix.  But 
after  a  time,  difficult  to  determine,  the  disease  invades  the 
areolar  tissue  of  the  fundus  of  the  vagina,  the  base  of  the 
bladder,  the  rectum,  the  broad  ligaments,  uniting  all  these 
parts  into  one  mass.  As  the  cell-growth  proceeds,  the  normal 
elements  of  the  parts  invaded  disappear.  The  diseased  mass 
increases  in  size,  reaching  often  a  considerable  bulk,  so  that  the 
finger,  scarcely  introduced  through  the  vulva,  will  in  cases 
somewhat  advanced  at  once  strike  upon  it.  The  deformed  os 
uteri  is  brought  low  down,  as  in  prolapsus.  It  is  often  hardly 
recognisable  from  the  nodular,  irregular  projections  and 
fissures  which  surround  it.  It  is  sometimes  occluded  by  these, 
but  more  often  held  unnaturally  patulous.  In  this  stage,  the 
cervix  uteri  being  involved  in  a  growth  extending  to  all  the 
surrounding  structures,  is  set  fast ;  it  has  lost  all  mobility ;  or, 
if  any  remain,  it  moves  only  with  the  whole  diseased  mass. 
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The  next  feature  of  importance  in  the  history  is  the  marked 
tendency  to  softening  and  supjmration.  Softening  is  soon 
followed  by  death  of  the  mucous  membrane  of  the  os  uteri ; 
"  an  ulcer  (West)  forms,  with  raised,  irregular,  hardened  edges, 
and  a  dirty  putrilage  takes  the  place  of  the  smooth  but  enlarged 
lips  of  the  os.  The  disease  may  go  still  further ;  the  lips  of  the 
womb  and  its  cervix  are  altogether  destroyed,  and  a  soft,  dirty- 
white,  flocculent  substance  covers  the  uneven  granular  and 
hardened  surface.  The  ulceration  may  begin  in  the  substance 
from  softening,  or  on  the  surface  without  previous  softening  in 
the  deeper  parts." 

The  stage  before  ulceration  varies  much  in  duration.  In 
many  cases  it  is  certain  that  the  extension  of  the  disease  has 
greatly  advanced  before  the  patient  seeks  advice.  Probably  a 
year  or  more  may  elapse  before  ulceration  occurs.  The  dura- 
tion of  the  stage  of  ulceration  is  also  variable.  Sometimes  it 
runs  through  this  stage  rapidly ;  at  others,  the  ulceration, 
without  healing  or  spreading  much  is  kept  up  for  months. 
The  patient  indeed  grows  worse,  losing  flesh  and  strength, 
assuming  the  characteristic  worn,  straw-coloured,  cachectic 
look.  The  discharges  continue,  composed  of  pus  from  the 
ulcerated  surface,  foetid  from  the  admixture  of  dead  and  decay- 
ing materials,  tinged  with  blood  from  the  giving  way  of  some 
of  the  vessels  distributed  to  the  granulations,  while  every  now 
and  then  abundant  haemorrhages  break  forth.  If  we  examine, 
we  find  sprouting  granulations  or  a  positive  fungous  outgrowth 
from  the  surface,  and  then  after  a  time  the  fungus  disappears, 
the  surface  feels  less  uneven,  the  edges  less  unhealthy,  and  we 
can  almost  persuade  ourselves  that  here  and  there  a  process  of 
cicatrization  has  begun.  New  formation  and  death  of  the 
newly-formed  tissues  go  on  in  rapid  succession-— a  series  of 
abortive  attempts  at  cure,  such  as  prevent  the  rapid  extension 
of  the  ulcer,  and  keep  alive  the  delusive  hope  of  recovery.  And, 
indeed,  under  the  spontaneous  or  assisted  powers  of  Nature,  it 
is  not  uncommon  for  the  disease  to  exhibit  stages  of  apparent 
arrest,  during  which  the  discharges  are  lessened,  the  local 
suffering  is  abated,  and  the  general  health  improves.  But 
sooner  or  later,  relapse  is  but  too  sure,  and  the  patient  at 
length  sinks  under  the  exhaustion  consequent  upon  repeated 
discharges— watery,  purulent,  and  hemorrhagic — pain,  obstruc- 
tion to  the  rectum  and  bladder  in  the  performance  of  their 
functions,  and  impairment  of  nutrition. 

Fig.  158,  p.  818,  exhibits  the  action  of  medullary  cancer  upon 
the  uterus.  The  cervix  and  lower  part  of  the  body  are  princi- 
pally affected,  but  the  body  of  the  uterus  is  sensibly  enlarged. 

Fig.  159,  p.  819,  shows  that  the  encephaloid  form  may 
invade  the  body  as  well  as  the  cervix. 

As  the  disease  advances  upwards  into  the  cervix,  eating  away 

3  G 


818 


CANCER  OF  THE  UTERUS, 


the  tissues,  a  large  gaping  cavity  with  irregular  edges  is  formed, 
sometimes  extending  by  fistulous  passages  into  the  bladder 
and  rectum.  So  strict  is  the  apparent  limitation  of  the  disease 
to  the  cervix  in  some  cases,  that  this  part  is  completely  eaten 
away,  leaving  the  body  almost  intact.  (See  Figs.  160,  161, 
pp.  820,  821. )t  But,  although  primary  cancer  of  the  body 
of  the  uterus  is  rare,  the  disease  will  generally  spread  to  it 
from  the  cervix  if  the  patient's  life  be  sufficiently  protracted. 
In  advanced  cases  the  body  of  the  uterus  is  almost  always 


Fig.  158.- (Ad  nat.,  St.  Bartholomew's  Museum,  32ls.) . 

CANCER  OF  UTERUS. 

The  lower  two-thirds  of  the  walls  are  enlarged  by  tli  e  infiltration  of  a  sof t  nu  dullary  sub- 
stance. The  natural  texture  of  the  organ  can  hardly  be  discerned.  The  disease  forms  a  large 
spheroidal  mass,  of  which  the  lower  surface,  projecting  in  the  vagina,  is  ulcerated  and 
flocculent. 


enlarged,  and  this  from  two  causes.  The  maintenance  of  an 
active  parasitic  growth,  like  cancer,  attracts  blood  to  the 
organ  ;  it  grows  under  this  morbid  stimulus  as  it  will  under 
that  of  developing  a  fibroid  tumour,  or  as  under  the  normal 
stimulus  of  gestation.  In  addition  there  is  an  extension  of 
the  cancerous  growth.    The  mucous  membrane  of  the  body  is 
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more  generally  affected.  Sometimes  nothing  more  is  apparent 
than  a  general  and  intense  redness  of  the  interior  of  the  womb  ; 
but  much  more  frequently  the  lining  membrane  is  covered  by 
a  dark  offensive  secretion,  and  is  beset  here  and  there  by  small 
white  deposits  of  cancer. 

The  irritation  caused  by  the  morbid  condition  of  the  body  of 
the  uterus  will  often  set  up  a  slow  or  chronic  inflammation  in 
the  broad  ligaments  and  pelvic  peritoneum.  The  fibrinous 
effusions  resulting  bind  the  uterus  to  the  bladder  and  rectum, 


Fig.  159— (Half-size,  St.  Thomas's  Museum,  G  G  43.) 

UTERUS  GREATLY  ENLARGED  FROM  INFILTRATION  WITH  ENCEPH ALOID  MATTER. 

The  uterus  measures  nearly  five  inches  across  ;  its  walls  are  one  and  a- quarter  inches  in 
thickness,  except  at  the  upper  part,  where  they  are  somewhat  less.  This  is  due  to  infiltration 
with  cancerous  deposit,  which  exists  in  greater  abundance  in  the  inner  two-thirds  of  the  mus- 
cular parietes ;  this  part  presents  a  spongy  appearance  where  the  deposit-  has  been  partly  washed 
out.  The  os  and  cervix  uteri  participate  in  the  enlargement.  Several  spongy-looking  cauli- 
flower fungoid  growths  project  from  the  parietes  into  the  cavity  of  the  uterus  ;  their  reticulate 
and  spongy  appearance  is  also  due  to  the  encephaloid  material  having  been  partly  washed  out. 

adding  to  the  mass  formed  by  the  cancerous  deposit,  and  still 
further  determine  that  firm  fixing  of  the  uterus  in  the  pelvic 
cavity  which  is  observable  in  almost  every  instance  of  car- 
cinoma of  the  medullary  kind,  except  in  the  very  earliest  stage. 
Cancerous  deposits  take  place  under  the  pelvic  peritoneum; 
extending,  the  peritoneum  is  involved,  and  at  length  is  indis- 
tinguishable in  the  midst  of  the  large  mass  of  cancerous  disease 
which  conceals  the  uterus  and  its  appendages  from  view. 
Towards  the  end  haemorrhages  often  stop,  but  the  watery 
purulent  discharges  increase  in  quantity  ;  whilst  the  anaemic 
cancerous  cachexia,  pain  and  sleeplessness,  and  spasms,  with 
disturbances  of  the  alimentary  canal,  increase. 

Figs.  160,  161,  show  the  ravages  made  by  the  destructive 
necrotic  ulcerative  process  when  the  disease  is  chiefly  limited 
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to  the  cervix.  In  Fig.  160  the  body  of  the  uterus  is  evidently 
affected.  In  Fig.  161  the  body  remains  almost  intact,  although 
the  lower  part  of  the  uterus  is  literally  eaten  away. 


Fig.  160. — (Two-third  size,  St.  Bartholomew's  Museum.) 

UTERUS,    OF    WHICH    THE    LOWER    TWO-THIRDS    HAVE    BEEN    DESTROYED    BY    ULCERATION",  OF 
CANCEROUS  NATURE.     THE  ADJACENT  PART  OF  THE  VAGINA  IS  SUPERFICIALLY  ULCERATED. 

It  is  in  this  way  that  the  vagina,  being  destroyed  at  the 
fundus  and  upper  part  of  its  anterior  and  posterior  walls,  the 
septa  between  uterus  and  vagina  and  the  bladder  and  rectum 
being  destroyed,  the  three  canals  are  thrown  into  one  common 
cloaca,  which  receives  all  the  excreta. 

2.  Epithelioma,  according  to  Mr.  Arnott,  is  characterized  by 
an  accumulation  of  ordinary  or  hypertrophied  epithelial  scales 
in  an  unnatural  position,  sometimes  accompanied  by  nests,  or 
"  globes  ^pidermiques,"  although  not  necessarily  so  distin- 
guished, and  with  usually  a  very  disorderly  clustering  of  the 
scales,  which  are  otherwise  disposed  with  cohering  edges.  In 
some  cases  a  section  carried  through  the  mucous  membrane  of 
the  cervix  close  to  the  ulceration  showed  hyperplasia  of  the 
epithelial  elements  upon  and  between  the  papillae,  with  infiltra- 
tion of  the  same  elements  amongst  the  deeper  structures  ;  other 
sections  from  a  more  diseased  portion  of  the  same  uterus, 
exhibiting  only  the  confused  heaps  of  epithelial  cells,  with 
much  broken-down,  oily  or  granular  debris. 

The  cauliflower  excrescence  of  Dr.   John  and  Sir  Charles 
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Clarke  is  the  Lest  known  form  of  the  epithelial  cancer  of  the 
nterus.  It  appears  from  Grooch's  criticism  to  be  the  same 
disease  as  was  described  by  Levret  and  Herbiniaux,  under  the 
name  of  "  tumeur  vivace."  It  also  affects  by  preference  the 
cervix.  Epitheliomata  take  their  habitual  origin  in  the  epithe- 
lial layer  of  the  upper  part  of  the  vagina  and  os  uteri.  Here 
the  epithelial  buds  become  developed,  and  form  a  tumour, 
which  projects  into  the  vagina.  Opinions  differ  as  to  its 
malignancy.  Rokitansky  believes  it  to  be  cancerous,  calling  it 
the  villous  cancer.    He  describes  it  as  a  conferva-like  growth, 


Fig.  161.— (Half -size,  St.  Thomas's  Museum,  GO  55  ) 

CANCER  EATING  AWAY  THE  LOWER  HALF  OP  THE  UTERUS  AND  PERFORATING  INTO  THB 

BLADDER. 

consisting  of  corpuscles  the  size  of  linseed  grains,  pale  red, 
transparent,  tolerably  firm,  hanging  from  the  os  uteri  into  the 
vagina,  bleeding  profusely  on  the  slightest  touch,  and  developed 
out  of  an  encephaloid.  It  often  fills  the  vagina,  and  causes 
profuse  watery  secretion.  During  life  it  becomes  turgescent, 
like  the  uterine  surface  of  the  placenta  ;  but  dead,  it  shrivels  up, 
and  then  only  resembles  a  flocculent  mass. 

Yirchow,  on  the  other  hand,  says  it  is  not  cancerous,  ranking 
it  under  the  papillary  tumours,  of  which  there  are  three  forms 
— the  simple,  the  cancroid,  and  the  cancerous.  The  cauliflower 
excrescence,  according  to  him,  begins  as  a  simple  papillary 
tumour,  and  runs  into  cancroid,  but  not  into  cancerous  papil- 
lary tumour.    It  is  formed  only  of  papillary  or  villous  growths, 


822 


CANCER  OF  THE  UTERUS. 


which  consist  of  thick  layers  of  peripheral  flat  and  cylindrical 
epithelial  cells,  and  a  fine  inner  cylinder  of  extremely  small 
cellular  tissue  with  large  vessels,  running  in  loops.  This 
tumour  is  also  called  papillary  hypertrophy  of  the  cervix  uteri. 
Mayer  regarded  it  as  an  originally  local  affection.  Hannover 
separates  it  from  cancer,  under  the  name  of  epithelioma. 
Lebert  and  Schutz  call  it  epithelial  cancroid.  Yirchow  points 
out  that  the  forms  which  yield  dry,  juiceless  masses  are  rela- 
tively benignant ;  whilst  those  which  produce  succulent  tissues 
have  always  more  or  less  a  malignant  character. 
Cancroid  remains  for  a  long  time  local. 


Fig  162.— (Half -size,  early  stage.    After  Lancereaux.) 

PAVEMEXT-EPITHELI03IA  OF  UTERUS. 

The  uterus  laid.  open,    e,  mamillary  vegetation  filling  the  vaginal  cul-de-sac,  and  almost 
covering  the  os  uteri ;  u,  softening  and  ulceration  of  the  vaginal  mucous  membrane. 

Fig.  162  shows  epithelioma  in  an  early  stage.  It  consisted 
of  epithelial  cells  and  "  epidermic  globes ;  "  some  of  the  cells 
had  multiple  nuclei.  The  subject  was  thirty-eight  years  old, 
pluripara.  After  suffering  for  several  months  from  white  and 
red  discharges,  pains  in  the  hypogastrium  and  loins,  she  was 
admitted  to  the  Hotel  Dieu  with  severe  flooding ;  a  second 
flooding  carried  her  off.  The  pelvic  and  lumbar  glands  were 
unaffected. 

Fig.  163  seems  to  be  an  example  of  epithelioma  affecting  the 
body  of  the  uterus. 

The  divergence  of  opinions  as  to  the  cancerous  nature  of  this 
growth  is  difficult  to  reconcile.  But  if  it  be  admitted — and 
clinical  observation  dictates  the  admission — that  the  cauliflower 
excrescence  frequently  springs  from  a  base  of  medullary  cancer, 
or  at  some  stage  is  associated  with  cancer,  there  is  strong 
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ground  for  taking  the  more  unfavourable  view.  Certainly,  in 
some  cases  the  cauliflower  form  becomes  lost  in  the  ordinary 
characters  of  medullary  cancer  ;  appearing  to  be  simply  a  phase 
in  the  development  of  the  latter.    Moreover,  with  cauliflower 


Fig.  163.— (Ad  nat.,  St.  George's  Museum,  XIV.  84.) 

MALIGNANT   DISEASE   OF    THE   UTERUS,   WHICH    HAS    BECOME   BROKEN   DOWN,  THE    RESULT  OF 
ULCERATION  (SOMETIMES  CALLED  CAULIFLOWER  EXCRESCENCE). 

The  patient  laboured  under  a  discharge  from  the  vagina.  A  fungous  excrescence  is 
seen  growing  from  the  fundus.  She  had  scirrhus  of  the  breast,  and  fungus  hsematodes  of 
the  liver. 

excrescence  of  the  uterus,  malignant  disease  of  undoubted  form 
is  occasionally  found  in  other  parts  of  the  body.  At  the  same 
time  it  is  eminently  important  in  a  therapeutical  aspect,  to 
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bear  in  mind  the  apparently  lesser  degree  of  malignancy  of  the 
cauliflower  excrescence,  and  its  greater  concentration  in,  or 
limitation  to,  the  vaginal-portion  of  the  cervix,  up  to  a  certain 
period  of  its  growth,  than  is  at  all  common  with  regard  to  the 
medullary  cancer.  Ablation  of  the  growth  by  amputation  of 
the  vaginal-portion  is  fairly  successful,  if  performed  during  the 
stage  of  localization. 

It  is  not  easy  to  get  an  opportunity  of  examining  the  disease 
in  its  initiative  stages.  The  symptoms  produced  are  not  such 
as  to  lead  the  patient  to  seek  advice.  Dr.  West  says,  when  he 
has  first  seen  it,  the  cervix  has  been  already  somewhat  increased 
in  size,  the  os  uteri  not  open,  but  its  lips  flattened  and 
expanded,  so  that  their  edge,  which  felt  a  little  ragged,  pro- 
jected a  line  or  two  beyond  the  circumference  of  the  cervix, 


Fig.  164.— (By  H.  Arnott.) 

CAULIFLOWER  GROWTH  OF  THE  CERVIX  UTERI  (SARCOMA). 

From  a  specimen  furnished  by  the  author,  removed  by  galvano-caustic  operation. 

while  their  surface  was  rough  and  granular.  This  irregularity 
was  seen  to  be  produced  by  the  aggregation  of  numerous  small 
somewhat  flattened  papillae  of  a  reddish  colour,  semi-trans- 
parent, and  often  bleeding  very  easily.  Generally,  these  small 
papillae  increase  in  size,  and  form  a  distinct  out-growth  from 
the  whole  circumference  of  the  os  uteri  of  the  size  of  an  egg,  an 
apple,  or  even  larger.  These  growths  are  split  up  by  deep 
fissures  into  lobules  of  various  size,  all  of  which  seem  to  be  con- 
nected together  at  their  base.  The  dimensions  of  these  growths 
are  not  in  general  the  same  throughout,  but  they  spring  from 
the  surface  of  the  os  uteri  by  a  short  thick  pedicle,  which  is  the 
elongated  and  hypertrophied  cervix,  and  then  expand  below 
into  the  peculiar  cauliflower  shape.    At  the  base  the  substance 
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is  much  firmer.  Though  the  vagina  does  not  by  any  means 
escape  from  participation  in  the  disease,  and  a  granular  or 
papillary  structure  may  be  felt  sometimes  extending  over  its 
roof,  and  for  some  distance  along  one  or  other  wall,  yet  this  is 
by  no  means  constant.  The  tendency  to  involve  adjacent  parts 
is  far  less  than  in  ordinary  cancer.  Usually  the  outgrowth,  in 
the  course  of  time,  disappears .  in  part,  under  the  processes  of 
alternate  partial  death  and  reproduction  which  characterize  the 
medullary  cancer.  The  irregular,  sharp-cut  edge  of  the  os, 
whence  it  grew,  is  at  first  felt  granular  and  mucous  within,  but 
afterwards  grows  thicker  and  nodulated,  assuming  by  degrees 
all  the  characters  of  a  part  which  has  from  the  first  been  the 
seat  of  medullary  cancer. 

8.  Spindle-cell  sarcoma  is  a  structure  made  up  of  densely- 
packed  cells  having  a  spindle  shape,  being  usually  arrayed  in  a 
tolerably  regular  manner,  and  containing  generally  single, 
rarely  two,  comparatively  large  oval  nuclei.  In  neither  of  the 
cases  of  uterine  sarcoma  was  anything  like  encapsulation 
observed,  either  in  the  uterus  or  in  the  nodules  in  the  lungs  or 
glands.  The  sarcoma  in  this  respect  followed  what  Mr.  Arnott 
believes  to  be  the  general  rule,  although  sarcomatous  tumours 
are  thought  by  many  to  be  usually  invested  by  a  capsule  of 
some  kind  instead  of  freely  infiltrating  surrounding  tissues. 


Fio.  165.— (After  H.  Arnott.) 

SPINDLE-CELL  SARCOMA. 

Thin  section,  showing  in  the  centre  groups  of  cells  divided  transversely. 

The  above  example  (Fig.  165)  of  spindle-cell  sarcoma  is 
taken  by  kind  permission  from  Mr.  H.  Arnott's  work.* 

*  "Cancer:  its  Varieties,  their  History  and  Diagnosis,"  by  Henry  Arnott, 
F.R.C.S.  1872. 
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Gusserow  (Archiv  fur  Gynakol.  1870,)  says  sarcoma  is  often 
confounded  with  carcinoma  and  cancroid.  He  says  C.  Mayer, 
Virchow,  L.  Mayer,  Weit  and  West  give  cases  of  hard  sarcoma 
under  the  name  of  "  recurrent  fibroids."  The  recurrence  is 
tardy  compared  with  that  of  cancer,  but  some  cases  have  been 
rapidly  fatal.  There  can  be  no  doubt,  he  says,  that  true 
fibroma  may  pass  into  sarcoma  by  the  exaggeration  of  its 
cellular  elements. 

Further  observations  are  necessary  to  determine  how  far 
Grusserow's  statement  that  sarcoma  is  the  special  disease  of  the 
body  of  the  uterus  is  correct.  Consulting  my  colleague,  Mr. 
Arnott,  upon  this  point,  he  tells  me  that  in  the  few  cases  he 
has  studied,  the  sarcoma  has  not  been  limited  to  the  fundus. 
In  one  case  of  this  kind  in  which  os  and  cervix  alone  remained 
unaffected,  the  disease  was  distinctly  carcinomatous.  On  the 
other  hand,  the  only  other  case  he  has  seen  (shown  by  the  late 
A.  Bruce,  and  reported  upon  by  W.  Fox,  Hulke  and  Cayley, 
Path.  Trans,  vol.  xviii.)  which,  although  called  cancer  was 
clearly  sarcoma,  did  show  a  nodule  in  the  fundus  of  the  uterus, 
the  os  remaining  free.  But  this  was  a  secondary  not  a  primary 
tumour,  the  primary  disease  being  a  mixed  enchondroma  of  the 
shoulder. 

4.  The  scirrhous  or  fibrous  cancer  is  so  very  rare  that  Dr. 
West  has  never  recognised  a  clear  case  during  life,  and 
Paget  has  not  met  with  it.  Pokitansky  thus  describes  it,  deduc- 
ing his  description,  as  he  admits,  from  a  very  few  observations  : 
"  On  a  careful  examination  one  may  discover,  in  the  midst  of 
the  tissue  of  the  portio-vaginalis,  another  structure  recognisable 
by  the  different  shade  of  white  of  the  fibres  composing  it,  and 
which,  though  closely  packed,  intersect  each  other  in  every 
imaginable  direction ;  while  the  small  interstices  between  them 
are  filled  by  a  transparent  matter,  of  a  pale  yellowish  red  or 
greyish  colour.  This  new  structure  is  infiltrated  into  the 
uterine  substance  without  any  distinct  limits,  extending  further 
in  one  part  than  in  another,  and  here  and  there  heaped  up  in 
greater  quantity,  thus  producing  the  enlargement  of  the  portio- 
vaginalis,  the  uneven  nodulated  character,  and  the  well-known 
induration  of  its  substance." 

There  is  a  form  of  intractable  ulceration  of  the  os  and  cervix 
uteri,  which  most  authorities  refer  to  epithelial  cancer,  but 
which  some  regard  as  of  tubercular  nature.  The  tubercular 
ulcerations  are  thus  described  by  Pobert :  "  They  may  be 
recognised  by  their  excavated  base,  their  greyish  appearance, 
and  the  presence  of  caseous  matter  in  the  midst  of  the  muco- 
purulent discharges  which  come  from  the  interior  of  the  cervix ; 
also  by  the  presence  in  the  cervix  of  tumours  of  uncertain  size, 
rounded  form,  at  first  firm  and  with  no  change  of  colour,  after- 
wards soft,  whitish,  yielding  to  the  pressure  of  the  fingers,  and 
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giving  an  indistinct  sense  of  fluctuation.  These  tumours  are 
formed  by  the  tubercular  matter  still  in  a  crude  state,  or  in 
course  of  softening.  These  scrofulous  ulcerations  are  almost 
always  accompanied  by  considerable  engorgement  of  the  cervix 
uteri."  On  the  other  hand,  under  the  microscope,  the  softened 
matter  is  found  not  to  consist  of  the  elements  of  tubercle,  but 
of  epithelial  cells  similar  to  those  of  the  uterine  mucous  mem- 
brane, while  the  indurated  callous  structure  which  forms  the 
base  of  the  ulcer  is  composed  of  a  mixture  of  fibro-plastic  and 
epidermoid  materials.  Robin  says  this  kind  of  ulcer  is  to  the 
uterus  what  lupus  or  cancroid  ulcers  are  to  the  face.  Lebert, 
Hannover,  and  Dr.  Charles  West  support  the  testimony  of 
Robin. 

The  corroding  ulcer  of  Dr.  John  Clarke,  or  rodent  ulcer. — 
Opportunities  for  observing  this  form  of  ulcer  on  the  cervix 
uteri  are  exceedingly  rare.  But  the  observations  that  have 
been  made  justify  the  conclusion  that  the  disease,  when  affect- 
ing the  uterus,  is  similar  to  the  rodent  ulcer  of  the  face  or  other 
parts.  Its  aspect,  rate  and  mode  of  progress  are  unlike  those 
of  cancer,  while  neither  cancer-cells  nor  epithelium  formations 
are  present  in  the  adjacent  tissues.  It  begins  at  the  mucous 
membrane  covering  the  os  uteri,  involving  the  whole  circum- 
ference of  the  os,  and  utterly  destroying  both  it  and  the  sub- 
jacent parts,  but  there  is  no  thickening,  hardness,  or  deposit  of 
new  matter  in  the  vicinity.  Unlike  cancer,  the  rodent  ulcer 
may  continue  for  years,  without  causing  any  very  formidable 
symptoms. 

Lancereaux  describes  four  forms  of  malignant  or  quasi- 
malignant  disease  of  the  uterus  :  epithelioma,  carcinoma, 
sarcoma,  and  myxoma.  The  myxoma  he  compares  with  the 
hydatidiform  degeneration  of  the  chorion.  In  one  case  he 
describes,  the  body  only  was  affected  ;  the  cavity  was  enlarged, 
filled  with  mammillary  projections  compressed  against  each 
other,  and  implanted  in  the  mucous  membrane  by  a  kind  of 
pedicle.  They  resembled  the  columnse  carnese  of  the  heart. 
Others,  smaller  and  more  rounded,  were  as  big  as  an  almond  or 
champignon.  They  were  generally  soft,  collapsed  under  pressure 
of  the  finger,  giving  issue  to  a  little  thick  juice.  They  were 
yellowish  white,  or  blackish  from  small  blood-extravasations. 
These  masses,  constituted  by  rounded  cells,  fusiform  and  re- 
fracting, separated  by  an  amorphous,  hyaline  substance,  enclosed 
large  and  numerous  vessels,  remarkable  for  the  delicacy  of  their 
coats.    The  subject  died  of  pneumonia. 

The  frequency  with  which  malignant  disease  invades  the 
cervix  of  the  uterus  in  preference  to  the  body  seems  to  be 
over-rated.  Cases  are  really  not  infrequent  in  which  disease 
running  a  malignant  course  is  met  with  in  the  body,  the  cervix 
remaining  quite  unaffected.   All  the  forms  of  malignant  disease 
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may  begin  in  the  body.  I  am  not  in  a  position  to  affirm  which 
is  the  most  frequent ;  but  I  am  inclined  to  think  that  the 
medullary  or  encephaloid  form  is  the  most  common.  When 
the  body  is  primarily  affected,  distress  is  usually  manifested  at 
an  earlier  stage.  Haemorrhages  especially  are  frequent  and 
profuse.  Pain  is  more  intense  and  persistent.  The  morbid 
tissue  projects  into  the  enlarged  cavity  in  irregular  masses, 
sometimes  of  polypoid  shape,  but  seldom  being  fairly  pedun- 
culate. They  are  usually  sessile  on  broad  bases.  They  bleed 
profusely  on  the  slightest  touch.  Probably  in  the  case  of 
epitheliomatous  growths  there  is  a  stage  when  the  disease  is 
mainly  superficial,  the  substratum  in  the  muscular  wall  of  the 
uterus  being  still  but  slight.  Some  forms  of  the  "  fungosities  " 
or  "  carnosities,"  referred  to  in  the  chapter  on  "  Endometritis," 
are,  I  have  no  doubt,  of  epitheliomatous  nature.  Indeed,  Mr 
Arnott  has  examined  for  me  some  specimens  I  have  scraped  off 
from  the  living  uterus.  This  temporary  superficial  limitation  is 
extremely  important  to  recognise,  since  it  offers  the  prospect,  if 
not  of  cure,  at  any  rate  of  temporary  relief  by  surgical  treatment. 

In  these  cases  the  body  of  the  uterus  is  commonly  enlarged 
to  about  double  the  natural  size,  from  its  walls  being  thickened. 
The  patient  being  under  chloroform,  the  finger  will  generally 
pass  through  the  cervix,  and  thus  we  can  explore  the  cavity  of 
the  uterus  by  direct  touch.  The  cavity  is  generally  shorter 
than  normal ;  the  walls  are  apart ;  they  form  a  rigid  hollow 
globe  ;  the  finger  feels  a  soft  pulpy  mass  lining  the  whole 
cavity;  portions  are  easily  detached  by  pressure  or  scraping 
with  the  nail. '  These  brought  away  look  to  the  naked  eye  like 
boiled  sago  in  red  currant  jelly.  Some  bleeding  invariably 
attends  this  examination.  Portions  of  the  diseased  tissue  often 
are  discharged  spontaneously,  and  thus  reveal  the  nature  of  the 
affection. 

Cancer  of  the  body  of  the  uterus  is  sometimes  secondary, 
having  been  derived  from  primary  affection  of  the  ovary. 
Benporath  and  Liebmann  (Monatsschr.  f.  Greburtsk.,  1865) 
describe  a  case  of  fibroids  of  the  uterus  which  became  affected 
with  cancerous  infiltration,  proceeding  from  primary  cancer 
of  the  vagina. 

The  lymphatic  glands  of  the  pelvis,  and  especially  those 
which  surround  the  uterus,  are  frequently  the  seat  of  cancerous 
extension.  The  invasion  proceeds  step  by  step,  successively 
catching  the  glands  situated  by  the  lumbar  vertebrae,  and  fol- 
lowing the  course  of  the  large  vessels,  which  may  be  compressed 
or  ulcerated.  Sometimes  the  inguinal  glands  become  cancerous. 
This  is  especially  the  case  when  the  disease  has  attacked  the 
vagina  and  vulva.  I  have  described  two  cases  in  which  the 
glands  in  remote  parts  of  the  body  were  also  affected.  It  may, 
however,  have  happened  that,  in  these  cases,  the  enlargement 
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and  induration  were  due  to  irritation  from  the  absorption  of  the 
liuid  element  (the  cancerous  ichor)  of  cancer,  and  not  to  the 
actual  spread  of  cancer-cells.  It  is  remarkable  that  in  one  of 
these  cases,  marked  general  improvement,  with  diminution  of 
the  glandular  swellings,  followed  upon  the  attainment  of  a 
healthier  condition  of  the  local  disease. 

As  to  the  frequency  with  which  the  glands  are  implicated, 
the  most  accurate  information  is  supplied  by  Henry  Arnott 
(Path.  Trans.,  1870),  who  examined  57  cases  of  cancer  in  the 
Middlesex  Hospital.  There  were  no  secondary  growths  in  34. 
The  lymphatic  glands  were  involved  in  20  ;  in  11  the  viscera 
contained  secondary  growths ;  of  these,  5  in  ovaries,  3  in  liver, 
2  lungs,  1  heart,  1  both  breasts,  1  peritoneum. 

In  22  the  microscopic  characters  were  clearly  made  out. 
True  cancer  12,  epithelioma  8,  spindle-cell  sarcoma  2.  In  both 
cases  of  spindle-cell  sarcoma,  the  disease  appeared  elsewhere 
also,  i.e.,  in  pelvic  glands.  Of  the  8  epitheliomata  the  taint 
extended  in  three  instances — (1)  to  ovary  and  pelvic  and  lumbar 
glands  ;  (2)  broad  ligament ;  (3)  to  lumbar  glands.  Of  the  12 
true  cancers,  9  spread,  pelvic  or  lumbar  glands  being  affected 
in  7,  one  or  both  ovaries  in  4,  liver  in  1,  heart  and  lungs  in  1. 

Why  cancer  in  all  its  forms  so  frequently  affects  the  lower 
segment  of  the  uterus  seems  to  be  accounted  for  by  the  fact  that 
the  neck  and  mouth  of  the  organ,  besides  being  extremely 
vascular,  are  subject  to  constant  motion,  and  are  very  largely 
supplied  with  lymphatics.  It  is  not  surprising,  says  H.  Arnott, 
that  any  morbid  infiltration  tending  to  rapid  cell-growth  and 
early  decay  should  lead  to  extensive  ulceration  on  a  free  surface 
in  constant  friction  against  an  opposed  similar  surface.  Such 
irritation. would  be  certain  in  all  cases  to  set  up  inflammatory 
processes  in  their  immediate  neighbourhood,  and  the  naturally 
irritating  secretions  of  both  uterus  and  vagina,  tainted  by  the 
new  addition,  would  speedily  cause  the  spread  of  such  malignant 
destruction  in  the  manner  so  commonly  witnessed.  It  should 
also  be  remembered  that  it  is  in  the  cervix  principally  that 
chronic  inflammation,  hyperplasia,  hypertrophy,  and  all  those 
changes  take  place  which  follow  upon  labour.  These  changes 
may  be  the  starting-point  for  malignant  cell-growth,  and  may 
explain  the  comparative  frequency  with  which  this  affects 
women  who  have  borne  children. 

The  duration  of  cancer  is  illustrated  to  a  certain  extent  by 
the  observations  of  H.  Arnott.  Dating  from  the  time  when 
the  patient  first  complained  of  distressing  symptoms — generally 
a  flooding — the  average  duration  of  57  cases  of  all  kinds  of 
cancer  until  the  fatal  termination,  was  77*1  weeks.  The 
average  duration  of  the  cases  of  true  cancer  was  53 '8  weeks, 
of  the  cases  of  epithelioma  82*7  weeks  ;  the  two  cases  of  sarcoma 
lived  for  a  considerable  period. 
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Cancer  of  the  uterus  is  sometimes  unfortunately  complicated 
with  pregnancy.  This  condition  renders  the  cancerous  growth 
more  active ;  and,  since  the  child  must  traverse  the  diseased 
tissues,  labour  can  only  be  effected  at  the  expense  of  dangerous 
or  even  fatal  violence.  Dr.  West  has  collected  74  cases  of 
cancer  complicating  labour.  In  41  death  soon  followed 
labour ;  33  recovered  from  the  effects  of  labour ;  47  of  the 
children  were  lost. 

Dr.  Cook  (Path.  Trans.,  vol.  x.)  exhibited  some  foetal  bones 
found  in  the  cavity  of  the  uterus  of  a  woman  who  died  of 
cancer.  Nine  months  before  she  had  had  an  abortion.  The 
uterus  was  large,  firm,  and  infiltrated  with  a  white  granular 
deposit.  The  cervix  was  completely  destroyed  by  an  extensive 
slough.  The  extrusion  of  the  dead  embryo  was  probably  pre- 
vented by  a  cancerous  slough  in  the  vagina. 

The  Modes  in  which  Cancer  Terminates. — Apart  from  the  faint 
prospect  of  an  occasional  cure  from  treatment  under  favourable 
circumstances,  the  history  of  cancer  of  the  uterus  is  scarcely 
brightened  by  a  ray  of  hope.  But  to  faith  in  the  possibility  of 
cure,  spontaneous  or  surgical,  the  practitioner,  not  less  than  the 
patient,  should  nevertheless  adhere. 

Spontaneous  cure  is  not  absolutely  impossible.  On  rare 
occasions  Nature  has  accomplished  the  elimination  of  the 
disease.  It  may  be  said  that  there  is  a  continuous  attempt  to 
throw  off  the  diseased  tissues  manifested  in  the  ulceration 
which  occurs  in  the  advanced  stages.  This  ulceration  consists 
really  in  necrosis  or  mortification  of  the  superficial  strata  of 
the  cancerous  mass.  Dr.  Habit  relates  a  case  which  is  not 
altogether  unique.  Cancerous  matter  united  the  uterus  to  the 
surrounding  structures  ;  the  vagina  was  filled  with  large  granu- 
lations and  fungous  growths.  Gradually  all  was  replaced  by 
firm  cicatrix,  and  the  uterus  could  no  longer  be  felt.  I  have 
seen  a  case  in  which  a  similar  process  was  partially  carried  out. 
I  saw  from  time  to  time  a  woman  who  was  affected  with 
epithelioma  of  the  uterus  invading  the  roof  of  the  vagina.  During 
two  years  the  disease  was  progressive,  and  at  the  end  of  that 
time  seemed  to  be  rapidly  marching  to  a  fatal  end  by  exhaus- 
tion, when  a  large  mass  of  solid  tissue  infiltrated  with  cancerous 
disease  was  expelled.  Temporary  relief  was  felt.  At  a  later 
period  another  mass  as  large  as  the  first  was  cast,  with  renewed 
temporary  improvement,  but  a  large  cloaca  was  left,  into  which 
the  bladder  and  rectum  opened;  and  I  have  no  doubt  long 
before  this  partial  elimination  took  place,  the  lumbar  glands 
had  been  invaded,  so  that  the  attempt  at  spontaneous  cure  came 
too  late. 

I  am  acquainted  with  another  case  which  may  be  open  to 
question  as  to  accuracy  of  diagnosis,  but  in  which  there  seems 
to  me  to  be  reason  to  believe  that  Nature  effected  a  cure.  Dr. 
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Newman,  of  Stamford,  was  called  to  deliver  a  woman  in  labour 
at  term,  delivery  being  obstructed  by  an  abnormal  state  of  the 
lower  segment  of  the  uterus.  The  normal  tissue  of  the  uterus 
was  replaced  by  a  very  unusual  hardness,  circular,  uniform,  and 
infiltrated  apparently  into  the  body  of  the  uterus  in  every 
direction  for  more  than  an  inch  in  extent.  The  cervix  was 
eaten  away  at  its  posterior  lip  into  a  deep  sulcus ;  the  anterior 
lip  was  as  hard  as  the  posterior,  irregular,  with  a  hard  nodulated 
or  granulated  feeling  to  the  finger.  The  os  felt  to  the  finger 
as  if  it  were  an  opening  cut  out  of  a  piece  of  cartilage,  perfectly 
hard  and  resisting.  The  deep  sulcus,  the  small  narrow  orifice, 
and  the  thickened  anterior  lip,  throughout  denuded  of  epi- 
thelium, granulated,  and  furnishing  watery  oozing  and  sanious 
fluid,  seen  through  the  speculum,  left  no  doubt  that  the  case  was 
one  of  extensive  epithelioma  of  the  cervix  and  lower  part  of 
the  uterus.  Two  medical  friends,  Dr.  Ashforth  and  Mr. 
Heward,  carefully  examined  the  case  and  concurred  in  Dr. 
Newman's  opinion.  The  Caesarian  section  was  performed  to 
remove  the  child.  The  mother  made  a  good  recovery.  Last 
year  being  again  pregnant,  Dr.  Newman  brought  her  to  town 
to  consult  with  me  as  to  the  course  to  be  pursued.  This  was 
five  years  after  the  delivery  just  narrated.  I  found  no  hardness 
or  disease  of  the  uterus.  We  agreed  to  let  the  pregnancy  take 
its  course.    She  has  since  been  delivered  with  little  assistance. 

It  may  be  conjectured  that  the  disease  was  not  cancer,  but 
pelvic  cellulitis.  But  on  the  other  hand,  the  evidence  that  it 
was  cancer  must  be  admitted  to  be  strong.  I  think  it  pro- 
bable that  the  protracted  labour  caused  such  an  amount  of 
pressure  upon  the  morbid  mass  as  to  produce  mortification  and 
elimination. 

Dr.  Grallard  relates  (Union  Medicale,  1873)  a  case  in  which 
the  entire  uterus  was  expelled.  The  woman  was  thirty-five  years 
old  ;  the  ceiwix  uteri  had  been  destroyed  by  cancer.  She  died 
twelve  days  afterwards  from  peritonitis,  produced  by  the  con- 
tact of  virus.  The  expelled  organ  was  carefully  examined  and 
laid  before  the  Toulouse  Medical  Society  in  1844. 

In  the  breast  the  course  of  cancer  is  more  open  to  observation  ; 
and  here  undoubted  cases  of  spontaneous  cure  have  occurred. 
Thus  Samuel  Cooper  says  (Surgical  Dictionary),  "  One  young 
woman  whom  I  attended  for  a  cancerous  womb,  of  which  she 
died,  had  an  aged  mother,  who  had  suffered  from  cancer  of  each 
breast,  but  had  latterly  been  freed  from  the  disease  by  a  slough- 
ing process ;  an  event  which  is  uncommon,  but  does  now  and 
then  happen." 

A  common  mode  by  which  cancer  kills  is  by  inducing  ex- 
haustion by  hemorrhagic  and  other  discharges ;  but  I  believe 
that  other  processes  conduce  to  the  fatal  issue.  There  is  almost 
always  some  degree  of  blood-poisoning.    And  this  comes  from 
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several  sources.  The  constant  necrosis  and  ulceration  of  the 
surface  of  the  diseased  mass  produce  a  granulating  vascular 
surface  capable  of  absorbing  the  foul  ichor  which  bathes  it ; 
hence  ichorrhcemia.  Another  source  is  the  intestine.  When- 
ever cancer  has  proceeded  so  far  that  the  disease  has  caught  the 
rectum,  obstruction  either  by  direct  compression,  or  by  inter- 
ference with  the  contractility  of  the  muscular  coat,  leads  to 
accumulation  and  partial  retention  of  faecal  matter  above.  This 
induces  retrograde  dilatation  of  the  intestinal  canal.  The  arrest 
of  the  excrementitious  matters  in  the  dilated  bowel  is  followed 
by  decomposition,  marked  by  distressing  flatus.  Absorption  of 
the  products  of  the  decomposed  and  retained  faecal  matter  takes 
place.  Hence  another  form  of  blood-poisoning  to  which  I 
propose  to  give  the  name  of  copraemia.  It  is  greatly  to  this 
that  the  unhealthy  and  dirty-sallow  aspect  of  the  skin  is  due. 
Cancer  may  also  lead  to  fatal  ileus,  either  by  pressure  or 
through  adhesions,  the  result  of  the  peritoneal  inflammations 
which  so  often  complicate  this  disease. 

The  cancer-juice  is  in  many  cases  also' absorbed.  Evidence 
of  this  is  seen  in  the  infection  of  the  glands,  which  arrest  pro- 
bably only  a  portion  of  the  fluid  in  its  transit  towards  the 
general  circulation. 

Added  to  these  sources  of  blood-degradation,  there  is,  of 
course,  impaired  nutrition  to  accelerate  the  sinking  from 
exhaustion.  ■ 

Some  women  die  of  actual  starvation.  Thus  I  have  known 
cases  of  uterine  cancer  in  which  the  haemorrhage  had  ceased, 
and  in  which,  from  inability  to  bear  any  food,  gradual  exhaus- 
tion carried  off  the  patients. 

Combined  with  these  causes  of  exhaustion  and  blood-poison- 
ing, there  is  not  infrequently  such  a  retrograde  impairment  of 
the  urinary  apparatus  that  the  function  of  the  kidney  is 
obstructed,  and  urinaemia  also  occurs.  The  obstruction  begin- 
ning in  the  bladder,  leads  successively  to  dilatation  of  the 
uterus,  of  the  pelvis,  of  the  kidney  and  to  atrophy  of  its  secret- 
ing structure  ;  that  is,  to  hydronephrosis. 

The  circulation  is  yet  exposed  to  another  invasion.  The 
vessels  which  supply  the  uterus  run  through  the  broad  liga- 
ments into  the  neck  of  the  uterus  on  either  side,  just  at  the 
very  seat  of  election  of  cancer.  When  the  disease  has  extended 
into  the  connective  tissue  around  these  vessels,  they  undergo 
mechanical  compression  ;  they  become  embedded  in  a  dense 
mass  which  quite  destroys  that  freedom  of  motion  and  elasticity 
which  characterize  the  healthy  vessels  ;  they  are  converted  into 
rigid  tubes,,  and  these  tubes  are  often  contorted,  and  encroached 
upon  by  projections  which  destroy  the  evenness  of  their  bores. 
The  veins  especially  suffer  from  these  changes.  The  blood 
moving  with   difficulty,  subject  to   frequent    delays,  easily 
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coagulates.  Hence  venous  thrombosis,  which  is  probably 
often  promoted  by  the  entrance  into  the  blood  of  irritating 
matter  which  has  the  property  of  causing  coagulation.  This 
obstruction  to  the  local  circulation  is  probably  a  main  agent  in 
producing  those  profuse  haemorrhages  from  the  free  surface  of 
the  disease  which  are  so  characteristic  of  cancer.  But  it  entails 
other  consequences.  The  first  is  progressive  thrombosis  in  the 
veins  extending  to  the  internal  iliacs,  then  to  the  common 
iliacs,  even  to  the  vena  cava.  The  obstruction  of  the  common 
iliac  vein  of  course  leads  to  obstruction  of  the  external  iliac, 
and  the  effect  of  this,  concurrently  with  the  necessary  clogging 
of  the  lymphatics,  is  seen  in  phlegmasia  dolens  of  the  leg.  And 
no  doubt  the  lymphatics  are  affected  like  the  veins.  When  it 
conies  to  this  the  end  is  not  far  off.  As  far  as  I  know  phleg- 
masia dolens  from  cancer  of  the  uterus  is  incurable.  The  suf- 
ferer lingers  for  a  few  weeks,  perhaps,  until  life  is  extinguished 
by  advancing  exhaustion,  unless  another  event,  embolism, 
occur  to  precipitate  the  fatal  issue.  In  some  cases  I  have  seen 
the  iliac  veins  and  some  inches  of  the  vena  cava  filled  with  a 
dirty,  soft,  pulpy  clot,  resembling  unhealthy  pus.  It  cannot 
be  a  subject  of  surprise  if  matter  so  degraded  easily  gives 
rise  to  detached  fragments,  which  are  carried  into  'the  heart 
and  thence  into  the  pulmonary  arteries.  I  have  lately  seen  a 
lady  die  of  phlegmasia  dolens  consecutive  on  cancer  of  the 
uterus,  and  embolism  of  the  brain  inducing  hemiplegia. 

I  have  seen  several  sudden  deaths  in  women  suffering  from 
cancer  of  the  uterus.  They  have  occurred  under  circumstances 
which  involved  an  unusual  physical  exertion  or  emotion.  In 
one  such  case,  that  of  a  woman  recently  admitted  into  St. 
Thomas's  Hospital,  I  found  conditions  which,  to  my  mind, 
explained  the  catastrophe.  The  pelvic  organs  were  matted 
together  by  the  cancerous  disease,  the  lumbar  glands  were 
infiltrated  and  enlarged,  and  these,  with  similar  infiltration  of 
the  connective  tissue,  surrounded  and  fixed  the  aorta  and  vena 
cava  nearly  as  high  as  the  diaphragm.  The  elasticity  of  these 
vessels  was  thus  quite  destroyed.  The  aorta  was  virtually  a 
rigid  tube  ;  and  the  vein  was  bulged  in  in  many  places  by  the 
projecting  masses  outside.  In  the  left  heart  were  large 
decolorized  fibrin-clots.  Under  such,  conditions,  the  circulation 
cannot  go  on  well.  Under  the  slightest  increase  of  impulse  of 
the  heart,  a  difficulty  would  arise  in  the  transmission  of  the 
volume  of  the  blood  projected  by  it  into  the  narrowed  rigid 
aorta ;  this  would  react  upon  the  feeble  heart,  cause  a  struggle 
and  asphyxia.  In  this  particular  case  there  were  no  emboli  or 
thrombi  found  in  the  pulmonary  arteries. 

In  many  cases,  concurrently  or  not  with  the  consolidation  of 
the  broad  ligaments,  peritonitis  supervenes,  either  being  the 
immediate  cause  of  death,  or  leading  to  ulterior  trouble  by 
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matting  together  the  adjoining  organs,  and  thns  impeding 
them  in  the  execution  of  their  functions. 

Death,  more  or  less  sudden,  may  be  caused  by  the  shock 
attending  perforation  into  the  peritoneal  cavity.  Dr.  Priestley 
showed  to  the  Obstetrical  Society  (1870)  a  specimen  of  car- 
cinoma of  the  body  of  the  uterus.  The  prominent  symptoms 
had  been  profuse  and  irregular  haemorrhages,  alternating  with 
abundant  discharges  intensely  fetid.  Death  took  place  with 
symptoms  of  collapse.  It  was  found  that  perforation  had  taken 
place  through  the  anterior  wall  of  the  uterus. 

Peritonitis  may  be  excited  without  perforation  of  the  peri- 
toneum. In  this  case  it  is  probably  caused  by  the  irritation  of 
the  cancer  growth  in  the  structures  immediately  invested  by 
the  peritoneum.  The  peritonitis  in  these  cases  is  of  a  chronic 
kind,  and  conduces  to  a  fatal  issue  in  a  remote  or  secondary 
manner,  as  by  causing  obstruction  to  the  action  of  the  intes- 
tines. But  sometimes  the  ulcerative  process  eats  through  the 
peritoneum,  and  thus  sets  up  inflammation  in  this  membrane, 
which  may  be  the  immediate  cause  of  death. 

It  may  also  be  excited  by  a  process  of  local  septicaemia  and 
thrombosis,  extending  along  the  veins  and  lymphatics,  coming 
from  the  morbid  mass  towards  the  peritoneal  surface  of  the 
uterus,  or  in  the  broad  ligaments. 

Secondary  tumours  may  arise  in  various  parts  and  interfere  . 
with  the  functions  of  important  organs ;  for  example,  such  a 
tumour  may  obstruct  the  hepatic  duct,  and  induce  jaundice, 
disorganization  of  the  liver,  and  thus  death ;  or  cancerous 
deposits,  embolic  or  developed  in  some  other  way,  may  form 
in  the  brain  or  lungs,  and  so  harass  these  organs  as  to  bring 
life  to  a  stand. 

The  Diagnosis. — The  distinctive  indications  are  different  in 
the  cases  where  cancer  attacks  the  cervix,  and  in  those  where  it 
attacks  the  body  of  the  uterus. 

The  diagnosis  of  cancer  of  the  uterus  in  the  early  stages  is 
beset  with  difficulties.  The  opportunities  of  studying  the 
disease  at  this  stage  are  so  rare,  that,  even  when  seen,  for  want 
of  knowledge  of  its  characteristics,  it  may  escape  recognition. 
Thirty  years  ago  there  can  be  no  doubt  that  cases  of  simple 
hypertrophy  or  inflammatory  engorgement  were  not  infre- 
quently assumed  to  be  cancer ;  and  credit  was  asked  for  having 
cured  them.  Duparcque,  Lisfranc,  Ashwell,  and  Montgomery 
certainly  fell  into  this  error.  And,  notwithstanding  the  more 
accurate  knowledge  since  extended,  mainly  through  the 
researches  of  Teallier  and  Henry  Bennet,  of  the  consequences 
of  inflammation  of  the  cervix  uteri,  enabling  us  in  most  cases  to 
eliminate  these  conditions,  the  clinical  observer  is  still  liable  to 
mistakes. 

The  characters  assumed  by  the  os  and  cervix  uteri  during  the 
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earlier  stages  of  medullary  cancer  are  less  familiar  and  therefore 
less  clearly  defined  than  those  which  mark  the  later  stages.  At 
first,  whilst  strictly  localized  in  the  cervix,  the  cervix  is  larger 
than  natural,  and  one  or  more  bumps  of  the  size  of  half  a  nut, 
hard,  resisting  the  finger,  quite  insensible,  may  be  found  on  the 
lips  of  the  os  uteri.  There  is  often,  also,  some  puckering  of  the 
os.  At  this  stage  the  mobility  of  the  uterus  is  not  impaired. 
Through  the  speculum  these  bumps  show  a  violet-red  tint,  quite 
distinct  from  the  rosy  tint  of  the  rest  of  the  cervix.  Up  to  this 
time,  and  indeed  long  after,  the  patient  may  still  exhibit  the 
outward  signs  of  florid  health. 

A  characteristic  form  of  malignant  disease  of  the  os  uteri  in 
the  earliest  stage  is  due  to  the  extension  or  spreading  of  the 
superficies  of  the  os,  whilst  the  cervix  above  remains  the  same. 
This  gives  the  figure  of  a  mushroom  to  the  part.  It  is  true 
that  ordinary  hypertrophic  elongation  of  the  cervix  begins 
somewhat  in  a  similar  way  ;  but  the  u  cancer-mushroom "  is 
distinguished  by  its  more  complete  resemblance  to  the  mush- 
room shape,  the  spreading  proceeding  all  round  the  os  ;  and  by 
the  everted  os  of  hypertrophy  presenting  a  smoother  surface. 
Malgaigne  describes  the  "  Champignons  cancereux." 

In  forming  the  diagnosis  of  cancer,  the  speculum  and  sound 
are  commonly  useless — except  in  the  very  earliest  stage — and 
may  be  injurious.  The  tissues  seem  brittle  ;  they  break  under 
the  distention  caused  by  the  speculum ;  they  often  bleed  freely 
even  on  the  slightest  touch  of  the  finger ;  and  if  the  speculum 
is  introduced  greater  injury  is  caused,  and  the  effused  blood 
obscures  what  might  otherwise  be  seen.  The  finger  by  the 
vagina  and  rectum  tells  all  that  is  necessary  to  establish  the 
melancholy  diagnosis. 

I  believe  the  sign  that  most  frequently  arrests  attention  in 
the  first  place  is  haemorrhage ;  and  then,  when  we  examine,  we 
find  the  disease  far  advanced.  In  several  cases  the  first  thing 
to  suggest  the  presence  of  disease  has  been  hsemorrhage  on 
sexual  intercourse.  Pain  of  a  marked  character,  even  the 
stabbing,  lancinating  pain  described  as  almost  pathognomonic 
of  cancer,  is  often  absent  for  a  long  time.  So  long  as  the  disease 
is  limited  to  the  cervix  uteri  there  is  commonly  little  pain. 
But  when  it  has  extended  beyond,  and  especially  in  the  last 
stages,  pain  is  often  constant  and  agonizing,  destroying  rest. 
Pain  and  swelling  above  the  groin  in  the  iliac  region  show 
extension  of  the  disease  to  the  lymphatic  glands  and  peritonitis. 
Broca  and  Cornil  have  shown  that  where  women  have  long 
suffered  extreme  pain  in  the  thighs,  legs,  and  nates,  there  has 
been  either  an  epithelial  neoplasm  or  hypertrophy  of  the 
cellular  tissue  of  the  neurilemma  of  the  sciatic  or  crural  nerves, 
and  that  some  nerve-tubules  are  partially  affected,  the  medul- 
lary substance  being  transformed  into  granular  fat-molecules, 
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The  pains  have  a  radiating  character,  starting  as  it  were  from 
the  centre  of  the  disease,  and  shooting  to  the  sacrum,  vertebral 
column,  loins,  groins,  and  thighs. 

In  the  earlier  stages,  no  particular  odour  is  perceived,  but 
when  ulceration  has  begun,  an  odour,  penetrating  and  offensive, 
is  almost  certain  to  be  emitted.  It  is  so  peculiar  that  frequently 
by  it  the  presence  of  a  cancerous  patient  is  made  known.  It 
clings  tenaciously  to  the  linen  and  to  the  examining  finger. 

In  advanced  cancer  the  aspect  of  the  patient  is  often  enough 
to  excite  a  strong  suspicion  of  the  nature  of  the  disease. 
Emaciation  is  general,  but  not  constant.  The  skin  acquires  a 
dirty  straw  tint,  indicative  of  a  profound  alteration  in  the  pro- 
perties of  the  blood,  and  of  impaired  nutrition.  It  is  true 
that  a  very  similar  tint  is  often  seen  in  women  who  have  long 
been  draining  from  polypus  or  inversion  of  the  uterus.  But 
internal  examination  at  once  clears  up  the  diagnosis.  The 
alteration  referred  to  is  due  to  three  causes :  the  influence  of  the 
cancerous  cachexia,  which,  as  Becquerel  has  shown,  first  destroys 
the  globules,  and  afterwards  diminishes  the  quantity  of  albumen  ; 
to  the  haemorrhages,  which  very  quickly  diminish  the  globules ; 
and  to  the  serous  discharges.  Thus  the  water  of  the  blood  in- 
creases ;  the  globules  and  the  albumen  diminish.  The  cancerous 
cachexia  is  sooner  or  later  followed  by  hectic  or  irritative  fever. 

Sooner  or  later  bladder-distress  almost  always  comes.  The 
first  symptom  to  arrest  attention  is  often  dysuria  or  partial 
incontinence  of  urine,  so  that  examining  the  bladder  we  find  to 
our  surprise,  cancer  of  the  uterus.  At  a  later  stage  the  urine 
may  all  escape  by  a  fistulous  opening  into  the  bladder  near  the 
cervix  uteri.  I  have  lately  had  a  case  in  St.  Thomas's  Hospital 
where  a  valvular  cicatrized  opening  into  the  bladder  near  the 
os  uteri  was  the  only  opening  found,  the  ordinary  meatus 
urinarius  being  undiscoverable. 

Cancer,  when  limited  to  the  vaginal-portion,  that  is,  whilst 
the  uterus  still  retains  its  mobility,  has  to  be  distinguished  from 
the  various  conditions  of  inflammation,  hypertrophy,  and  non- 
malignant  tumours  of  this  part,  The  condition  most  likely  to 
give  rise  to  error  is  hypertrophy  of  the  follicles  of  the  os  uteri 
from  occlusion.  This  condition  produces  small  nodular  projec- 
tions, the  centres  of  angrjr,  vivid  congestion.  They  differ  from 
commencing  cancer,  in  showing  a  whitish  translucent  centre, 
due  to  the  retained  mucous  secretion ;  and  in  being  curable  by 
puncture.  But  it  sometimes  takes  time  for  observation  before 
a  sure  diagnosis  can  be  formed.  Perhaps  the  best  training  for 
the  eye  to  the  recognition  of  early  cancer  of  the  os  uteri  is 
obtained  by  the  observation  of  the  appearance  of  commencing 
cancer  at  the  mucous  outlets  of  the  body,  for  example  at  the 
vulva,  anus,  mouth,  nose,  and  eyes. 

When  cancer  has  spread  from  the  vaginal-portion  to  the  roof 
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of  the  vagina,  the  cellular  tissue  between  the  cervix  and 
bladder  to  the  broad  ligaments,  the  uterus  will  almost  neces- 
sarily be  set  fast.  The  primary  disease  of  the  cervix  will  be 
partly  obscured  by  the  secondary  surrounding  disease.  It  is 
in  this  condition  chiefly  liable  to  be  mistaken  for  perimetric 
inflammation  and  inflammatory  deposits.  An  important  dis- 
tinction, often  available,  lies  in  this  :  in  cancer  the  disease  is  in 
the  cervix  itself ;  in  perimetritis  it  is  around  the  cervix.  Some 
cases  of  fibroid  tumours  distorting  the  cervix,  and  fixing  the 
uterus  in  the  pelvis,  may  give  rise  to  error. 

In  both  cases  the  vaginal-portion  is  commonly  brought  down 
into  a  lower  .plane  ;  it  is  more  easily  reached.  But  it  is  espe- 
cially in  advanced  cancer  that  the  diseased  mass  is  often  carried 
so  low  down  that  the  finger  scarcely  penetrating  the  vulva 
strikes  at  once  upon  it.  And  there  are  other  points  of  distinc- 
tion. By  the  time  that  the  uterus  is  set  fast  by  cancer, 
other  characteristics  are  usually  pronounced,  as  hemorrhage, 
foul  discharges,  pain.  Perimetric  inflammation,  too,  has  a 
different  history  ;  it  dates  from  an  epoch  pretty  clearly  defined, 
beginning  with  labour,  abortion,  or  menstruation. 

Foul-smelling,  irritating  discharge  occasions  great  anxiety, 
because  it  is  a  popular  belief  that  these  characters  are  peculiar 
to  malignant  disease.  But  they  are,  in  truth,  acquired  by 
the  retention  of  the  discharge  in  the  vagina. 

When  cancer  begins  in  the  body  of  the  uterus,  the  mobility 
of  the  organ  may  not  be  interfered  with  until  very  late  in  the 
course  of  the  disease.  It  may  be  mistaken  for  endometritis, 
with  or  without  sub-involution  ;  for  hypertrophy  with  engorge- 
ment; for  fibroid  or  other  non-malignant  tumours,  especially 
those  of  the  sub-mucous  or  polypoid  kind.  One  point  of  dis- 
tinction, sometimes  available,  consists  in  the  origin  of  the 
disease.  Fibroid  tumours  begin  in  the  muscular  wall  of  the 
uterus,  cancer  more  often  on  the  mucous  surface. 

A  feature  valuable  in  the  diagnosis  of  intra-uterine  cancer  is 
the  following : — The  morbid  tissue  projecting  into  the  cavity 
shortens  it,  so  that  the  sound  may  penetrate  two  inches  only,  or 
less ;  at  the  same  time  the  walls  become  incapable  of  collapse, 
they  remain  rigid,  are  kept  apart,  forming  a  spherical  hollow, 
rough  inside.  When'  we  get  this  condition,  we  may  conclude 
that  the  disease  has  laid  hold  of  the  walls  of  the  uterus,  altering 
their  physical  property,  destroying  contractility.  -This  is  one 
cause  of  congestion  and  bleeding.  If  the  uterine  walls  are  felt 
yielding,  if  the  anterior  wall  can  be  flattened  upon  the  posterior, 
there  is  rarely  cancer  of  the  body  of  the  uterus.  Chronic 
metritis  may  induce  a  somewhat  similar  condition,  but  it  will 
be  less  marked  than  that  produced  by  cancer. 

Pain  is  usually  more  intense,  and  comes  on  earlier  in  the 
cases  where  cancer  invades  the  body  of  the  uterus.    This  pain 
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is,  to  a  certain  extent,  diagnostic.  Metritis  and  non-malignant 
tumours  are  not  usually  attended  by  pain  so  agonizing  or  so  un- 
remitting. But  still  even  this  symptom  is  not  constant.  For 
example,  I  saw  in  consultation  with  Dr.  Byass  and  Dr.  Saunders 
a  lady,  aged  about  fifty,  a  pluripara,  who  had  ceased  men- 
struating for  two  years.  For  three  years  she  had  been  subject 
to  constant  sero-sanguineous  discharge,  and  her  health  had 
become  impaired.  I  found  the  vaginal-portion  of  normal  size,  os 
closed ;  the  uterus  was  moveable,  and  its  body  was  enlarged, 
firm,  regular  in  form.  The  diagnosis  was  entered  interrogatively 
as  intra-uterine  polypus,  fibroid  or  malignant  disease  of  the 
body  of  the  uterus.  I  recommended  dilatation  .  by  tents  to 
explore  the  interior.  Four  months  after  this  she  died,  and  Dr. 
Saunders  sent  me  the  following  account :  "It  turned  out  to  be 
encephaloid  cancer  of  the  body  of  the  womb.  The  following  cir- 
cumstances are  remarkable  :  its  duration  of  nearly  four  years  ; 
the  absence  of  any  intense  pain ;  the  absence  of  haemorrhage, 
the  only  discharge  being  considerable  quantities  of  blood- 
stained serum  of  offensive  odour,  and  this  suddenly  stopped 
about  a  month  before  death  ;  the  perfect  integrity  of  the  os  up  to 
the  very  last,  there  being  slight  thickening,  and  its  contractile 
power  retained.  At  the  post-mortem  the  whole  of  the  fundus 
uteri  was  in  a  broken-down  condition,  exhibiting  the  signs  of 
encephaloid,  the  microscope  subsequently  verifying  them.  The 
patient  died  from  asthma,  there  being  hardly  any  prominent 
signs  of  the  disease  up  to  the  last.  I  diagnosed,  however,  from 
the  general  cachexia  and  increasing  weakness  without  an  ex- 
plainable cause.  There  were  no  secondary  deposits  in  other 
organs ;  the  liver  was,  however,  in  a  state  of  amyloid  degenera- 
tion." Pain  is  due  partly  to  the  stretching  of  the  muscular 
fibre,  partly  to  the  contractile  efforts  aroused  by  the  parasitic 
growth,  partly  by  the  pressure  of  the  enlarged  uterus  upon 
surrounding  structures,  partly  to  the  invasion  of  surrounding- 
structures  by  the  disease,  and  partly  by  the  nerves  themselves 
being  affected  by  it.  In  some  cases  reflex  irritation  produces 
pain  in  distant  parts,  and  vomiting  is  not  infrequent,  especially 
in  the  advanced  stages. 

After  lasting  some  time,  the  cervical  canal  will  commonly 
undergo  some  dilatation. 

But  the  surest  test  of  intra-uterine  cancer  is  to  bring  away 
small  fragments  of  the  superficial  projections  from  the  cavity, 
and  subject  them  to  microscopical  examination.  In  describing 
endometritis,  we  have  seen  that  there  are  cases  in  which  small 
pisiform  excrescences  exist,  whose  nature,  or  rather  whose 
history,  is  for  a  time  a  source  of  doubt.  In  endometritis  or 
metritis  not  complicated  with  cancer,  the  walls  of  the  uterus  ure 
less  rigid. 

To  facilitate  this  preliminary  dilatation  of  the  cervix,  it  may 
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be  effected  by  tents.  Then  Sims'  curette  (see  Fig.  97,  p.  547,) 
may  be  introduced  and  a  shred  easily  scraped  off.  This  dilata- 
tion will  also  permit  of  digital  exploration.  The  patient  under 
chloroform,  the  hand  may,  if  necessary,  be  passed  into  the 
vagina,  the  finger  will  then  easily  survey  the  interior  of  the 
uterus,  and  recognise  the  pulpy  projections  of  malignant  disease. 
There  is  the  less  objection  to  this  proceeding,  because  dilatation 
effected  for  diagnosis  is  useful  for  treatment. 

As  a  guide  to  treatment,  as  well  as  to  prognosis,  it  is  import- 
ant to  distinguish  the  kind  of  malignant  disease.  Thus  out- 
breaks of  cancerous  disease  are  comparatively  frequently  met 
with  in  neighbouring  glands,  or  in  remote  viscera.  This  fur- 
nishes a  strong  argument  against  hasty  operative  interference 
with  a  view  to  extirpating  the  disease.  These  secondary  foci 
being  greatly  more  common  with  true  cancer  and  sarcoma  than 
with  epithelioma,  the  microscopic  examination  of  the  morbid 
structure  becomes  of  great  importance  in  determining  on  a  line 
of  treatment. 

"  The  scrofulous  ulcerations  are  almost  always  accompanied 
by  considerable  engorgement  of  the  cervix  uteri."  On  the  other 
hand,  under  the  microscope,  the  softened  matter  is  found  not  to 
consist  of  the  elements  of  tubercle,  but  of  epithelial  cells  similar 
to  those  of  the  uterine  mucous  membrane,  while  the  indurated 
callous  structure  which  forms  the  base  of  the  ulcer  is  formed  of 
a  mixture  of  fibro-plastic  and  epidermoid  materials.  Robin  says 
this  kind  of  ulcer  is  to  the  uterus  what  lupus  or  cancroid  ulcers 
are  to  the  face.  Lebert,  Hannover,  and  Dr.  Charles  West 
support  the  testimony  of  Eobin. 

The  prognosis  may  in  general  terms  be  said  to  be  settled 
when  the  diagnosis  is  determined.  It  is  henceforth  limited 
to  the  questions,  How  long  will  the  patient  survive?  In 
what  manner  and  to  what  degree  will  she  suffer  ?  Of  course, 
if  we  adopt  the  more  hopeful  doctrine  that  at  the  initial 
stages  the  disease  is  a  local  one,  the  prognosis  will  be  favour- 
able in  cases  where  the  diagnosis  is  formed  whilst  the 
disease  appears  to  be  isolated  in  the  vaginal-portion  in  such  a 
manner  as  to  admit  of  complete  amputation  or  destruction. 
But  it  is  precisely  in  these  cases  that  diagnosis  is  liable  to  be 
fallacious ;  and  erroneous  diagnosis  will  vitiate  the  prognosis. 

What  is  the  duration  of  cancer  of  the  uterus  ?  As  the  early 
stages  so  often  escape  detection,  it  is  not  easy  to  determine  the 
total  duration.  It  is  probable  that  the  stage  before  ulceration, 
of  limitation  to  the  cervix,  may  last  for  some  months,  even  two 
or  three  years.  When  ulceration  has  begun,  the  downhill 
course  is  often  rapid. 

Prognosis  will  be  affected  by  treatment.  For  example,  if  the 
disease  be  allowed  to  run  its  course  uninterrupted,  the  fatal 
termination  will  in  many  cases  come  at  an  earlier  date  than  in 
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those  cases  where  judicious  surgical  treatment  has  been  adopted. 
It  is  very  difficult  to  set  out  this  comparative  statement  in 
figures.  But  a  comparison  of  cases  seems  to  justify  certain 
deductions.  Thus  we  take  two  cases  of  cauliflower  excrescences, 
apparently  chiefly  limited  to  the  vaginal-portion,  and  amputate 
as  far  as  we  can  the  diseased  mass  in  the  one  case,  and  avoid 
surgical  treatment  in  the  other.  "We  may  pretty  confidently 
predict  that  in  the  second  case  hemorrhage,  watery  discharges, 
and  general  infection  will  destroy  the  patient  in  a  few  months. 
We  may  with  equal  confidence  predict  that,  if  the  diseased  mass 
be  fairly  removed,  the  destructive  processes  will  be  arrested  for  a 
time,  and  that  the  patient's  life  will  be  prolonged.  I  have 
known  a  patient  recover  so  far  that  she  and  her  friends  believed 
recovery  to  be  complete  ;  she  became  pregnant  three  months 
after  operation,  and  was  delivered  by  artificial  induction  of 
labour  at  the  end  of  eight  months'  gestation.  At  this  time  there 
was  return  of  the  disease,  but  her  general  health  was  good. 
At  the  time  of  the  operation  she  was  so  reduced  by  hsemor- 
rhages,  and  the  disease  was  so  progressive,  that  it  seemed 
highly  probable  that  she  would  sink  within  three  months. 

So  in  some  cases  of  superficial  malignant  disease,  whether  of 
the  cervix  uteri  or  of  the  interior  of  the  body  of  the  uterus,  the 
removal  or  alteration  of  the  diseased  surface  by  actual  cautery, 
by  nitric,  chromic  or  acetic  acid,  or  by  scraping,  has  stopped 
bleeding  and  decomposition,  and  thus  cut  off  a  source  of  blood- 
infection.  Patients  so  treated  have  improved  considerably, 
and  it  cannot  be  doubted  have  had  their  lives  prolonged,  and 
made  for  a  time  more  endurable. 

In  not  a  few  oases  of  epithelioma  in  which  no  decided  local 
treatment  has  been  employed,  life  has  been  prolonged  several 
years  after  the  disease  has  been  recognised ;  and  we  have  no 
means  of  estimating  how  long  it  had  existed  before  recognition. 
In  cases  of  this  kind  the  disease  is  not  uniformily  progressive. 
It  seems  to  proceed  by  stages  with  intervals  of  halt.  For  a 
time,  seldom  indeed  very  protracted,  the  disease  may  even 
appear  to  be  so  completely  arrested  that  the  patient  is  tempted 
to  accept  the  reprieve  as  a  promise  of  cure.  If  one  of  these 
delusive  halts  coincide  with  a  new  treatment,  especially  if 
backed  up  by  the  bold  assurances  of  a  "  cancer-curer,"  she 
eagerly  interprets  all  things  according  to  her  wishes,  and 
builds  up  upon  this  transitory  foundation  the  most  confident 
hope  of  recovery. 

These  alternations  of  progress  and  arrest  suggest  another 
reflection  which  it  is  very  important  to  bear  in  mind  when 
we  are  called  upon  to  pronounce  a  prognosis.  If  we  express 
an  adverse  opinion  without  such  qualification  as  the  uncertain 
march  of  the  disease  demands,  if,  straightway  on  forming  a 
diagnosis  of  cancer,  we  declare  the  nature  of  the  disease  and 
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venture  to  foretell  a  brief  duration  of  life,  especially  if  we 
assign  a  specified  limit,  we  commit  a  twofold  error.  One  error 
inflicts  needless  misery  on  the  patient,  the  other  falls  back  with 
not  undeserved  retaliation  upon  ourselves.  To  utter  the  word 
"cancer,"  and  to  say  the  sufferer  has  only  a  short  time  to  live 
is  literally  to  pronounce  sentence  of  death  unmitigated  by  the 
hope  of  reprieve.  Such  a  sentence,  whenever  it  comes,  even 
alter  long  and  advancing  disease,  even  after  sufferings  to  escape 
from  which  death  may  have  been  often  silently  invoked,  falls 
like  a  crushing  blow,  adding  to  physical  torture  the  agony  of 
despair. 

Cancer  differs  in  this  respect  from  phthisis  in  its  effect  upon 
the  mind.  The  buoyant  hope  that  to  the  last  so  often  sustains 
the  subject  of  phthisis,  that  flatters  him  with  the  belief  that 
the  doctors  are  mistaken  in  his  case,  that  there  is  nothing 
serious  in  it,  has  little  or  no  place  in  cancer.  It  may  be  con- 
fidently said  that,  whereas  many  persons  struck  with  incurable 
phthisis,  refuse  to  believe  in  this  reality,  few  or  no  persons 
struck  with  cancer  long  indulge  in  such  a  dream.  Many  who 
have  no  sign  of  cancer  are  ready  to  believe  that  they  are  suffer- 
ing from  the  disease  ;  few  or  none  who  are  really  suffering  from 
it  fail  to  recognise  their  condition.  And  this  they  will  do, 
although  the  physician  may  never  have  uttered  the  word. 

The  error  that  rebounds  upon  the  physician  who  is  too  hasty 
to  condemn  is  this  : — Not  long  after  he  has  passed  sentence  the 
patient  unexpectedly  improves,  or  thinks  she  does ;  one  of  those 
delusive  halts  is  reached,  and  "  another  opinion,"  possibly  less 
skilled  and  less  honest  than  his  own,  encourages  the  welcome 
belief.  For  the  time  he  is  discredited;  to  the  patient's  own 
injury  probably  he  is  discarded.  And  when  at  length  the 
inexorable  disease  resumes  its  fatal  course,  he  will  hardly  be 
forgiven.  And  as  an  additional  caution  against  an  absolute 
and  uncompromising  condemnation,  humility  should  dictate 
the  possibility  of  error  in  diagnosis. 

The  proper  course  in  framing  an  opinion,  one  dictated  by 
truthfulness,  the  first  law,  by  the  modesty  which  is  conscious  of 
fallibility,  and  tempered  by  mercy,  is  to  explain  that  the  case 
is  only  to  a  certain  extent  amenable  to  treatment,  that,  whilst 
some  improvement  may  be  expected,  it  is  likely  to  be  temporary 
only,  and  that  the  usual  course  of  the  disease  when  once  esta- 
blished is  to  shorten  life.  The  patient  will  almost  invariably 
draw  the  true  significance  from  such  expressions.  She  will 
believe  that  she  has  cancer.  But  she  will  be  grateful  for  having 
been  spared  the  cruel  word.  . 

The  treatment  may  most  conveniently  be  discussed  under  the 
leading  heads  of  curative  and  palliative.  The  first  question 
which  always  challenges  attention  is  that  of  curability.  In  the 
great  majority  of  cases  when  first  seen,  unhappily,  this  is 
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quickly  answered  in  the  negative.  The  disease  has  gone  too 
far,  or  it  has  assumed  a  form  which  precludes  the  idea  of 
removing  it.  But  in  a  certain  number  of  cases,  the  disease  is 
sufficiently  isolated  in  the  vaginal-portion  to  justify  the 
attempt ;  and  in  some  cases  of  epithelioma  of  the  cavity  of  the 
uterus,  where  the  disease  is  ascertained  to  be  superficial,  an 
attempt  to  remove  or  destroy  the  diseased  surface  may  also  be 
made.  The  epithelioma  or  cauliflower  excrescence  of  the 
vaginal-portion  offers  the  best  prospect  of  cure  by  amputation. 
The  best  test  of  the  fitness  for  amputation,  I  think,  is  the  free- 
dom in  mobility  of  the  uterus.  Amputation  was  at  one  time  a 
mode  of  dealing  with  cancer  of  the  uterus  much  in  vogue.  But 
it  would  be  useless  to  invoke  the  experiences  of  the  past  gene- 
ration of  surgeons  as  to  the  efficacy  of  their  practice,  because 
error  of  diagnosis  vitiates  it  to  an  unknown  extent.  It  is, 
hov/ever,  well  to  cite  the  excellent  summary  Samuel  Cooper 
gives  of  this  subject  down  to  his  time. 

"  Modern  experience  proves,"  he  says,  "  that  when  cancer,  or 
rather  scirrhus,  is  confined  to  the  neck  of  the  uterus,  it  will 
sometimes  admit  of  being  successfully  removed  by  excision. 
The  cervix  uteri,  in  the  healthy  state,  projects  from  three  to  six 
lines  into  the  vagina  ;  but  M.  Lisfranc  has  known  it  make  no 
projection  at  all.  The  vagina  around  it  is  thin,  and  in  contact, 
on  one  side,  with  the  bladder,  and,  on  the  other,  with  the 
rectum ;  while  upwards  it  is  continuous  with  the  proper  sub- 
stance of  the  uterus.  The  vagina  may  be  detached  from  the 
cervix  uteri  to  the  extent  of  more  than  half  an  inch,  without 
any  risk  of  opening  the  cul-de-sac  of  the  peritoneum,  which 
separates  it  from  the  bladder ;  but  since  the  latter  viscus  adheres 
very  intimately  to  its  anterior  surface,  it  might  then  be  reached 
by  the  instrument.  Behind,  the  peritoneum  not  only  covers 
the  corresponding  surface  of  the  uterus,  but  also  descends  over 
the  vagina,  to  form  what  M.  Velpeau  terms  the  rectogenital 
excavation ;  so  that,  on  this  side,  the  knife,  if  carried  only  a  few 
lines  would  open  the  peritoneum.  M.  Yelpeau  considers  it 
erroneous  then  to  say  that  there  is  a  space  of  eight  lines  in 
front,  and  ten  behind,  between  the  upper  edge  of  the  cervix 
uteri  and  the  serous  membrane  of  the  abdomen.  The  distance 
is  stated  by  M.  Malgaigne  to  vary,  according  to  the  greater  or 
lesser  projection  of  the  cervix.  M.  Malgaigne  also  states,  that 
the  vagina  may  always  be  detached  from  the  cervix  to  the 
extent  of  more  than  half  an  inch  in  front,  without  hazard  of 
wounding  the  peritoneum ;  but,  behind,  the  vagina  ascends 
further,  and  there  is  less  space  between  it  and  the  peritoneum. 
It  may  be  added,  that  no  very  large  arteries,  or  veins,  are  dis- 
tributed to  the  neck  of  the  womb.  (See  Yelpeau,  '  Nouv. 
Elem.  de  Med.  Oper.'  t.  Hi.,  p.  620 ;  Malgaigne,  '  Man.  de 
Med.  Oper.'  p.  747.  ed.  2.) 
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"  According  to  Baudelocque,  the  excision  of  the  cervix  uteri 
was  first  suggested  in  1780,  by  Lauvariot.    M.  Tarral  even 
ascribes  it  to  Tulpius ;  but  the  tumours  which  the  latter  took 
away  were,  according  to  M.  Yelpeau,  evidently  polypi.  Lazzari. 
who  puts  in  a  claim  for  Monteggia,  is  also  believed  to  have 
made  a  similar  mistake  ;  nor  has  M.  Yelpeau  been  able  to 
satisfy  himself  that  the  operation  was  ever  performed  by  Andre- 
de-la-Croix  and  Lapeyronie,  as  M.  Tarral  represents.  Trois- 
berg  recommended  it,  however,  in  1787  ;  and,  as  a  critical 
writer  observes,  sometimes  the  cervix  uteri  was  removed  acci- 
dentally with  the  knife  by  ignorant  persons,  who  mistook  it 
for  a  polypus.  (See  Edin.  Med.  and  Surg.  Journ.  No.  103, 
p.  377.)    Professor  Osiander,  of  Grottingen,  first  executed  the 
operation  in  1801,  on  a  widow,  whose  vagina  was  filled  by  a 
very  vascular  fetid  fungus,  as  large  as  a  child's  head,  growing 
from  the  orifice  of  the  womb.    By  means  of  Smellie's  forceps, 
the  fungus  was  drawn  down  ;  but  it  broke  off,  and  a  tremendous 
hemorrhage  ensued.    The  operator,  without  loss  of  time,  intro- 
duced several  crooked  needles,  armed  with  strong  ligatures, 
through  the  bottom  of  the  vagina,  and  body  of  the  uterus, 
until  they  emerged  at  the  os  tincse.    These  ligatures  served  to 
draw  down  the  uterus,  and  retain  it  near  the  mouth  of  the 
vagina.     Osiander  then  introduced    a   bistoury  above  the 
scirrhous  portion,  and  divided  the  uterus  exactly  in  the  hori- 
zontal direction  :  for  an  instant  the  bleeding  was  profuse,  but  it 
was  quickly  stopped  by  means  of  a  sponge,  saturated  with 
styptics.    In  about  a  month  the  woman  recovered.  Osiander 
afterwards  performed  eight  similar  operations  upon  different 
patients,  all  of  whom  are  reported  to  have  experienced  a  cure. 
The  observations  of  Osiander  were  no  sooner  promulgated  in 
France,  than  M.  Dupuytren  adopted  the  new  operation,  and 
made  numerous  trials  of  it.    M.  Recamier  followed  Dupuytren ; 
so  that,  by  1815,  the  excision  of  the  cervix  uteri  had  become 
in  France  a  common  operation.     However,  it  remained  for 
M.  Lisfranc  to  extend  the  practice,  and  to  convince  the  most 
incredulous  of  the  little  danger  resulting  from  it.  (M.  Yelpeau, 
1  Nouv.  Elem.  de  Med.  Oper.,'  t.  iii.  p.  615.)    Dupuytren  also 
performed  the  operation  eight  times  ;  but,  instead  of  employing 
the  ligatures  anji  knife,  as  Osiander  did,  he  drew  down  the 
uterus  with  hook  forceps,  and  divided  it  above  the  scirrhous 
part  with  curved  knives  and  scissors.     One  of  the  patients,  on 
whom  Dupuytren  operated,  had  a  return  of  the  disease,  and  sub- 
mitted to  a  second  operation  with  no  better  result ;  but  was 
afterwards  effectually  cured  by  the  application  of  caustic,  with 
the  aid  of  the  speculum  invented  by  M.  Recamier. 

"  Even  with  regard  to  the  excision  of  the  cervix  uteri,  it  is 
perfectly  manifest  to  me  that  many  of  the  cases  in  which  it  was 
performed  were  not  truly  cancerous.    Doubts  may  be  enter- 
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tained,  I  think,  whether  the  enormous  tumour  removed  in  the 
very  first  instance  of  such  operation  by  Osiander,  was  really  a 
cancerous  affection.  Several  of  the  cases  operated  upon  in 
Paris  were  decidedly  not  of  this  character.  On  this  point  I 
fully  agree  with  Dr.  Brown,  an  eye-witness,  who  remarks  : 
4  While  I  admit  the  facility  with  which  such  a  measure  may  be 
accomplished,  I  must  be  permitted  to  doubt  its  necessity  in 
some  of  the  cases  related.  The  second  and  third  were,  in  my 
opinion,  such  affections  as  would  have  yielded  to  common 
local  and  constitutional  measures,  and  would,  I  have  no  doubt, 
have  been  so  treated  by  British  surgeons,  and  perhaps  by  a  few 
of  our  French  brethren.'  M.  Yelpeau  would  not  absolutely 
renounce  the  operation.  4  It  is  better,'  says  he,  4  to  try  it  than 
abandon  the  woman  to  a  certain  death,  whenever  the  disease 
leaves  a  hope  that  the  whole  of  it  may  be  removed.'  (See  4  Nouv. 
Elem.  de.  Med.  Oper.,'  t.  iii.  p.  616.) 

"  In  1828  M.  Lisfranc  had  performed  this  operation  on 
thirty-six  individuals,  as  is  stated,  for  cancer  uteri,  the  recogni- 
tion of  which  last  declaration  as  a  positive  fact,  I  beg  to 
observe,  is  a  matter  of  great  importance  in  determining  the 
merits  of  the  operation.  Of  the  thirty-six  patients  thus  ope- 
rated upon,  4  thirty  were  then  well,  three  dead,  and  three  in 
progress  of  recovery.  One  female,  operated  on  some  years 
before,  had  since  become  pregnant,  and  recently  given  birth  to 
twins.  Lately,  at  the  Hotel  Dieu,  the  entire  uterus  has  been 
removed  by  M.  Recamier ;  and  it  has  been  performed  at  La 
Charite,  by  M.  Roux.  The  patient  died  in  twenty-four  hours 
after  the  operation.'  (See  4  Practical  Formulary  of  the  Parisian 
Hospitals,'  by  F.  S.  Katier,  p.  17.)  Langenbeck's  extirpation 
of  the  entire  uterus,  by  cutting  through  nearly  the  whole  of  the 
linea  alba,  I  do  not  deem  it  necessary  to  detail,  as  it  is  a 
proceeding  which  I  would  never  recommend  to  be  imitated. 
The  poor  woman  experienced  the  same  fate  as  the  patient  of 
M.  Recamier." 

In  Gruy's  Museum  is  a  preparation  (No.  225920)  of  the 
vagina,  bladder,  rectum,  and  part  of  the  colon  of  a  woman, 
from  whom  Dr.  Blundell  a  year  before  death  had  removed  the 
whole  uterus  for  cancer ;  disease  invaded  rectum,  vagina,  &e., 
which  proved  fatal,  but  complete  union  had  taken  place 
between  the  pelvic  organs. 

Dr.  Wiltshire  has  recorded  (Brit.  Med.  Journ.,  1873,)  a  case 
in  which  the  entire  uterus  was  accidentally  brought  away  or 
sloughed  off  after  an  oj)eration,  which  consisted  in  scraping  the 
diseased  surface.  Some  cicatrization  of  the  vaginal  roof  took 
place,  but  the  disease  returned. 

The  question  of  total  extirpation  of  the  uterus  is  one  that 
scarcely  admits  of  discussion.  The  circumstances  under  which 
it  can  be  seriously  contemplated  must  be  very  rare.  West  gives 
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a  table  of  recorded  cases  of  total  extirpation  of  the  uterus  on 
account  of  cancerous  disease.  In  three  only  did  the  patient 
survive  the  operation,  and  that  only  for  a  month ;  in  twenty- 
two  death  was  the  consequence. 

The  Selection  of  Cases  for  Amputation  of  the  Vaginal-portion. 

There  is  one  class  of  cases  in  which  there  should  be  no 
hesitation  in  operating.  Just  as  the  surgeon  recognises  the 
propriety  of  amputating  the  breast  when  the  tumour  is  clearly 
circumscribed,  moveable,  and  no  evidence  of  glandular  or  con- 
stitutional infection  can  be  traced,  so  should  he  when  similar 
conditions  are  found  in  connection  with  cancer  of  the  uterus. 
If,  then,  we  find  the  uterus  freely  moveable,  a  distinct  neck 
above  the  diseased  portion,  so  that  we  can  work  beyond  the 
disease  in  sound  tissue,  and  especially  if  the  disease  is  ascer- 
tained by  microscope  to  be  epitheliomatous  or  cancroid,  it  is 
our  duty  to  amputate.  This  should  be  done  whether  profuse 
bleedings  occur  or  not.  The  plain  course  is  to  anticipate  the 
evils  which  will  certainly  come  if  we  leave  things  alone.  In 
such  cases  complete  cure  is  not  hopeless ;  and  a  long  respite 
from  the  usual  effects  of  the  disease  may  be  confidently 
looked  for. 

In  another  class  of  cases  the  indication  although  not  so 
urgent,  is  still  clear.  I  refer  to  those  cases  in  which  a  certain 
degree  of  mobility  of  the  uterus  remains,  but  in  which  the 
base  of  the  disease  has  caught  the  roof  of  the  vagina,  so  that 
no  distinct  neck  or  demarcation  between  healthy  and  diseased 
tissue  can  be  made  out.  If  a  cauliflower-growth  be  found 
under  such  conditions,  and  be  the  source  of  hsemorrhagic  and 
other  discharges,  the  ablation  of  so  much  of  the  diseased  mass 
as  can  well  be  surrounded  by  a  wire  should  be  attempted.  For 
a  time,  at  least,  the  disease  will  be  stayed.  And  there  is  little 
drawback  in  the  shape  of  danger  from  the  operation  to  deter 
from  its  performance. 

Where  the  vaginal-portion  is  attacked  by  medullary  cancer, 
whilst  in  the  stage  of  localization,  especially  in  the  mushroom 
form,  the  uterus  ,  being  still  moveable,  amputation  should  be 
performed. 

The  fixing  of  the  uterus  being  due  in  almost  every  case  to 
the  extension  of  the  disease  to  the  roof  of  the  vagina,  the 
base  of  the  bladder,  and  the  broad  ligaments,  is  evidence  that 
it  has  passed  the  boundary  where  it  can  be  reached  by  topical 
remedies.  This  fixing  is  also,  I  think,  in  many  cases  evidence 
that  the  disease  has  invaded  the  lymphatic  vessels  and  glands, 
a  still  further  discouragement  from  resort  to  severe  surgical 
treatment. 
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When  the  operation  is  determined  upon,  we  have  to  consider 
the  best  mode  of  performing  it.  If  we  use  the  knife  or  scissors, 
especial  care  must  be  taken  to  avoid  opening  the  roof  of  the 
vagina  behind,  and  perforating  the  retro-uterine  peritoneal 
pouch.  To  obviate  this  accident,  which  might  be  fatal,  the 
vaginal-portion  of  the  uterus  must  be  carefully  isolated  from 
the  vagina.  Dr.  Emmet  (Amer.  Journ.  of  Obstetrics,  1869,) 
recommends  before  amputating  to  examine  whilst  the  patient 
is  placed  on  her  knees  and  elbows.  This,  by  favouring  gravita- 
tion, enables  us  to  note  the  exact  length  of  the  neck  more 
accurately,  since,  in  the  ordinary  posture  the  neck  is  always 
apparently  longer  from  prolapse  of  the  uterus. 

But  since  it  is  almost  indispensable  to  the  use  of  the  knife  or 
scissors  that  the  whole  uterus  be  brought  low  down  near  the 
vulva,  there  must  always  be  danger  of  drawing  down  the  roof 
of  the  vagina  and  the  retro-uterine  peritoneal  pouch  with  it. 
And  in  pursuance  of  the  object  to  divide  the  cervix  as  high  as 
possible  in  order  to  get  into  sound  tissue,  the  danger  of  opening 
this  pouch  is  serious.  It  constitutes  an  important  objection  to 
this  mode  of  operating.  The  objection  applies  also  to  the 
chain- ecraseur,  which  is  very  apt  to  drag  in  the  peritoneal 
pouch.  It  applies  in  a  minor  degree  to  the  single-wire  ecraseur. 
But  the  galvano-caustic  wire  is  almost  wholly  free  from  this 
objection.  The  knife  and  scissors,  and  the  single  wire  also, 
entail  serious  danger  from  haemorrhage.  To  arrest  this  it  may 
be  possible  to  transfix  the  stump  with  a  curved  needle  carrying 
a  silver  wire.  But  the  best  way  is  to  use  the  actual  cautery. 
Copper  or  iron  cauteries  should  always  be  ready  when  this 
operation  is  undertaken. 

The  Operation  of  Amputating  the  Vaginal-portion  of  the  Uterus 
affected  with  Malignant  Disease. — By  far  the  best  plan  is  to  use 
the  galvano-caustic  wire.  The  patient  is  placed  under  chloro- 
form in  lithotomy  position.  (See  p.  623.)  Sims'  speculum  is 
introduced  to  keep  well  back  the  perineum  and  posterior  wall 
of  the  vagina.  An  assistant  on  either  side  holds  open  the 
lateral  and  anterior  walls  of  the  vagina  by  small  retractors. 
The  diseased  mass  thus  well  exposed  is  seized  as  far  back  as 
possible  with  a  vulsellum,  taking  care  not  to  tear  through  the 
fragile  structure.  The  mass  thus  brought  forward  near  the 
vulva  partly  by  gentle  traction,  but  more  by  the  firm  pressure 
of  an  assistant's  hand  upon  the  fundus  uteri  applied  above  the 
symphysis  pubis,  is  then  encircled  by  the  cold  platinum-wire 
loop  passed  over  the  vulsellum.  The  loop  is  then  accurately 
adjusted  by  the  finger  close  to  the  base  of  the  mass,  and  there- 
fore close  to  the  roof  of  the  vagina.  The  slack  of  the  wire  is 
then  drawn  in,  so  that  the  loop,  tightly  embracing  the  root  of 
the  mass,  buries  itself  in  a  groove  all  round.  The  heat  now 
being  turned  on  burns  at  once  into  the  part  to  be  removed, 
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leaving  the  vagina  quite  secure.  The  loop  is  gradually  screwed 
up  as  the  burning  proceeds.  There  should  he  no  hurry  in  this 
proceeding.  •  The  wire  being  fine  is  rapidly  cooled  by  the 
tissues ;  it  must  have  time  to  renew  its  heat,  so  that  the  sub- 
stance is  burnt  through,  not  cut  by  over-tightening  the  loop.  This 
slow  process  gives  more  effectual  security  against  hsemorrhage, 
and  the  more  thorough  burning  of  the  surface  also  destroys 
more  effectually  the  remains  of  the  disease  in  the  stump. 
When  the  wire  has  burnt  its  way  through,  the  diseased  mass 
is  removed  by  the  vulsellum,  and  the  stump  is  carefully 
examined.  A  series  of  concentric  rings  mark  the  alternate 
incandescent  and  cooler  states  of  the  wire  in  its  progress.  The 
bleeding  is  generally  arterial ;  one  or  more  fine  spirts  may  be 
seen.  These  I  have  always  succeeded  in  staunching  by  the 
actual  cautery  applied  by  the  galvanic  porcelain  button.  Light 
swabbing  with  small  bits  of  sponge  soaked  in  iced  water  will 
facilitate  the  search  for  bleeding  points.  And  it  is  well  to  syringe 
out  the  vagina  by  playing  a  stream  of  iced  water  against  the 
stump.  All  bleeding  stopped,  the  vagina  should  be  firmly,  not 
tightly,  packed  with  strips  of  lint  soaked  in  carbolic  oil. 

The  after-dangers  are :  hemorrhage  and  retention  of  urine. 
The  first  may  be  arrested  for  a  time  by  further  plugging.  If 
this  fail,  all  plugs  should  be  removed,  and  the  stump  swabbed 
with  perchloride  or  persulphate  of  iron.  If  this  fail,  the  patient 
must  be  placed  in  lithotomy  position,  the  part  exposed  by  Sims' 
speculum,  and  the  bleeding  points  or  surface  seared  with  the 
actual  cautery. 

The  carbolic  oil  dressing  may  he  removed  next  day,  and  a 
single  strip  of  lint  soaked  in  the  same  fluid  may  be  renewed 
daily  for  a  week.  After  this,  washing  out  with  Condy's  fluid, 
or  weak  chloride  of  soda,  will  be  useful.  The  surface  will 
granulate  and  may  cicatrize  in  two  or  three  weeks.  The  os 
uteri  should  be  watched,  the  sound  being  occasionally  passed  to 
obviate  cicatricial  closure.  It  would  be  better  to  abstain  hence- 
forth from  sexual  intercourse.  I  have  known  pregnancy  to 
occur  after  the  operation. 

The  stump,  or  granulating  surface,  may  be  sprinkled  every 
three  or  four  days  with  powdered  sulphate  of  zinc ;  or  if  any 
sprouting  of  malignant  excrescence  show  itself,  it  may  be  kept 
down  by  nitric  acid  or  chromic  acid. 

As  already  stated,  amputation  is  sometimes  advisable  even 
when  there  is  no  reasonable  hope  that  the  operation  will  be 
curative.  It  is  quite  justified  in  some  cases  where  the  disease 
has  extended  beyond  the  vaginal-portion,  on  the  principle, 
sanctioned  by  experience,  that  much  good  is  effected  by  re- 
moving the  most  active  portion  of  the  disease. 

Amputation  of  the  diseased  part  is  not  the  only  method 
which  has  been  proposed  and  practised  with  the  view  of  curing 
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cancer.  As  in  the  case  of  cancer  of  the  breast  various  caustics 
have  been  employed :  as  the  chloride  of  zinc,  Vienna  paste,  and 
others.  Their  use  with  the  view  of  destroying  -the  diseased 
mass,  is  now,  I  believe,  generally  abandoned.  But  quite 
recently  attempts  to  effect  a  radical  cure  by  acting  upon  the 
cancerous  growth  have  been  made  on  a  somewhat  different 
principle.  Bromine  in  solution  has  been  recommended  by  Dr. 
Wynn  Williams  and  Dr.  Eouth  to  be  applied  on  pledgets 
of  lint  to  the  diseased  surface.  In  some  cases  it  has  appeared 
to  check  the  disease  by  destroying  the  vitality  of  the  cancer- 
cell.  I  have  used  it  extensively,  and  have  acquired  the  impres- 
sion that  disease  is  checked  by  it.  And  there  is  no  doubt  that 
it  is  most  effective  as  a  deodorant.  Dr.  Broadbent  (1866) 
recommended  acetic  acid  on  the  following  reasoning  :  "  Cancer 

owes  its  malignancy  to  its  characteristic  structure  

To  alter  its  cells  is  to  put  an  end  to  their  power  of  dividing  and 
multiplying,  and  consequently  to  arrest  the  growth  of  the 
tumour.  In  acetic  acid  we  have  an  agent  which  on  the  micro- 
scopic slide  rapidly  effects  important  changes  in  cells  of  every 
kind,  dissolving  the  cell- wall  and  affecting  the  nucleus.  Not 
coagulating  albumen,  it  may  diffuse  itself  through  a  tumour, 
and,  reaching  every  part  equally,  it  may  probably  produce 
similar  results  when  the  cells  are  in  sitii"  He  injects  equal 
parts  of  acetic  acid  and  water.  I  do  not  know  how  far  this 
proposal  has  borne  the  test  of  clinical  experience.  But  it  seems 
that  a  hope  of  controlling  this  hitherto  intractable  disease  may 
be  found  in  its  further  pursuit.  In  one  case  in  which  I  repeated 
the  application  several  times,  phlegmasia  dolens  supervened. 
The  patient  died.  Dr.  Skene  (Amer.  Journ.  of  Obstet.,  1869) 
inserted  arrows  of  chloride  of  zinc  into  a  presumed  cancerous 
affection  of  the  cervix  uteri ;  recovery  resulted. 

The  following  passage  is  quoted  from  Cooper's  "  Surgical 
Dictionary  "  :  "  M.  Bayle  advocated  the  application  of  caustic  ; 
and  his  advice  was  founded  upon  the  fact  shown  by  pathological 
anatomy,  that,  in  the  early  stage  of  malignant  ulceration  of  this 
part,  the  texture  of  the  uterus  is  healthy  at  the  distance  of  two 
or  three  lines  from  the  ulcerated  surface.  The  patient  having 
been  placed  in  the  right  position,  and  the  speculum  introduced, 
the  cancer  is  to  be  cleansed  with  dossils  of  charpie.  If  the  sur- 
face is  irregular,  or  the  seat  of  fungus  granulations,  they  are  to 
be  removed  with  curved  scissors,  or  a  sharp-edged  kind  of  scoop 
(Dupuytren).  In  this  manner  indeed,  such  growths  may  be 
removed,  not  only  from  the  cervix,  but  from  the  interior  of  the 
uterus.  After  the  ulcer  has  been  cleaned,  a  roll  of  charpie  is 
placed  below  the  speculum,  in  order  to  protect  the  vagina  from 
the  action  of  the  caustic.  Then  the  caustic  is  applied,  either 
the  arsenical  paste  (Bayle),  or  the  pure  potash,  scraped  to  a 
point,  and  fixed  in  a  porte-crayon  ;   or  the  acid  nitrate  of 
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mercury,  with  which  lint  is  wetted  and  conveyed  with  forceps 
to  the  ulcer.  The  application  is  continued  for  one  minute ; 
then  copious  injections  of  tepid  water  are  employed  for  the 
removal  of  the  uncombined  particles  of  caustic ;  the  charpie  and 
speculum  are  withdrawn,  and  the  patient  put  into  a  warm  bath. 
In  about  four  or  six  days,  the  application  is  to  be  repeated, 
and,  if  ho  ill  consequences  follow,  it  is  to  be  continued  at  short 
intervals,  but  more  and  more  lightly  each  time,  in  proportion 
as  the  cure  advances.  (Lisfranc ;  also  Malgaigne,  Man.  de 
Med.  Oper.  p.  745.  ed.  2.)  " 

More  lately  chromic  acid,  nitric  acid,  and  strong  bromine 
have  been  used,  more  with  the  object  of  improving  the  super- 
ficial condition  of  the  diseased  s.urface,  and  of  retarding  the 
march  of  the  disease,  than  with  the  hope  of  cure. 

The  strong  disposition  to  thrombosis  in  the  pelvic  veins  in 
cancer  must  be  considered  in  dealing  with  cases  of  this  disease. 
The  process  may  be  started  by  the  remedies  employed,  and 
thus  the  fatal  issue  may  be  precipitated.  The  actual  cautery, 
and  sulphuric  acid,  chromic  acid,  perchloride  of  iron,  may 
easily  cause  coagulation  of  the  blood  in  the  vessels  near  the 
surface  where  they  are  applied,  and  the  thrombi  so  formed  may 
spread  backwards.  The  rule  for  this  application  may,  I  think, 
be  laid  down  as  follows : — If  our  hope  is  to  cure  or  materially 
arrest  the  disease,  the  cauterizing  agent  must  be  applied  boldly 
to  the  disease  so  as  to  cause  a  slough  of  some  depth.  Now  this 
cannot  be  done  safely  if  the  disease  is  not  limited  to  the  cervix 
or  the  lower  part  of  the  uterus.  If  the  uterus  still  retain  its 
mobility  we  have  a  reasonable  assurance  that  the  disease  has 
not  invaded  the  connective-tissue  and  vessels  in  the  broad 
ligaments  around  the  cervix.  Under  these  conditions  the 
caustics  may  be  freely  applied.  But  if  the  disease  have  ex- 
tended high  up  in  the  cervix  it  will  not  be  judicious  to  apply 
the  cauteries  named  so  freely  as  in  the  first  order  of  cases. 
There  is,  however,  another  indication  for  the  use  of  powerful 
cauteries — namely,  to  arrest  profuse  haemorrhage  and  to  alter 
the  character  of  the  discharges.  This  may  commonly  be  most 
effectually  done  by  a  superficial  application  of  strong  chromic 
acid,  nitric  acid,  or  perchloride  of  iron,  or  the  actual  cautery. 
The  bleeding  is  instantly  controlled ;  and  a  thin  slough  is 
formed  which,  when  thrown  off,  leaves  a  comparatively  healthy 
granulating  surface,  from  which  for  a  time  the  discharge  is  not 
offensive.  Considerable  constitutional  improvement  often  attends 
the  local  change. 

Mr.  Campbell  de  Morgan  says,*  in  reference  to  the  caustic 
treatment  of  cancer,  there  is  an  evil  attending  slow  cauterization, 

*  "  The  Origin  of  Cancer  Considered  with  Reference  to  the  Treatment  of  the 
Disease."  1872. 
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namely,  that  while  the  caustic  is  doing  its  work  increased 
action  is  going  on  in  its  neighbourhood,  with  augmented  growth 
of  that  part  of  the  cancer  which  the  cancer  has  not  yet  reached. 
If  the  whole  diseased  structure  be  not  included  in  one  operation, 
the  chances  are  that  the  undestroyed  tissue  will  grow  with 
greater  rapidity,  and  quickly  affect  distant  parts.  Still  in 
many  cases  the  method  by  gradual  cauterization  is  safe  and 
effective.  He  however  urges  it  as  an  absolute  rule  that  if 
caustics  are  employed  with  a  curative  intention,  they  must  be 
used  fully  and  decisively. 

Latterly  Dr.  Routh  has  advocated  the  topical  use  of  pepsine. 
Two  successful  cases  had  been  published  by  Drs.  Tansini  and 
Pngello  (Grazetta  Med.  Lomb.,  1869).  Dr.  Eouth  employs  this 
agent  in  the  following  way : — He  first  destroys  the  surface  of 
the  morbid  growth  by  the  actual  cautery,  by  scraping,  by 
bromine  or  other  agents.  A  raw  surface  thus  obtained,  or  even 
whilst  the  slough  still  remains,  he  applies  the  gastric  juice  on  a 
piece  of  lint  by  help  of  a  speculum.  This  is  covered  by  a  piece 
of  oil-silk,  and  supported  by  a  plug.  This  should  be  done  twice 
a  day,  oftener  if  practicable.  The  digestive  property  of  the 
pejDsine  acts  powerfully  upon  the  morbid  structure.  He  reports 
cases  in  which  decided  benefit,  even  cure  resulted.  Of  course 
the  objection  has  been  raised  that  the  cases  were  not  cancer. 
But  the  proper  course  it  appears  to  me  is  to  pursue  the  treat- 
ment in  cases  whose  nature  is  not  doubtful.  I  have  seen  one 
case  with  Dr.  Bantock  treated  in  this  way.  I  was  satisfied  that 
the  solvent  and  antiseptic  action  of  the  remedy  upon  the  dis- 
eased surface  was  great  and  beneficial.  All  objections  of  a 
theoretical  kind  must  ultimately  fall  before  the  evidence  of 
clinical  experience.  But  we  should  remember  that  pepsine 
does  not  act  upon  the  structure  of  the  living  stomach  ;  that  it 
only  acts  vigorously  on  dead  tissue.  At  one  of  the  first  meet- 
ings of  the  Pathological  Society  I  exhibited  the  stomach  of  a 
woman,  a  great  part  of  which  had  been  dissolved  after  death 
by  its  own  gastric  juice.  John  Hunter's  observations  on  this 
subject  are  well  known.  In  its  application  to  cancerous  growths 
as  advised  by  Dr.  Routh,  a  slough  is  first  formed.  This  will 
be  easily  dealt  with  by  the  pepsine.  But  further  observations 
are  desirable  to  try  how  far  the  pepsine  can  be  made  to  act 
upon  the  deeper  parts  of  the  living  morbid  substance. 

I  do  not  refer  to  the  use  of  arsenic  in  this  connection,  on 
account  of  the  danger  there  is  of  poisoning  the  system  when 
applied  in  quantity  sufficient  to  do  any  local  good  to  an  ulcerat- 
ing absorbing  surface. 

In  the  case  of  sarcoma  beginning  in  the  body  of  the  uterus, 
if  we  have  the  opportunity  of  recognising  the  disease  in  its 
early  stage  whilst  limited  to  the  lining  membrane,  caustics  may 
be  applied  decisively,  the  cervix  uteri  having  been  previously 
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dilated  to  allow  this  to  be  done.  But  this  form  of  malignant 
disease  also  tends  to  advance  into  the  cervix  attacking  the 
region  where  the  vessels  enter.  When  it  has  reached  this  point, 
and  especially  if  any  marked  amount  of  fixing  of  the  uterus 
exist,  cauteries  should  no  longer  be  applied  with  that  degree  of 
severity  which  is  indicated  when  their  curative  agency  is 
looked  for. 

The  mode  of  proceeding  in  dealing  with  intra-uterine  cancer  is, 
1st,  to  dilate  the  cervix  with  one  or  more  lamin aria- tents ; 
2ndly,  having  ascertained  the  form  which  the  disease  assumes, 
we  proceed,  if  there  are  projecting  masses  more  or  less  polypoid, 
to  shave  them  off  by  the  wire-ecraseur,  and  to  cauterize  the 
surface  afterwards  with  the  actual  cautery  or  nitric  acid,  or  if 
there  are  small  excrescences  to  scrape  them  off  with  Sims'  or 
Eecamier's  curette,  applying  nitric  acid  afterwards. 

The  actual  cautery  may  be  applied  by  an  iron  or  copper  olive- 
cautery  through  the  cervix,  held  well  open  by  tenacula.  But  this 
is  difficult  to  accomplish  without  burning  the  cervical  canal  in 
transit.  The  porcelain  olive  of  the  galvanic  apparatus  is  de- 
cidedly superior.  It  can  be  introduced  whilst  cold  to  the  very 
spot  we  want  to  cauterize ;  and  the  heat  being  turned  on  and 
off  at  will,  its  action  can  be  defined  with  absolute  precision. 

To  apply  nitric  acid,  we  insert  a  tube  like  Atthill's  into  the 
cervix  to  serve  as  a  sheath  or  canula,  through  which  a  rod 
carrying  cotton-wool  steeped  in  the  acid  is  passed.  I  have 
devised  a  funnel-shaped  tube  (Fig.  166,  p.  853,)  mounted  on  a 
stem  for  this  purpose,  which  I  find  more  convenient  than  Atthill's. 
I  use  a  Sims'  duck-bill  speculum  in  the  ordinary  way ;  then  the 
cervical  tube  is  passed  into  its  place,  and  the  stem  and  handle 
keep  back  the  anterior  wall  of  the  vagina,  affording  ready  access 
to  the  uterus.  The  instrument  has  also  the  advantage  of  being 
easily  withdrawn.  The  nitric  acid  swab  should  be  pressed 
firmly  down  upon  the  inner  surface  of  the  uterus,  so  as  to  ensure 
decided  action  upon  the  morbid  surface.  The  action  is  quite 
superficial.  There  is  no  reason  to  apprehend  danger  from  its  use. 

The  palliative  treatment  of  cancer  consists  in  controlling 
pain,  haemorrhage,,  and  offensive  discharges ;  in  mitigating  the 
distress  produced  by  the  extension  of  the  disease  to  neighbour- 
ing organs,  especially  the  bladder  and  rectum  ;  and  in  meeting 
as  best  we  may  the  constitutional  deterioration. 

Pain  becomes  especially  exhaustive  in  the  latter  stages.  We 
must  have  recourse  to  opium  in  its  varied  forms,  in  pill,  draught, 
suppository,  vaginal  pessary,  subcutaneous  injection  ;  to  conium, 
belladonna,  indian  hemp,  chloral,  and  the  other  known  narcotics 
and  sedatives.  The  local  application  of  sedatives  has  been  ex- 
tensively tried  by  Simpson.  He  played  streams  of  carbonic 
acid,  and  of  chloroform  vapour  upon  the  diseased  parts.  In 
some  cases  benefit  resulted,  but  the  difficulty  is  great  in  sustain- 
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ing  the  action  of  these  remedies.  The  effect  is  but  temporary. 
The  application  of  cold  bj  ice  or  freezing  mixtures  was  at  one 
time  urged  by  Dr.  James  Arnott,  in  the  belief  that  it  was  even 
curative  by  killing  the  diseased  tissue.  I  have  tried  the  appli- 
cation of  cold  by  means  of  the  ether-spray  in  several  cases.  It 
produced  such  suffering  that  I  have  abandoned  it. 

The  necessity  of  restraining  haemorrhage  when  profuse  be- 
comes urgent.  Patients,  however,  often  affirm  that  they  have 
felt  material  relief  after  an  attack.  No  doubt  local  congestion 
is  relieved  by  it,  and  the  habit  of  free  bleeding  is  commonly 
attended  by  a  habit  or  capacity  for  making  blood  with  rapidity. 
But  we  never  know  that  bleeding  will  not  exceed  the  recupera- 
tive capacity  of  the  system,  and  in  the  long  run  repeated  losses 
break  down  the  constitutional  powers.  Bleeding,  therefore, 
must,  as  a  rule,  be  stopped.  Two  principles  call  for  attention. 
The  first  is  to  produce  such  a  change  in  the  condition  of  the 
diseased  part  as  will  lessen  its  morbid  activity  and  the  determi- 
nation of  blood  to  it.  The  means  of  accomplishing  this  are 
included  in  the  curative  treatment :  removal  of  the  diseased 
mass  wholly  or  in  part,  by  cautery,  by  knife  or  scraper,  and  the 
securing  a  new  surface. 

The  second  principle  is  that  of  simple  hsemostasis.  This  is 
carried  out  by  the  direct  application  of  styptics.  Amongst  these 
the  best  are  chromic  acid,  nitric  acid,  perchloride  and  persul- 
phate of  iron.  To  apply  these  effectually,  the  speculum 
must  be  used.  Great  care  is  necessary  in  passing  this  instru- 
ment, as  the  fragility  of  the  morbid  tissues  is  so  great 
that  it  is  often  difficult  to  introduce  it  without  causing  fresh 
bleeding.  If -chromic  acid  be  used,  the  crystals  just  moistened 
with  water  is  the  best  form.  A  small  pledget  of  lint  or  cotton- 
wool steeped  in  this  is  then  pressed  gently  on  the  bleeding 
surface.  It  turns  the  part  bright  yellow,  chars  it,  and  generally 
stops  the  bleeding  effectually.  The  superfluous  acid  can  be 
washed  out  by  a  Higginsou's  syringe.  Nitric  acid  fuming 
should  be  used  in  a  similar  manner.  The  iron -styptics  should 
also  be  used  very  strong. 

But  since  an  attack  of  haemorrhage  may  come  on  at  any 
unforeseen  time,  and  under  circumstances  which  preclude  skilled 
assistance,  the  patient  or  her  attendants  must  be  armed  with 
appliances  and  instructions  to  meet  the  emergency.  As  a  tem- 
porary expedient,  a  lump  of  ice  may  be  passed  into  the  vagina. 
But  a  more  -certain  way  is  first  lightly  to  syringe  out  the 
vagina  with  cold  water,  then  to  introduce  by  means  of  my 
plug-speculum  (see  p.  140)  a  pledget  of  cotton- wool  soaked  in 
the  strong  solution  of  per  chloride  of  iron.  As  a  rule,  the  plug 
should  not  be  left  in  more  than  an  hour.  Its  retention  is  often 
accused  by  patients  of  causing  heat,  distress,  and  of  provoking 
return  of  bleeding. 
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The  control  of  the  offensive  watery  discharge  includes  the 
use  of  deodorants  or  disinfectants.    Cleanliness  is  the  first  thing 
to  secure.    Syringing  with  Condy's  solution  is  of  service.  But 
since  the  frequent  use  of  instruments  is  attended  with  more 
than  inconvenience,  injection  of  more  efficient 
disinfectants  should  be  resorted  to.    The  agent 
which  has  given  me  the  most  satisfaction  on  the 
whole  is  acetate  of  lead.     The  action  of  this  is 
haemostatic,  deodorant,  and  sedative.  It  has  often 
struck  me  that  it  has  a  beneficial  effect  upon  the 
diseased  surface.    It  may  be  used  in  the  propor- 
tion of  one  drachm  to  a  pint  of  water.  An  excel- 
lant  disinfectant  is  a  weak  solution  of  bromine 
made  of  five  fluid  ounces  of  the  British  Pharma- 
coj)oeia  solution  diluted  with  fifteen  ounces  of 
water.     One  objection  to  its  use,  inseparable 
however  from  its  virtues,  is  that  it  has  a  pun- 
gent odour.    A  weak  solution  of  carbolic  acid  is 
often  useful.    I  have  found  kreasote  singularly 
efficacious,  and  in  a  ward  where  a  cancerous 
patient  is  so  often  a  source  of  annoyance  to  other 
patients,  the  nurses  have  assured  me  that  the 
odour  of  kreasote  so  used  was  not  only  not  com- 
plained of,  but  was  even  liked.    Chlorozone  is 
an  excellent  disinfectant.    Alum  is  one  of  the 
best  deodorants.     Its  property  of  coagulating 
albuminous  matter  makes  it  extremely  useful  in 
these  cases.    Chloride  of  zinc  has  also  its  advan- 
tages ;  but  the  lead  and  alum,  being  powerful 
astringents,  are  generally  to  be  preferred.  I 
have  tried  the  much-vaunted  chloralum  with- 
out discovering  that  it  is  superior  to  the  agents 
described  above.     Dr.  Burow,  of  Konigsberg, 
speaks  highly  of  the  effect  of  the  chlorate  of 
potash  upon  ulcerating  carcinoma.    The  surface 
is  sprinkled  once  a  day  with  the  salt. 

The  steady  use  of  styptics  and  disinfectants  is 
often  attended  by  good  effect  in  lessening  con- 
stitutional infection.'  By  removing  the  foul  ex- 
cretions as  soon  as  formed,  and  by  altering  the 
excreting  surface,  absorption  of  noxious  material 
is  prevented.  In  this  way  the  agents  we  have 
been  describing  exert  an  important  secondary 
effect. 

The  constitutional  treatment  or  management  of 
cancer  patients  is  a  matter  of  great  importance.  SPECULUM  (HALF  SIZE)' 
We  may  with  advantage  begin  by  eliminating  the  laedentia. 
Foremost  amongst  these  is  excess  of  alcohol.  Stimulants  carried 
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beyond  the  most  moderate  extent  are  decidedly  injurious.  By 
exciting  the  circulation,  they  increase  the  determination  of 
blood  to  the  diseased  organ,  and  promote  haemorrhage,  if  not 
also  the  advance  of  the  disease. 

The  diet  of  patients  suffering  from  cancer  is  a  matter  of  great 
moment.  Mr.  de  Morgan  called  attention  to  a  fact,  the  truth 
of  which  cannot  be  doubted,  namely,  that  the  disease  occurs  for 
the  most  part  in  persons  strong  and  well-nourished,  and  remark- 
able for  general  good  health.  This  shows  that  the  disease  does 
not  arise  from  want  of  tone  or  defect  of  nutrition.  Hence  it 
would  appear  very  doubtful  whether  it  is  wise  to  recommend 
the  patient,  as  is  often  done,  "  to  keep  up  well,"  to  take  plenty 
of  nourishment,  to  use  stimulants,  with  the  view  of  counter- 
acting this  supposed  poisoned  state  of  system.  If  an  undue 
amount  of  nourishment  is  taken,  a  fair  share  of  it  will  go  to  the 
increase  of  the  disease,  and  stimulants  which  are  taken  to  the 
extent  of  quickening  the  circulation  will  at  the  same  time 
increase  that  of  the  tumour  and  accelerate  its  growth.  The  re- 
striction to  a  light  milk  and  farinaceous  diet  has  been  recom- 
mended from  early  times.  A  distinguished  physician  told  Mr. 
de  Morgan  that  his  wife  had  cancer  of  the  uterus ;  he  kept  her 
for  a  long  time  on  the  sparest  vegetable  diet,  just  enough  to 
sustain  life ;  the  disease  disappeared.  Years  afterwards  the 
cancer  reappeared  and  destroyed  her,  circumstances  having 
prevented  her  from  observing  the  same  regime  as  before. 

Rest  is  commonly  necessary.  But  if  it  be  found  that  mode- 
rate exercise,  as  in  driving,  does  not  increase  pain  or  haBinorrhage, 
it  is  desirable  to  take  it.  Physiological  rest  is  the  most  import- 
ant. The  wise  physician  will  exercise  great  reserve  in  enforcing 
sexual  abstinence  in  the  great  majority  of  cases  of  uterine  disease. 
But  in  the  case  of  cancer,  his  injunction  should  be  decided.  The 
direct  and  remote  evils  produced  by  intercourse  are  so  great  that 
regard  for  the  patient's  safety  leaves  no  doubt  as  to  the  necessity 
of  abstinence.  Attacks  of  hemorrhage,  even  fatal,  have  been 
traced  to  imprudence  in  this  respect.  That  the  activity  of  the 
disease  is  promoted  by  it  there  can  be  no  doubt.  And  in  the  not 
improbable  event  of  pregnancy,  the  risk  encountered  is  vital. 

The  internal  use  of  remedies  is  greatly  limited  to  the  fulfilment 
of  special  accidental  indications.  The  bowels  commonly  demand 
attention.  Constipation  is  a  troublesome  complication.  It  must 
be  met  by  suitable  aperients,  and  by  enemata. 

Bromine  and  iodine  internally  were  greatly  relied  upon  by 
Boinet.  Iron  seems  indicated  by  the  degraded  state  of  the 
blood.  But  it  is  not  often  well  borne.  Salines  I  have  found 
of  great  service.  Bismuth,  strychnine,  hydrocyanic  acid  will 
occasionally  be  required  to  allay  irritability  of  stomach.  I  have 
seen  in  many  cases  remarkable  benefit  from  cod-liver  oil. 
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COLPITIS  :  SIMPLE,  INFECTIOUS,  ACUTE,  CHRONIC ;  DISPLACE- 
MENTS ;  WOUNDS;  DILATATION;  ATROPHY;  SLOUGHING; 
CICATRICES;  VESICO-VAGINAL  AND  RECTO-VAGINAL 
FISTULA;  RUPTURED  PERINEUM;  NEW  FORMATIONS: 
FIBROUS  TUMOURS;  SARCOMATA;  CYSTIC  TUMOURS; 
HEMATOMA;  CALCULI;  CANCER. 

Some  of  the  abnormal  conditions  of  the  vagina  have  been 
described  in  preceding  chapters  (see  Atresia,  Lencorrhcea, 
&c).  It  will  here  be  necessary  to  describe  those  which  have 
received  insufficient  attention. 

Vaginitis  or  Colpitis. 

Acute  vaginitis  sometimes  follows  labour,  the  result  appa- 
rently of  contusion  of  structures  in  a  state  of  exalted  vascularity. 
In  these  cases  exfoliation  or  desquamation  of  the  epithelial 
layer  is  very  active,  so  that  the  bared  surface  presents  a  raw 
velvety  red  angry  appearance.  Even  during  pregnancy  the 
intense  vascularity  of  the  vagina  disposes  to  free  shedding  of 
epithelium,  which  often  collects  about  the  summit  of  the  vagina 
in  the  form  of  a  creamy  pasma,  or  in  shreds  or  pellicles. 

Acute  vaginitis  may  also  occur  from  exposure  to  cold  during 
a  menstrual  period,  from  injury,  from  the  introduction  of  foreign 
substances,  from  tjie  use  of  irritating  powders  or  injections.  In 
children  it  may  be  caused  by  ascarides,  by  neglect  of  cleanliness, 
by  improper  manipulation.  At  page  72  I  have  referred  to  the 
association  of  vaginitis  with  the  eruptive  fevers.  Scarlatina, 
especially,  affects  the  genito-urinary  mucous  tract,  and  thus  I  have 
known  intense  vaginitis  produced.  The  first  case  of  the  kind  I 
saw  was  that  of  a  young  woman  in  Chomel's  wards  at  the  Hotel 
Dieu,  in  1840.  In  these  cases  there  is  prolific  generation  and 
casting  off  of  epithelium,  attended  and  followed  by  a  severe 
form  of  leucorrhoea. 
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Leucorrhcea  in  children  is  not  very  uncommon,  and  when 
observed  is  sometimes  the  source  of  most  distressing  suspicions. 
It  is  therefore  eminently  necessary  to  call  attention  to  the  fact 
that  children  are  liable  to  non-virulent  discharges,  depending 
upon  accidental  causes.  The  symptoms  of  vaginitis  and  vulvi- 
tis in  children  are :  in  the  acute  stage,  the  patient  complains  at 
the  onset  of  itching  or  burning  at  the  vulva.  This  is  increased 
during  micturition.  A  whitish  opaque  moisture  is  formed  over 
the  surface  of  the  labia,  and  these  are  often  redder  than  in  the 
normal  state.  The  patient  has  often  a  difficulty  in  walking,  the 
friction  increasing  the  irritation  of  the  inflamed  surfaces.  In 
the  chronic  state,  the  discharge  is  a  serous  or  lactescent  moisture ; 
there  is  little  pain  in  the  vulva,  but  sometimes  a  dull  pain  above 
the  pubes,  spreading  to  the  groins  and  inner  part  of  the  thighs. 

This  form  of  vulvo- vaginitis  has  been  noticed  at  the  time  of 
dentition,  from  indigestion,  from  exposure  to  heat  and  fatigue — 
as  from  dancing, —  from  constitutional  diathesis,  especially  the 
strumous,  resembling  in  this  respect  the  tumid  chronic  inflam- 
mation of  the  conjunctiva  and  nares 

The  treatment  consists  in  putting  the  child  in  a  warm  bath 
every  two  or  three  days,  applying  demulcent  lotions,  as  poppy - 
heacl,  mallow,  or  linseed  decoctions,  or  weak  acetate  of  lead,  and 
in  regulating  the  secretions  ;  in  the  use  of  iron,  iodine,  and  cod- 
liver  oil. 

The  most  common  cause  of  acute  or  sub-acute  colpitis  is 
goriorrhceal  infection.  In  this  case  the  mucous  membrane,  espe- 
cially at  the  fundus  of  the  vagina,  is  intensely  red.  There  is 
copious  muco-purulent  secretion  of  a  yellowish  or  greenish  tint, 
sometimes  tinged  with  blood.  This  is  found  chiefly  at  the 
fundus  of  the  vagina,  surrounding  and  bathing  the  vaginal- 
portion  of  the  uterus,  which  is  involved  in  the  like  condition. 

An  experienced  practitioner  will  generally  recognise  the 
specific  character  of  this  inflammation  ;  but  it  is  easy  to  fall 
into  error  in  diagnosis.  The  moral  and  social  complications 
are  at  times  so  intricate,  and  the  reasons  for  dissimulation  on 
the  part  of  patients  are  so  strong  and  various,  that  even  in  the 
presence  of  the  most  convincing  clinical  proof,  it  will  rarely  be 
wise  to  commit  ourselves  to  a  plain  expression  of  opinion.  The 
subjects  themselves  may,  moreover,  be  perfectly  innocent  and 
unconscious  of  the  nature  of  the  affection.  And  we  must  not 
always  expect  to  be  dealt  with  candidly.  What  we  say  will 
perhaps  be  misinterpreted  or  misrepresented.  A  circumspect 
reticence  therefore  becomes  a  virtue  and  a  duty  in  the  physi- 
cian. 

Gronorrhoeal  colpitis  is  very  apt  to  invade  the  cervical  canal, 
and  thence  to  pass  into  the  chronic  stage,  a  condition  analogous 
to  gleet  in  the  male. 

It  is  also  apt  to  spread  along  the  urethra.    This  is  more 
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frequent,  says  Gruerin,  than  is  commonly  thought.  Occasionally 
the  orifice  of  the  urethra  is  inflamed,  swollen,  dotted  with  red 
points  or  pimples,  corresponding  to  the  openings  of  the  lacunae, 
and  in  such  cases  recognition  of  urethritis  is  easy ;  but  when  the 
disease  is  internal,  and  when  no  mucus  or  pus  appears  externally, 
detection  becomes  more  difficult.  When  any  doubt  exists,  the 
patient  should  be  prevented  from  emptying  the  bladder  for 
several  hours  ;  the  finger  should  then  be  introduced  into  the 
vagina,  and  drawn  along  the  anterior  wall,  so  as  to  press  out 
any  purulent  matter  collected  within  the  urethra. 

Dr.  Giles,  Dr.  Noeggerath,  and  Dr.  Angus  Macdonald,  have 
written  interesting  clinical  memoirs  on  latent  gonorrhoea,  with 
special  reference  to  the  puerperal  state.  They  have  shown  that 
at  this  time  there  is  a  peculiar  danger  of  peritonitis  if  gonorrhoea 
existed. 

Chronic  catarrhal  inflammation  commonly  occurs  after  re- 
peated acute  inflammations,  as  from  menstrual  suppression, 
gonorrhoeal  infection,  childbed,  in  chlorotic  or  scrofulous  per- 
sons, from  uterine  catarrh,  the  irritation  of  uterine  polypi,  or 
hypertrophied  vaginal-portion,  dislocations  of  the  uterus,  the 
formation  of  morbid  growths,  and  ulcerative  processes.  It  is 
also  frequent,  and  often  at  first  acute  in  character  in  newly - 
married  women  from  excess  or  awkwardness  in  intercourse. 

Yaginal  catarrh  is  of  importance  from  its  liability  to  spread 
to  the  uterus,  and  thence  to  the  tubes  ;  and  it  disposes  to  intus- 
susception and  prolapsus  of  the  vagina. 

Inflammation  of  the  sub-mucous  fibrous  coat  of  the  vagina  is 
not  common  apart  from  traumatic  causes.  Kiwisch  has  called 
attention  to  the  occurrence  of  abscesses  in  this  tissue  during 
pregnancy. 

But  there  is  a  chronic  form,  not  very  uncommon,  the  result 
in  most  of  the  cases  which  I  have  seen  of  imperfect  or  irritating 
intercourse.  It  is  marked  by  thickening  of  the  walls  of  the 
vagina,  the  formation  of  abscesses,  and  a  degree,  sometimes 
considerable,  of  atresia  of  the  canal. 

Diphtheritic  inflammation  most  frequently  occurs  in  childbed, 
and  especially  in  lying-in  hospitals  ;  but  I  have  seen  an  example 
in  home  practice.  There  is  a  form  of  vaginitis  in  which  the 
mucous  membrane  is  covered  by  pellicles,  or  flakes,  white,  very 
brittle,  to  which  the  name  diphtheritis  is  sometimes  given. 
At  best  this  should  be  called  pseudo-diphtheritis.  It  is  not 
usually  attended  by  febrile  symptoms.  The  vaginitis  is  not 
very  acute,  it  is  strictly  limited  to  the  mucous  membrane,  and 
the  pellicle  consists  almost  entirely  of  agglomerated  epithe- 
lium-scales. The  formation  of  the  pellicle  seems  simply  due 
to  the  preponderance  of  these  scales  over  the  mucous  plasma. 
If  the  mucous  plasma  were  more  abundant,  the  discharge 
would  be  called  leucorrhoea. 
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The  Symptoms  and  Diagnosis  of  Colpitis. 

In  the  acute  stage  there  is  pain,  often  severe,  characterized  as 
"  burning  "  in  the  part.  Dyspareunia  is  almost  necessarily  pre- 
sent. Some  febrile  excitement  attends.  Unlike  metritis,  it  is 
very  rarely  complicated  with  peritonitis.  Hence  the  local  and 
constitutional  symptoms  are  less  severe.  Dysuria  may  also 
attend  the  gonorrhoeal  form.  In  this  form  also  there  is  leu- 
corrhoea  of  the  character  described.  But  absolute  diagnosis 
can  only  be  made  out  by  aid  of  the  speculum,  when  we  can  take 
note  of  the  vivid  red  mucous  membrane,  and  see  the  discharge 
in  situ. 

In  the  chronic  and  non-specific  forms,  pain  is  not  so  much 
complained  of.  I  must  refer  to  the  chapter  on  "  Leucorrhcea  " 
for  further  information  on  this  subject.  When  the  disease  has 
involved  the  cervical  canal,  vaginal  injections  are  inefficient. 
Topical  applications  inside  the  cervix  are  essential.  One  form 
of  pain,  "  Vaginismus,"  has  been  described  in  the  chapter  on 
"  Dyspareunia." 

The  treatment  of  colpitis  consists  greatly  in  observing  rest 
and  cleanliness.  To  aid  in  securing  rest,  an  essential  condition 
often  is  to  keep  the  inflamed  walls  of  the  vagina  apart.  This 
is  accomplished  by  wearing  Sims'  or  my  vaginal-rest  for  several 
hours  during  the  day ;  by  using  a  plug  of  cotton-wool  steeped 
in  tannin  and  glycerine,  changing  it  two  or  three  times  a  day, 
or  by  simple  rest  in  the  recumbent  posture.  Douches  of  tepid 
water  or  poppy-head  decoction  are  often  of  signal  service.  In 
the  more  acute  stages  injections  of  lead  in  proportion  of  one 
drachm  to  a  pint  of  water  are  best  borne ;  later,  sulphate  of 
zinc,  chloride  of  zinc,  alum,  tannin  are  more  serviceable.  The 
gonorrhoeal  inflammations  may  be  treated  exactly  on  the  same 
principles  as  the  similar  affection  in  the  male.  The  quickest 
method  of  cure  is  undoubtedly  to  touch  the  diseased  surface 
lightly  every  other  day  with  solid  nitrate  of  silver,  or  to  swab  it 
with  a  strong  solution.  This,  of  course,  requires  skilled  aid 
and  the  speculum. 

Displacements  of  the  Vagina. — Displacements  of  the  vagina 
can  hardly  arise  without  the  preliminary  condition  of  relaxation, 
or  of  displacement  of  the  uterus.  Whether  prolapsus  of  the 
uterus  be  the  cause  or  the  effect  of  prolapsus  of  the  vagina  is  a 
question  already  discussed.  No  doubt,  prolapsus  of  the  vagina 
is  commonly  associated  with  prolapsus  of  the  uterus,  but  I 
believe  prolapse  of  the  vagina  may  exist  independently.  There 
is  a  preparation  in  St.  George's  Museum  (No.  xiv.  106)  which 
seems  to  show  that  vaginal  rectocele  may  exist  without  prolapse 
of  the  uterus. 

Hernias  consist  in  an  inversion  of  the  anterior  wall  of  the 
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vagina  with  the  bladder — cgstocele  vaginalis;  or  in  inversion 
of  the  posterior  wall  from  the  lower  end  of  the  rectum — 
rectocele  vaginalis ;  or  in  a  hernia  vaginalis  posterior — enterocele 
vaginalis.  This  last  form  consists  in  dilatation  of  Douglas's 
pouch  to  a  hernial  sac,  so  that  the  peritoneum  is  carried 
deeply  down  behind  the  wall  of  the  vagina  to  the  perinseum. 
The  intestinal  folds  contained  in  it  drag  upon  the  vagina, 
then  tilt  it  from  behind,  pressing  from  above  downwards 
more  and  more  of  its  circumference,  according  to  the  degree 
to  which  the  uterus  follows  the  traction  and  descends.  The 
prolapsus  of  the  vagina  thus  produced  gradually  proceeds  to 
a  complete  inversion,  which  contains  in  its  cavity  the  pro- 
lapsed uterus,  which  in  consequence  of  this  traction  undergoes 
very  frequently  a  considerable  or  even  monstrous  elongation  of 
its  cervix.  Commonly  the  rectum  is  also  protruded  to  a  pro- 
lapsus by  the  hernia.  In  rare  cases,  in  consequence  of  the  mass 
of  intestinal  convolutions  accumulating  in  the  hernial  sac 
between  the  uterus  and  the  inverted  vagina,  laceration  of  the 
posterior  wall  of  the  vagina  has  occurred  with  a  fatal  issue. 

The  treatment  of  vaginal  prolapse  and  hernia  in  most  cases 
merges  in  that  which  is  indicated  for  prolapsus  of  the  uterus. 
In  some  few  cases  a  Hodge  or  stem-pessary  may  be  useful. 
Astringent  injections  are  almost  always  serviceable.  But  when 
the  prolapse  is  great  so  that  folds  of  vagina  protrude  through 
the  vulva,  becoming  liable  to  chafing  and  inflammation,  surgical 
treatment  is  necessary  to  remove  the  redundant  portion.  A 
piece  of  the  mucous  membrane  of  size  and  form  indicated  by 
the  conditions  of  the  case  must  be  dissected  off,  and  the  edges 
brought  together,  so  as  to  contract  the  canal.  It  will  commonly 
be  necessary  to  combine  this  proceeding  with  the  perinseal 
operation. 

The  vagina  is  liable  to  wounds  from  the  introduction  of 
foreign  bodies  from  accidents  and  from  surgical  operations. 

The  most  frequent  cause  of  the  lesions  that  come  before  the 
surgeon  is  severe  labour.  The  vagina  is  liable  to  undergo 
laceration,  contusions,  leading  to  partial  necrosis,  or  sloughs. 
Hence  result  cicatrices  which  may  lead  to  occlusion  of  the 
vagina,  or  fistulous  opening  into  the  bladder  or  rectum. 
Vesico-vaginal  fistula  may  be  produced  by  the  mere  pressure 
of  the  head  long  continued,  jamming  the  bladder  against  the 
pubes. 

In  precipitate  labour,  or  in  protracted  labour  in  primiparse 
where  the  vulva  is  rigid,  the  perinseum  is  apt  to  undergo  lacera- 
tion, backwards  to  the  anus. 

The  anterior  commissure  also,  as  I  pointed  out  many  years 
ago  (see  Tyler-Smith's  "  Obstetric  Medicine,")  is  liable  to 
rupture,  whence  severe  haemorrhage  may  arise. 

There  is  a  singular   preparation  in  the  Museum  of  St. 
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George's  Hospital  (Series  xiv.  108).  It  is  a  case  of  laceration 
of  the  vagina  from  coition.  There  is  a  rent  passing  along  the 
upper  two  inches  of  the  vagina,  dividing  the  mucous  membrane 
and  the  adjoining  fibres  of  the  muscular  coat.  The  rent  deepens 
as  it  ascends,  and  on  a  level  with  the  os  uteri  has  broken 
through  into  the  peritoneal  cavity.  The  hole  in  the  peri- 
toneum is  not  quite  large  enough  to  admit  the  little  finger. 
The  subject  was  an  old  woman. 

The  most  trivial  wounds  of  the  vagina  are  sometimes  followed 
by  profuse  bleeding.  This  is  especially  the  case  during  preg- 
nancy. But  at  any  time  the  slightest  nick,  puncture,  or 
incision  may  give  rise  to  profuse  bleeding  if  the  patient 
assume  the  erect  posture  and  be  exposed  to  any  exertion. 
A  surgeon  snipped  off  a  very  small  warty  excrescence  from  the 
vagina  just  inside  the  vulva.  The  woman  nearly  bled  to  death. 
Plugging  and  the  application  of  styptics  failed  to  arrest  it.  I 
passed  a  curved  needle  armed  with  a  suture  so  as  to  get  quite 
under  the  little  wound.  The  suture  drawn  tight  effectually 
controlled  the  bleeding.  This  is  the  surest  plan  to  adopt.  A 
short  sewing  needle  held  in  a  forceps  might  on  emergency 
answer.  But  in  some  cases,  steady  pressure  with  a  pad  of  lint 
steeped  in  perchloride  of  iron  or  other  styptic  may  be  enough, 
absolute  rest  in  recumbent  posture  being  understood. 

Professor  E.  Martin  describes  a  condition  of  the  vagina  which 
is  observed  under  particular  circumstances.  It  consists  in  a 
temporary  dilatation  of  the  fundus,  not  the  result  of  stretching 
or  distention,  but  which  is  caused  by  a  pathological  action  of 
the  neighbouring  ligaments ;  that  is,  the  pubo-vesico-uterine, 
and  the  sacro-uterine,  the  muscular  bundles  of  which  contract. 
The  examining  finger  finds  the  roof  of  the  vagina  so  wide  that 
it  seems  as  if  its  walls  were  applied  close  to  the  sides  of  the 
pelvis.  This  condition  is  found  when  there  is  haemorrhage 
with  uterine  colic,  and  in  secondary  puerperal  haemorrhage  (and 
especially  in  abortion,  P.  B.)  In  such  cases  the  os  uteri  is 
open,  and  the  roof  of  the  vagina  seems  higher  than  usual. 
Under  the  use  of  means  to  arrest  the  bleeding  this  dilatation 
disappears  completely  in  twenty-four  hours.  Dr.  V.  Haselberg, 
speaking  on  the  subject,  says  the  dilatation  takes  j)lace  under 
the  effort  of  the  uterus  to  empty  itself.  (Monats.  fiir  Greb., 
1869.) 

There  is  a  form  of  atropine  contraction  of  the  vagina  which 
takes  place  in  advancing  age.  The  walls  lose  elasticity,  the 
canal  becomes  smaller,  sometimes  funnel-shaped  or  conical,  the 
apex  being  at  the  roof,  where  the  remains  of  the  atrophied 
cervix  uteri  may  be  felt.  Some  cases  of  this  kind  are  not  easy 
to  distinguish  from  the  strictures  which  ensue  occasionally  upon 
cancer.  This  atrophic  contraction  is  most  common  in  women 
who  have  abandoned  the  habit  of  sexual  intercourse.  It  explains 
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the  rupture  in  the  specimen  in  St.  George's  Museum,  described 
at  page  859. 

The  vagina  may  be  the  seat  of  various  'ulcerative  processes. 

Excoriations  occur  from  catarrhal  suppuration  or  the  chafing 
of  fibroid  polypus,  of  pessaries,  &c. 

Syphilitic  sores  may  occur  in  any  portion  of  the  vaginal  canal, 
but  the  most  frequent  locality  is  the  fold  or  duplicature  at  the 
fundus,  into  which  the  vaginal  portion  of  the  cervix  uteri  is 
inserted.  This  is  commonly  attended  by  colpitis.  To  the  touch 
an  excavated  syphilitic  sore  may  at  first  impose  upon  the 
surgeon  for  the  os  uteri. 

The  tuberculous  and  cancerous  ulcerations  generally  begin  on 
the  vaginal-portion,  and  spread  to  the  roof  of  the  vagina.  The 
latter  especially  are  unhappily  frequent,  and  often  lead  to 
destruction  of  the  walls  between  bladder  and  rectum,  establish- 
ing cloaca. 

The  vagina  is  also  sometimes  ulcerated  from  without,  through 
the  burrowing  of  sub-peritoneal  abscesses  which  make  their  way 
into  the  vagina. 

Sloughing  of  the  vagina  also  occurs  as  the  result  of  the 
bruising  and  pressure  encountered  during  protracted  labour, 
from  diphtheritis,  from  necrosis  in  severe  fevers,  from  peri- 
vaginal hematoceles  and  abscesses,  from  necrosis  resulting  from 
the  pressure  of  fibroid  tumours  so  large  as  to  become  impacted, 
or  from  the  impaction  of  a  retroverted  gravid  uterus. 

The  healing  of  vaginal  sloughs  by  granulation  frequently 
results  in  the  formation  of  cicatrices.  Those  cicatrices  which 
lead  to  atresia  or  stenosis  of  the  canal  have  been  described,  in 
their  pathological  and  therapeutical  bearing,  under  "  Dysme- 
norrhea from  retention."  But  cicatrices,  in  the  form  of 
bands  or  falciform  projections  into  the  vagina,  not  extensive 
enough  to  close  the  canal,  are  not  uncommon.  They  produce 
distress  of  a  different  kind.  The  cicatrix  I  have  most  frequently 
met  with  is  a  crescentic  or  falciform  band,  beginning  at  the  os 
uteri  by  one  horn  and  the  vaginal  wall  by  the  other,  at  a 
distance  of  an  inch  or  more.  This,  contracting,  may  half  shut 
off  the  os  uteri  from  the  canal  of  the  vagina  below,  forming  a 
pouch  or  sac  above.  It  also  not  uncommonly  pulls  the  cervix 
uteri  to  one  side,  of  forwards  or  backwards,  producing  deviation 
of  the  uterus.  It  thus  becomes  a  cause  of  dysmenorrhea,  some- 
times of  menorrhagia,  and  of  dyspareunia. 

I  have  seen  these  cicatrices  follow  labour,  instrumental  and 
not  instrumental,  also  cauterization  of  the  os  uteri  by  potassa 
cum  calce,  and  even  by  nitrate  of  silver  incautiously  applied. 
They  have  also  followed  the  use  of  too  concentrated  chromic 
acid  and  perchloride  of  iron. 

The  symptoms  caused  by  these  cicatrices  are  so  severe  that 
treatment  to  relieve  them  assumes  importance.    This  treatment 
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consists  in  dividing  the  cicatrices  so  as  to  allow  the  vaginal  wall 
to  resume  its  natural  •  form.  When  the  cicatrix  extends  up  the 
vaginal-portion  this  part  should  be  set  free,  by  dividing  the 
horn  which  seizes  and  binds  it  to  the  vaginal  wall.  The  first 
step  is  to  dissect  off  the  adventitious  membrane  from  the  vaginal- 
portion,  so  as  to  restore  this  part  to  its  normal  condition ;  and 
then  several  nicks  should  be  made  at  different  points  of  the 
crescentic  edge,  as  deeply  as  is  felt  to  be  safe,  taking  great  care 
of  course  not  to  go  through  the  vaginal  wall.  This  operation 
is  best  done  without  the  speculum.  The  cicatrix  is  made  tense 
by  the  forefinger  of  the  left  hand,  and  then  the  edge  of  a 
Simpson's  metrotome  is  turned  upon  it.  When  thus  nicked 
these  cicatrices  have  a  tendency  to  disappear.  But  it  is  likely 
that  the  incisions  will  have  to  be  repeated  from  time  to  time 
before  they  are  overcome.  Sometimes  the  bleeding  attending 
this  operation  is  very  profuse ;  and  it  is,  I  think,  always 
prudent  to  plug  the  vagina  firmly  with  pledgets  of  lint  soaked 
in  olive  oil  and  carbolic  acid.  The  operation  should  in  every 
case,  however  slight  it  may  seem  to  be,  be  performed  on  the 
patient  in  bed.  Absolute  rest  in  the  recumbent  posture  should 
be  rigidly  enforced  for  four  or  five  days  afterwards.  If  these 
precautions  are  adopted  there  will  probably  be  no  bleeding 
of  importance  ;  if  neglected,  profuse,  even  fatal  haemorrhage 
may  result.  Under  no  consideration  should  the  operation  be 
performed  in  the  out-patient's  room  of  a  hospital,  or  in  the 
physician's  consulting-room. 

A  day  or  two  after  the  operation  it  is  desirable  to  apply  a 
Hodge-pessary,  so  shaped  that  it  will  keep  the  roof  of  the 
vagina  on  the  stretch,  so  as  to  obviate  the  disposition  to  con- 
tract, which  the  scar  frequently  manifests.  I  have  seen 
extensive  cicatrices  gradually  disappear  under  the  continual 
stretching  of  a  Hodge-pessary.  In  one  case,  that  of  a  lady 
who  had  suffered  extensive  sloughing  after  labour,  the  vagina 
was  very  contracted.  But  in  a  year  the  canal  was  so  nearly 
restored  to  its  natural  state  that  she  subsequently  bore  a  child 
at  term  without  artificial  aid.  Fig.  167  represents  a  not  un- 
common form  of  utero-vaginal  cicatricial  band.  Eaised  on  the 
finger  it  is  made  tense  for  division. 

There  are  four  kinds  of  fistulcs  of  the  genital  organs — 1. 
Between  the  bladder  or  urethra  and  vagina ;  the  most  com- 
mon. 2.  Between  bladder  and  uterus ;  rare.  3.  Between 
rectum  and  vagina ;  not  very  rare.  4.  Between  rectum 
and  uterus ;  very  rare.  To  these  might  be  added  uterine 
fistulas,  communicating  with  an  abscess  in  the  pelvis ;  and 
fistulas  opening  into  the  vagina  from  perimetric  abscesses  or 
retro-uterine  hematocele. 

The  most  common  seat  of  the  vesico -vaginal  fistula  is  near  or 
half  an  inch  below  the  anterior  edge  of  the  os  uteri.   This  is  the 
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part  which  is  most  liable  to  compression  between  the  child's  head 
and  the  os  pubis  during  labour.  It  is  not  so  often  the  result  of 
laceration  as  of  mortification  from  protracted  pressure.  I  have 
no  doubt  that  in  many  cases  the  mortification  has  been  due  to 
the  pressure  of  an  edge  of  the  short  straight  forceps,  the  instru- 
ment having  been  applied  according  to  the  old  and  erroneous 
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cicatricial  band  binding-  os  uteri  to  roof  op  vagina. 

law,  one  blade  behind  the  pubes.  In  these  cases  the  urine  may 
either  be  retained  for  a  few  days  after  labour,  or  it  may  flow  by 
the  urethra  with  more  or  less  pain.  But  at  the  end  of  a  week 
or  so  the  patient  becomes  conscious  that  her  water  runs  away 
by  the  vagina  more  or  less  continuously ;  in  fact,  that  she 
cannot  hold  it;  that' she  is,  as  the  expression  goes,  "always 
wet."  Excoriation  of  the  external  genitals  is  a  frequent  con- 
sequence. Sometimes,  in  the  recumbent  posture,  the  vulvar 
sphincter  being  unimpaired,  the  vagina  forms  a  pouch,  which 
will  retain  a  considerable  quantity  of  urine,  acting  the  part  of 
a  subsidiary  bladder.  But  on  rising  or  exertion  this  accumu- 
lation is  discharged,  and  the  dribbling  goes  on.  The  incon- 
tinence begins  from  the  falling  of  the  slough.  This  leaves  a 
hole  in  the  septum  between  bladder  and  vagina,  the  edges  of 
which  gradually  cicatrize.  In  this  process  the  hole  contracts, 
often  so  much  that  there  may  be  great  difficulty  in  finding  it. 
But  a  hole  that  will  barely  admit  a  fine  probe  is  big  enough  to 
drain  off  the  urine  as  fast  as  it  is  secreted.  The  hole  may  be 
big  enough  to  admit  the  tip  of  the  finger.  The  greater  part  of 
the  urethra  may  be  destroyed.  In  some  cases  the  lower  seg- 
ment of  the  uterus  is  lost,  as  well  as  the  base  of  the  bladder. 
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The  anterior  lip  of  the  os  uteri  is  not  uncommonly  lost.  In  one 
case  lately  under  my  care  no  cervix  could  be  found.  There  was 
nothing  in  the  roof  of  the  vagina  to  be  found,  but  a  fistulous 
opening  admitting  the  tip  of  the  finger.  This  was  cured  in  two 
operations ;  and  the  patient  menstruated  through  the  bladder. 

The  diagnosis  is  established  by  sight  and  by  touch.  When- 
ever incontinence  of  urine  has  come  on  after  labour,  examination 
by  finger  and  sound,  and  by  speculum  is  indicated.  The 
patient  lying  on  her  left  side,  the  catheter  or  sound  is  passed 
into  the  bladder,  and  the  forefinger  in  the  vagina  carried  to  the 
os  uteri,  and  then  brought  down  along  the  course  of  the 
urethra,  feeling  for  the  sound  through  the  fistula,  if  one  exists. 
Generally  the  puckered  cicatrix  of  the  fistula  is  felt,  and  guides 
to  the  opening.  Through  this  opening  is  felt  projecting  a 
velvety  nipple-like  mass,  the  mucous  membrane  of  the  bladder. 
Through  this  the  point  of  the  sound  is  sometimes  carried  from 
the  bladder.  This  evidence,  complete  in  itself,  maybe  extended 
by  the  use  of  Sims'  speculum.  The  perinseum  being  lifted  away 
the  aperture  may  usually  be  seen ;  the  mucous  membrane  of 
the  bladder  bulging  like  a  cherry  or  a  raspberry,  and  urine 
oozing  or  dribbling  through  it.  The  point  of  the  sound  may 
be  seen  in  the  fundus  of  the  vagina. 

In  the  case  of  recto-vaginal  fistula,  the  opening  may  have 
become  so  contracted  that  escape  of  faeces  into  the  vagina  is 
only  occasional,  that  is,  when  the  stools  happen  to  be  liquid. 
It  may  require  some  pains  to  detect  the  opening.  It  usually 
lies  rather  low  down,  at  the  point  where  the  floor  of  the  peri- 
nseum begins  to  incline  forward  from  the  hollow  of  the  sacrum. 
It  may  be  made  evident  by  finger  and  sound. 

Operations  for  Vesico-vaginal  and  Recto-vaginal  FistuJce. — 
Experience  is  now  so  ample  that  a  decided  conclusion  can  be 
arrived  at  as  to  the  best  method  of  proceeding.  The  complicated 
methods  in  which  shot,  splints,  lead-plates,  and  other  mechanical 
contrivances  constituted  such  an  essential  part,  are  now  either 
discarded,  or  ought  to  be  so.  All  have  given  way  to  a  very 
simple  proceeding.  The  instruments  really  useful  are  very  few. 
1.  A  Sims'  speculum.  2.  A  good  forceps  to  hold  the  edge  of 
the  fistula  whilst  paring  ;  some  surgeons  use  a  hook.  I  have 
contrived  a  forceps  which  answers  admirably  for  this  purpose. 
It  has  the  great  advantage  of  seizing  accurately  a  long  strip  of 
membrane  without  tearing  through.  3.  Right  and  left-handed 
fistula-knives  set  at  an  angle  of  45°,  and  a  straight  one. 
4.  Small  stout  needles,  straight  for  about  an  inch  from  the 
edge,  and  then  gently  curved  at  the  point.  5.  A  forceps  with 
leaded  bite  and  a  sliding  catch  to  hold  the  needles  at  any 
required  angle.  6.  Fine  silver  or  iron  wire,  Chinese  silk  or 
catgut. 

The  tubular  needles  through  which  wire  is  propelled  by  a 
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cog-wheel,  are  really  clumsy  contrivances.  They  are  very  apt 
to  disappoint  at  the  critical  moment,  and  are  not  so  easy  to 
manipulate  accurately  as  the  simple  needles  described.  If  wire 
be  preferred,  the  ingenious  tubular  wire  clamps  of  Dr.  Aveling 
for  closing  the  wound  answer  best.  The  two  ends  of  each 
suture  are  passed  through  a  tube,  this  is  then  run  down  to  the 
wound  by  the  fingers,  bringing  the  edges  accurately  together, 
and  the  tube  is  then  secured  by  a  perforated  shot.  The  advan- 
tages of  this  contrivance  are :  accurate  closure  of  the  wound  by 
avoiding  twisting ;  and  great  facility  in  removing  the  sutures, 
it  being  simply  necessary  to  cut  the  tube  across,  when  an  end  of 
suture  is  always  found,  and  easily  withdrawn  by  forceps.  I  have 
used  this  several  times  with  success.  But  the  simple  silk  suture 
answers  equally  well.  It  was  long  thought  that  the  recent 
success  attained  was  due  to  the  use  of  silver  or  iron  sutures. 
Grosset  led  the  way  by  curing  a  case  with  silver-gilt  wire  in 
1834.  Sims  and  others  adopted  metal  wire.  But  the  experience 
of  Charles  Brooke  has  been  strangely  overlooked  in  the  history 
of  this  operation.  This  surgeon  thirty  years  ago  cured  fistuloe 
by  silk  sutures  secured  by  his  beads.  He  was  also,  as  A.  can 
testify  from  personal  observation,  eminently  successful  in  curing 
perineal  lacerations  by  silk  and  bead  sutures.  The  simplicity 
and  success  now  attained  may  be  attributed  mainly  to  the 
introduction  of  anaesthesia,  which  enables  the  operator  to  proceed 
with  deliberation  and  accuracy,  and  to  the  use  of  Sims'  duck- 
bill speculum,  which  gives  such  complete  access  to  the  part. 
An  objection  to  Sims'  speculum,  however,  is  the  necessity  for  its 
being  held  by  an  assistant,  and  its  liability  to  slip  at  a  critical 
moment.  This  is  greatly  lessened  by  using  Weiss'  speculum, 
which  can  be  fixed  to  the  patient  by  a  fenestrated  blade  applied 
outside  to  the  back. 

Before  operating  it  is  necessary  to  be  assured  that  the  parts 
are  in  a  healthy  condition.  Any  morbid  condition  of  the  cervix 
uteri  should  be  healed.  Any  constitutional  taint  should  be 
removed.  The  time  selected  should  be  a  week  after  a  menstrual 
period,  and  not,  as  a  rule,  until  three  months  after  recovery 
from  labour.  No  operation  should  be  done  during  gestation. 
The  bowels  should  be  relieved  by  castor-oil  and  enema.  The 
position  of  the  patient  may  be  the  semi-prone  or  the  lithotomy 
position.  If  the  latter  be  preferred,  the  hands  are  fastened  to 
the  ankles  by  Prichard's  wristbands  and  anklets.  Assistants 
on  either  side  support  the  legs,  and  by  retractors  or  fingers 
help  to  keep  the  vulva  open  ;  another  holds  back  the  perinseuni 
by  a  Sims'  speculum.  The  operator  seizes  the  margin  of  the 
fistula  by  a  suitable  toothed  forceps  or  hook,  and  pares  off  a 
circular  strip  of  the  mucous  membrane  of  the  vagina,  including 
the  cicatricial  tissue  of  the  edge,  but  carefully  avoiding  the 
mucous  membrane  of  the   bladder.     The  edges  should  be 
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bevelled  off,  making  the  pared  surface  oblique,  so  that  whilst 
the  vaginal  mucous  membrane  is  cut  away  for  about  half  an 
inch  all  round  the  fistulous  opening,  the  opening  in  the  bladder 
itself  is  not  enlarged.  The  bleeding  is  not  often  great.  A 
little  time  may  be  given  to  stop  it  by  syringing  with  ice-cold 
water  and  pressure  with  sponges.  The  sutures  are  then  to  be 
passed,  the  needle  entering  and  coming  out  a  good  half-inch 
beyond  the  fresh  pared  edge.  They  should  take  in  the  entire 
thickness  of  the  pared  edge,  but  avoid  the  mucous  membrane  of 
the  bladder.  They  should  be  about  four  or  five  to  the  inch. 
They  should  not  be  drawn  tight  until  all  are  passed.  When 
tied  it  is  useful  to  test  the  accuracy  of  the  closure  by  trying  the 
interspaces  of  the  sutures  by  a  fine  bent  probe.  If  this  passes 
in,  another  suture  may  be  useful  at  the  part.  Superficial  sutures 
between  the  deep  ones  are  commonly  useful.  A  winged 
catheter  should  then  be  inserted  in  the  bladder. 

Such  is  the  simple  operation  which  is  the  outcome  of  all  the 
ingenious  and  complicated  proceedings  initiated  by  Charles 
Brooke,  and  carried  out  by  Brown,  Sims,  Bozeman,  and  nume- 
rous other  surgeons. 

The  after  treatment  consists  mainly  in  rest.  The  catheter 
should  be  taken  out  and  cleansed  daily,  care  being  taken  that 
the  reintroduction  is  done  gently.  The  sutures  may  be  removed 
on  the  sixth  or  seventh  day. 

When  the  cervix  uteri  is  involved  in  the  loss  of  substance 
it  becomes  a  question  whether  the  opening  can  be  closed  without 
also  closing  the  os  uteri.  Sometimes  it  is  necessary  to  pare  the 
posterior  surface  of  the  os  uteri,  making  this  one  side  of  the 
wound  which  is  to  be  united  to  the  neck  of  the  bladder.  In 
many  cases  the  anterior  lip  of  the  os  uteri  may  be  pared  and 
made  to  form  one  side  of  the  wound.  This,  united  with  the 
neck  of  the  bladder,  leaves  the  os  uteri  open  behind  it. 

When  the  fistula  is  vesico-uterine,  it  may  be  impossible  to 
get  at  the  fistula  itself.  In  such  a  case  Jobert  closed  the  os 
uteri.  The  urine  was  then  retained.  J.  E.  Lane,  having 
operated  in  this  manner,  found  that  the  uterus  enlarged  after- 
wards. This  was  at  first  thought  to  be  due  to  retention  of 
menstrual  fluid,  and  a  puncture  was  made  through  the  place 
of  union.  This  resulted  in  an  abortion  of  four  months'  gestation. 
It  is  conjectured  that  the  semen  got  access  along  the  track  of  one 
of  the  sutures.  The  patient  was  cured  by  repeating  the  operation. 

In  those  still  more  severe  cases  in  which  the  urethra,  neck, 
and  floor  of  the  bladder  have  been  destroyed,  various  attempts 
more  or  less  successful  have  been  made.  Jobert  proposed  to 
make  an  opening  into  the  rectum,  and  then  to  close  the  vulva 
completely.  Baker  Brown  proposed  to  make  a  new  urethra  by 
passing  a  small  trocar  through  the  tissues  under  the  pubic  arch, 
keeping  a  catheter  in  until  a  permanent  canal  is  formed,  and 
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then  making  a  new  floor  for  the  bladder  by  drawing  the  uterus 
down  and  uniting  the  sides  of  the  vagina  together.  Dr.  Kidd 
describes  a  case  in  which  a  large  opening  existed  from  the 
vagina  into  the  bladder,  through  which  the  fundus  of  the 
bladder  protruded.  There  not  being  sufficient  tissue  for 
Brown's  operation,  he  resolved  to  close  the  vagina  entirely, 
leaving  a  small  opening  anteriorly  for  the  urethra.  This  he 
did  by  paring  off  the  mucous  membrane  from  the  inner  surfaces 
of  the  labia  and  posterior  wall  of  the  vagina,  dissecting  as  high 
up  as  he  could  in  this  part,  to  avoid  making  a  pouch,  and 
having  removed  the  nymphae  anteriorly  he  placed  a  No.  10 
catheter  close  up  under  the  pubic  arch,  and  thus  brought  the 
pared  surfaces  into  contact  by  four  deep-quilled  sutures,  as  in 
the  operation  for  ruptured  perinaeum.  A  spring  pad,  like'  a 
truss  invented  by  Trelat,  of  Paris,  was  fitted  on  to  the  orifice  of 
the  urethra,  and  the  woman  was  able  to  retain  the  urine  perfectly. 

In  some  cases  of  incontinence  of  urine  the  urethral  pad 
referred  to  is  extremely  useful.  Dr.  Thomas  Chambers  showed 
me  a  case  in  which  great  relief  was  gained  by  a  similar  con- 
trivance. It  acts  as  a  substitute  for  the  natural  sphincter.  The 
transverse  obliteration  of  the  vagina  described  by  Simon  may  be 
the  last  resource. 

At  one  time  small  fistulas  were  treated  by  the  actual  cautery, 
in  the  hope  that  the  resulting  slough  would  be  followed  by  cica- 
tricial contraction  and  closure.  This  method  cannot  be  de- 
pended upon.  The  more  certain  and  scientific  procedure  by 
suture  ought  to  be  adopted  at  once. 

Yesico-vaginal  fistulae  once  fairly  healed  are  not  very  liable 
to  relapse.  But  Dr.  Bourdon  (Arch.  Gren.  de  Med.,  1872) 
reports  four  cases  of  relapse  from  Yerneuil's  clinique,  all  in 
women  who  became  pregnant. 

Lacerations  of  the  perinceum  may  be  of  various  degrees.  It  is 
practically  enough  to  consider  two.  These  are  distinguished  by 
the  retention  of  the  integrity  of  the  sphincter  ani  in  the  one  case, 
and  by  its  being  torn  through  in  the  other. 

The  loss  of  the  perineal  floor  is  attended  by  other  incon- 
veniences besides  the  increased  liability  to  prolapsus.  Indeed, 
prolapsus  uteri  does  not  always  follow  on  laceration  of  the  peri- 
neum. I  have  known  sterility  persist  until  the  perinaeum  was 
restored.  Probably  the  loss  of  the  retentive  capacity  of  the 
vagina  was  the  cause.  The  subject  feels  "  open."  She  is  con- 
scious of  being  unsound. 

When  laceration  of  the  perinaeum  is  detected  at  the  time  of 
its  occurrence,  it  is  best  to  stitch  it  up  at  once.  Three  or  four 
sutures  of  wire  or  carbolized  silk  are  applied  by  means  of  a 
needle  set  in  a  handle,  or  even  by  long  needles  held  by  forceps. 
This  is  now  a  recognised  practice  approved  by  experience.  Im- 
mediate union  usually  takes  place.    Union  is  also  sometimes 
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effected  by  keeping  the  parts  in  contact  by  means  of  "  serre- 
fines."  Indeed,  even  without  sutures,  more  or  less  perfect 
restoration  will  not  unfrequently  be  effected.  Granulations 
extend  from  the  fork  of  the  fissure  forwards,  filling  up  the 
space.  This  process  is  much  promoted  by  keeping  a  strip  of 
lint  soaked  in  solution  of  chloride  of  soda  in  the  wound.  If 
the  opportunity  of  applying  sutures  within  twelve  hours  of  the 
occurrence  of  the  injury  be  lost,  it  is  better  to  wait  for  perfect 
cicatrization,  and  the  recovery  of  the  patient  from  the  puerperal 
state.  About  three  months  after  labour  is  generally  early  enough. 

The  operation  for  restoring  the  split  perinseum  is  well  described 
by  Mr.  James  Lane  (Cooper's  Surgical  Diet.,  1872).  The  ope- 
ration, when  the  sphincter  ani  is  not  injured,  is  as  follows  : — A 
portion  of  skin  and  mucous  membrane  is  dissected  off  on  each 
side  of  the  lower  half  of  the  vulva,  so  as  to  form  a  raw  surface, 
which  should  be  about  an  inch  and  a-half  in  length  on  each 
side,  the  right  and  left  portions  being  continuous  with  each 
other  below  across  the  median  line.  It  should  be  an  inch  or 
more  in  depth  antero-posteriorly  at  the  lower  part  next  the 
anus,  but  may  diminish  to  about  half  an  inch  in  depth  towards 
its  upper  part.  It  is  better  first  to  mark  the  outline  of  the  raw 
surface  by  incisions  with  the  scalpel,  and  then  to  dissect  off  the 
mucous  membrane,  the  thinnest  possible  layer  of  which  should 
be  removed.  Care  should  be  taken  that  the  denuded  surface  is 
not  situated  too  far  outwards  upon  the  buttock,  or  too  far 
inwards  towards  the  vagina,  but  just  where  the  opposite  sides 
would  naturally  and  readily  come  in  contact.  The  deep  sutures 
which  are  to  hold  the  quills  are  next  to  be  inserted.  For  this 
purpose  the  most  convenient  instrument  is  a  strong  needle  set 
in  a  handle,  with  an  eye  near  the  point,  and  bent  at  a  right 
angle  at  about  three  and  a  half  inches  from  the  point,  the 
part  from  the  angle  to  the  point  being  slightly  curved.  This 
should  be  entered  through  the  skin  on  the  left  side  of  the 
patient,  about  an  inch,  external  to  the  cut  surface,  and  be 
brought  out  close  to  the  posterior  edge  of  that  surface, 
taking  hold  of  as  much  tissue  as  possible,  and  should  be 
then  thrust  onwards  through  the  opposite  side  at  a  corre- 
sponding depth.  The  eye  near  the  point  may  then  be  threaded 
with  a  strong  wire  suture,  and  the  needle  is  withdrawn, 
carrying  the  suture  with  it.  Mr.  Lane  uses  four  deep  sutures  of 
silver  wire,  and  fastens  them  to  perforated  ivory  bars,  which 
represent  the  quills.  Each  ivory  bar  is  perforated  with  four 
holes,  about  half  an  inch  apart.  One  of  these  should  be  ready 
threaded  with  two  pieces  of  wire,  each  piece  being  looped  through 
the  two  adjacent  holes,  and  when  these  four  sutures  have  been 
passed,  they  are  threaded  through  the  holes  in  the  second  ivory 
bar,  and,  being  drawn  tight,  the  whole  is  firmly  secured  by 
twisting  the  ends  together,  first  of  the  two  lower,  and  then  of 


OPERATION  FOR. 


869 


the  two  upper  wires.  By  having  the  wires  looped  on  the  one 
side,  no  fastening  is  required  on  that  side,  while  on  the  other 
side  two  adjacent  wires  are  fastened  simultaneously,  thus  saving 
time  and  securing  a  more  uniform  pressure  on  the  part.  The 
quill  suture  serves  to  hold  the  deep  part  of  the  cut  surfaces  in 
contact,  but  the  cutaneous  edges  must  also  be  held  together  by 
four  or  five  superficial  sutures  of  finer  wire  or  catgut. 

The  bowels  should  be  restrained  by  opium  for  seven  or  eight 
days.  A  winged  catheter  should  be  kept  in  the  bladder,  or  the 
urine  should  be  drawn  off  every  eight  hours.  The  deep  sutures 
should  be  cut  and  removed,  together  with  the  ivory  clamps,  at 
the  end  of  forty-eight  hours.  Some  oedematous  swelling  gene- 
rally takes  place,  but  soon  subsides  when  the  pressure  of  the 
quill  suture  is  removed.  If  left  longer  than  this,  irritation  and 
suppuration  is  apt  to  be  set  up,  and  no  compensating  advantage 
is  obtained.  The  superficial  sutures  need  not  be  removed  till 
the  sixth  or  seventh  day.  The  bowels  may  now  be  opened  by  a 
brisk  aperient,  followed  by  an  enema. 

In  the  cases  where  the  perinseum  has  been  torn  through  into 
the  anus,  somewhat  greater  care  is  necessary  to  secure  accurate 
contact,  and  especially  to  prevent  any  aperture  being  left  be- 
tween the  rectum  and  newly-made  perinseum.  The  latter 
untoward  result  may  be  best  avoided  by  splitting  the  recto- 
vaginal septum  for  a  short  distance  in  the  horizontal  direction, 
at  the  point  where  it  forms  a  sort  of  eperon  at  the  centre  of  the 
torn  part.  Then,  by  turning  up  the  vaginal  portion  of  the  split 
septum,  and  causing  the  two  lowest  of  the  deep  sutures  to  take 
a  hold  of  it  on  its  new  surface  as  they  are  passed  through,  it  will 
effectually  cover  the  spot  where  otherwise  recto-vaginal  commu- 
nication might  probably  be  left,  while  it  will  at  the  same  time 
increase  the  thickness  of  the  lower  part  of  the  new  perineeum.  In 
this  class  of  cases  division  of  the  sphincter  is  beneficial,  as  the 
action  of  the  muscle  otherwise  tends  to  separate  the  surfaces, 
and  especially  to  open  the  torn  angle  of  the  womb.  But  an 
incision  on  one  side  only  is  sufficient. 

In  the  still  more  severe  cases  in  which  the  recto-vaginal 
septum  is  torn  for  a  greater  or  less  extent  upwards,  the  opera- 
tion above  described  will  be  insufficient,  as  a  recto-vaginal 
communication  would  be  almost  certain  to  remain.  It  is 
therefore  necessary  first  to  unite  the  recto-vaginal  septum,  and 
afterwards  to  restore  the  perinaeum.  To  unite  the  recto- vaginal 
septum  the  edges  must  be  pared  on  each  side,  and  a  sufficient 
number  of  wire  sutures  inserted.  These  may  be  secured  by 
simply  twisting  their  ends,  no  quill  suture  being  required. 
When  union  is  complete  and  firm,  which  will  usually  be  at  the 
end  of  about  three  weeks,  the  second  operation  for  the  restora- 
tion of  the  perinseum  above  described  may  be  undertaken. 

To  secure  fine  adaptation  of  the  rectal  and  vaginal  mucous 
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and  of  the  cutaneous  structures,  the  operation  as  described  by 
M.  Hulke  is  effective  :  Two  triangular  flaps  of  vaginal  mucous 
membrane  are  first  dissected  up  ;  then  the  cleft  in  the  rectum  is 
sewn  with  three  fine  silk  sutures,  the  ends  of  which  are  left  in 
the  bowel.  Several  sutures  of  the  same  material  are  then  adapted 
to  the  vaginal  mucous  membrane  that  had  been  previously  dis- 
sected up.  Next,  the  raw  surfaces  made  by  thus  raising  the  flaps 
of  mucous  membrane  are  brought  together  with  quilled  sutures 
passed  deeply,  making  a  long  and  thick  perinseum ;  and  lastly, 
the  tegumentary  edges  of  this  are  joined  with  fine  silk  sutures. 

The  new  formations  in  the  vagina  are  not  numerous  or  fre- 
quent. They  consist  almost  exclusively  in  fibrous  tumours, 
cystic  tumours,  sarcomata,  or  the  papillary  excrescence,  and 
cancer. 

Fibrous  tumours  and  sarcomata  are  developed  in  the  fibrous  or 
muscular  coat  of  the  vagina,  and  often  but  not  invariably  are 
associated  with  similar  formations  in  the  uterus.  The  fibroid 
tumours  project  into  the  vagina,  and  sometimes  assume  a  con- 
siderable bulk.  Tumours  also  form  in  the  connective  tissue, 
between  the  rectum  and  vagina,  and  are  developed  equally 
towards  either  canal,  or  bulge  out  more  into  one  or  the  other. 

The  sarcomata  proceed  mostly  from  the  uterus,  and  from  the 
cervix. 

Mr.  Curling  (Pathol.  Trans,  vol.  i.)  describes  a  firm  solid 
tumour  growing  from  the  upper  part  of  the  vagina,  to  which  it 
was  attached  by  a  broad  peduncle,  which  commenced  just  behind 
the  meatus  of  the  urethra.  The  tumour  consisted  of  a  mass  of 
dense  fibrous  tissue  partly  arranged  in  large  lobules,  and  deve- 
loped in  the  submucous  areolar  tissue  of  the  vagina.  It  had 
been  forming  for  many  years,  and  lately  had  projected  outside 
the  vulva.  Free  bleeding  occurred  from  one  or  two  large 
vessels  at  the  posterior  part  of  the  peduncle. 

Papillary  outgrowths  are  not  so  common  in  the  vagina  as  on 
the  cervix  uteri,  but  they  sometimes  assume  a  cauliflower-shape, 
with  a  more  or  less  defined  stalk.  At  the  entrance  of  the 
vagina  they  take  the  form  of  condylomata. 

Cystic  tumours  are  occasionally  found  in  the  walls  of  the 
vagina.  Their  most  common  seat  in  my  experience  is  the 
anterior  wall,  along  the  course  of  the  urethra.  They  are 
certainly  of  rare  occurrence.  Thus  Scanzoni  says  (1856)  that 
he  had  only  met  with  one  case,  and  West's  experience  furnishes 
only  two.  Several  clear  examples  have  come  under  my  observ- 
ation. McClintock  gives  the  histories  of  two  cases.  The  origin 
and  nature  of  these  cysts  are  not  clearly  determined.  In  some 
cases  possibly  they  resemble  fibro-cystic  tumours  of  the  uterus, 
the  cystic  element  being  specially  developed.  In  others,  accord- 
ing to  Huguier,  they  originate  in  obstructed  mucous  follicles. 
Scaiizoni  says,  in  autopsies,  one  meets  with  cysts,  the  size  of  a 
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pea  or  of  a  cherry ;  but  accurate  information  always  proves  that 
these  neoplasms  were  not  developed  in  the  walls  of  the  organ, 
but  in  the  peri- vaginal  cellular  tissue.  Pokitansky  also  says 
the  primitive  seat  of  these  cysts  is  outside  the  vagina,  with 
which  they  have  only  a  secondary  relation.  This,  I  think,  I 
have  verified  in  some  cases.  Strictly  vaginal  cysts  must  be 
distinguished  from  vulvar  cysts,  which  are  not  uncommon. 
There  are  two  snecimens  of  cysts  removed  from  the  vagina  in 
Guy's  Museum,  Nos.  228180  and  228182.  I  have  removed  two 
by  wire-ecraseur.  In  one  case  it  appeared  to  me  that  the  origin 
of  the  cyst  was  a  blood-tumour  or  hsematoma.  I  have  seen 
several  hematomas  of  the  walls  of  the  vagina  not  always  trace- 
able to  labour.  The  absorption  of  the  blood  would  leave  a  cyst 
which  would  subsequently  be  filled  with  serum  or  muco-purulent 
fluid.  • 

The  treatment  consists  in  removing  the  tumours  altogether, 
if  this  can  be  done  without  involving  too  extensive  a  wound. 
Otherwise  they  may  be  ]aid  freely  open  by  bistoury,  and  the 
cavity  plugged  with  tincture  of  iodine  on  lint. 

They  sometimes  burst  and  continue  to  pour  fourth  an  offen- 
sive discharge.  There  was  recently  under  my  care  in  St. 
Thomas's  a  case  of  a  cyst  which  burst  into  the  urethra.  It  gave 
rise  to  extreme  dysuria.  It  caused  a  considerable  fl actuating 
swelling  in  the  vagina.  It  was  cured  by  free  cauterization  with 
nitrate  of  silver  of  the  cavity  of  the  cyst  through  the  urethra. 

Dr.  Gribb  described  (Path.  Trans,  vol.  v.)  a  specimen  in  which 
small  calculi  (phebolites)  were  taken  from  between  the  coats  of 
the  vagina  in  a  coloured  woman. 

Primary  cancer  of  the  vagina  is  exceedingly  rare.  McOlintock 
says  no  well-marked  and  undoubted  instance  has  fallen  under 
his  notice.  In  all  cases  of  vaginal  cancer,  the  disease  he  found 
had  spread  from  the  uterus  or  the  vulva.  Dr.  West  believes 
that  the  rarity  of  primitive  vaginal  cancer  has  been  exagge- 
rated. I  cannot  absolutely  contest  McClintoek's  statement,  but 
I  have  now  and  then  met  with  a  peculiar  contraction  of  the 
vagina  in  old  women,  attended  with  ulceration  and  offensive 
discharges,  which  I  believed  to  be  of  cancerous  nature,  and  in 
which  I  concluded  that  the  uterus  was  not  involved. 

In  one  case  which  came  under  my  care  at  the  London  Hos- 
pital, that  of  a  woman  aged  seventy,  there  had  been  for  ten  months 
a  sanguineous  discharge  of  "  dirty  white  "  colour,  pain  down 
inside  thighs  and  lower  belly,  chiefly  at  stool.  She  was  obliged 
to  lie  down;  she  felt  as  if  sitting  on  a  sharp  instrument. 
About  one  inch  up  the  vagina,  an  annular  constriction  is  felt 
just  admitting  the  finger ;  through  this  is  a  pouch,  at  the  back 
of  which  is  the  enlarged  and  hardened  os  and  cervix  uteri. 
The  sensation  is  much  as  if  the  finger  passed  through  a  fistula 
into  the  rectum.    But  passing  one  finger  into  the  rectum  and  one 
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Into  the  vagina,  the  septum  is  felt  perfect,  and  her  "  stools  pass 
the  right  way."  Blood  flowed  on  examination.  Atresia  of  the 
canal  is  not  uncommon  when  the  vagina  is  the  seat  of  cancer. 
Kare  as  is  vaginal  cancer,  there  may  occasionally  be  seen  here 
and  there  scattered  over  the  vaginal  surface  independent 
roundish,  or  flat  medullary  watery  projections,  discoid  or 
honey-comb  elevations  of  the  cauliflower  excrescence. 

The  vagina  affords,  like  the  peritoneum,  clear  opportunities  of 
observing  how  cancer  can  propagate  itself  by  contact.  Thus  it 
is  not  uncommon  to  find  a  patch  of  cancerous  growth  on  the 
opposing  surface  of  the  primary  seat  of  the  disease.  Dr. 
Cay  ley  describes  (Pathol.  Trans,  xvii.)  a  case  of  epithelioma 
propagated  by  contact  from  the  posterior  to  the  anterior  wall  of 
the  vagina. 

The  diagnosis,  presuming  that  a  digital  examination  is  made, 
is  easy.  The  rough,  hardened,  contracted  walls  of  the  vagina 
communicate  a  sensation  different  from  that  of  the  healthy,  or 
of  any  other  diseased  state  of  the  vagina.  The  examination, 
howsoever  gently  made,  is  moreover  pretty  sure  to  cause  a 
little  bleeding;  and  the  offensive  discharge  supplies  further 
evidence. 

The  course  and  terminations  of  vaginal  cancer  resemble  those  of 
uterine  cancer.  Indeed,  in  almost  every  case  vaginal  cancer  is 
but  an  ulterior  stage  of  uterine  cancer.  The  disease  extending 
deeper  invades  the  rectum  and  bladder,  leading  probably  to 
perforation.  Death  occurs  through  exhaustion,  blood-infection 
and  degradation,  mechanical  impediment  to  the  functions  of  the 
bladder,  kidneys,  and  intestines. 

In  treatment  unhappily  little  can  be  done.  There  is  no  room 
for  attempt  at  ablation.  We  can  but  seek  to  arrest  progress 
by  powerful  caustics,  and  failing  this,  fall  back  on  palliative 
measures.  Dr.  West  in  one  case  found  great  benefit  from  the 
free  use  of  acid  nitrate  of  mercury.  Three  or  four  applica- 
tions produced  complete  cicatrization  of  all  but  just  that  part 
of  the  disease  which  affected  the  roof  of  the  vagina.  There 
the  application  was  extremely  difficult,  and  there  the  disease 
spread. 

The  palliative  treatment  differs  in  no  respect  from  that 
described  as  applicable  to  cancer  of  the  uterus. 


CHAPTEB  LII. 


THE  DISEASES  OF  THE  VULVA. 

INFLAMMATION:  GENERAL  OR  PARTIAL;  OF  THE  VULVO- 
VAGINAL GLANDS ;  ABSCESSES ;  ULCERATIONS;  SLOUGHS; 
HEMATOMA ;  VARICOSITY  ;  PRURITUS ;  HYPERTROPHY  OF 
LABIA  AND  CLITORIS  ;  "  ENDERMOPTOSIS  ;"  NEUROMATA; 
CYSTS  ;  SYPHILITIC  WARTY  EXCRESCENCES  ;  LUPUS  ; 
CANCER ;  MELANOSIS ;  VASCULAR  EXCRESCENCE  OF  THE 
MEATUS  URINARIUS  ;  FISSURE  OF  THE  VULVA.  COCCYGO- 
DYNIA. 

Some  of  the  diseases  of  the  vulva  are  marked  by  exquisite 
pain.  The  free  distribution  of  sentient  nerves,  the  richness  and 
complexity  of  the  vascular  apparatus,  and  the  multiplicity  of 
the  delicate  organs  accumulated  in  this  region  account  for  this 
feature.  Another  condition  to  be  noted  is  the  active  reflex 
association  with  the  nervous  centres,  cerebral  and  spinal.  This 
is  remarkably  manifested  when  we  induce  anaesthesia  to  facili- 
tate examination  or  operations.  The  vulva  seems  almost  the 
last  part  in  which  the  reflex  irritability  is  suspended.  The 
reactions  upon  the  general  nervous  system  are  often  complicated 
and  distressing,  and  are  not  seldom  overlooked.  In  addition  to 
these  conditions,  which  always  exist,  there  is  often  found  a 
morbid  neurotic  element  inherited  or  acquired,  or  a  blood  dys- 
crasia  or  diathesis,  as  gout. 

Inflammation  of  the  vulva — vulvitis — may  be  partial,  that  is, 
limited  to  a  part  of  the  structures  of  the  vulva,  as  to  one  vulvo- 
vaginal gland  and  one  labium ;  or  it  may  be  general,  that  is, 
involving  all  the  structures  of  the  vulva  on  both  sides.  It  may 
be  limited  to  the  vulva,  which  is  not  uncommon,  or  it  may  be 
complicated  with  colpitis. 

The  vulva  is  liable  to  various  forms  of  inflammation :  Ery- 
thema, phlegmonous  inflammation  of  the  labia,  acute  or  chronic, 
furuncle,  erysipelas,  herpes,  eczema,  prurigo,  and  the  follicular 
inflammation  of  Huguier.  (Edema  is  a  frequent  complication 
of  these  affections.    They  often  leave  a  degree  of  thickening, 
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hypertrophy,  or  sclerosis  of  the  tissue  of  the  nymphae,  clitoris, 
or  vulva. 

Inflammation  of  Bartholin's  glands  is  frequently  caused  hy 
unclean  sexual  intercourse,  especially  of  a  gonorrhceal  character. 
I  have  seen  a  chronic  inflammation,  which  had  lasted  ten 
months,  disappear  quickly  under  no  other  treatment  than  iodide 
of  potassium.  I  had  suspected  syphilitic  disease.  It  may  be 
the  result  also  of  want  of  cleanliness,  and  the  irritation  produced 
by  the  retention  and  partial  drying  of  leucorrhoeal  discharges. 

Inflammation  having  attacked  the  substance  of  the  gland, 
causes  extreme  pain  from  the  distention  of  the  gland  within  its 
capsule  and  the  surrounding  connective  tissue.  The  inflammation 
may  be  limited  to  the  gland  and  its  duct,  or  may  spread  to  the 
loose  connective  tissue  around.  In  either  case  abscess  may  form. 
"When  the  gland  is  the  chief  seat  of  the  inflammation,  a  swell- 
ing forms  of  an  ovoid  shape,  distending  one  labium  major,  and 
causing  it  to  protrude  so  as  to  overlap  and  conceal  the  labium 
on  the  other  side.  The  surface  of  the  tumour  is  usually  vivid 
red,  shining  from  tension,  and  bathed  with  a  serous  mucus.  The 
size  varies  from  that  of  a  pigeon's  egg  to  that  of  a  hen's  egg. 
Bulging  over  towards  the  opposite  side,  it  narrows  the  entrance 
of  the  vulva  so  that  the  introduction  of  the  finger  causes  exqui- 
site pain.  It  is  generally  possible  to  detect  the  orifice  of  the 
duct  of  the  gland  on  the  inner  surface  of  the  labium.  Pus 
accumulating  in  the  gland  may  from  time  to  time  force  its  way 
out  of  the  duct,  then  collect  again.  But  most  often  this  mode 
of  evacuation  is  imperfect,  and  great  distention  is  the  result. 
Even  when  the  abscess  has  burst,  an  obstinate  secretion  of  pus 
may  go  on  for  an  indefinite  time.  The  subjective  symptoms 
are  intense  pain  and  a  sense  of  throbbing  in  the  part. 

When  the  inflammation  spreads  to,  or  has  its  chief  seat  in  the 
cellular  tissue  of  the  labium,  the  symptoms  and  appearances 
are  similar.  Perhaps  the  pain  is  less ;  but  pain  is  a  relative 
term,  often  more  expressive  of  individual  susceptibility  than  of 
the  intensity  of  the  disease,  so  that  no  conclusion  can  be  drawn 
from  this.  Where  the  cellular  tissue  is  affected,  the  swelling 
extends  much  beyond  the  limits  of  the  gland.  It  may  termi- 
nate in  resolution,  but  suppuration  is,  I  think,  the  more  common 
event.    In  this  case  fluctuation  soon  becomes  evident. 

Abscess  of  the  gland  itself  will  not  often  burst.  After  a  time 
the  inflammation  may  even  subside,  and  the  cyst  formed  may 
be  tolerated.  I  have  known  many  examples  of  this  condition. 
It  is  nevertheless  desirable  to  lay  them  open  when  detected,  as 
they  may  at  any  time  be  the  occasion  of  renewed  trouble. 

In  the  treatment  of  inflammation  of  the  labia  majora  and 
Bartholini's  gland,  the  first  thing  to  enjoin  is  rest.  Indeed,  this 
injunction  is  not  very  likely  to  be  disregarded,  the  pain  on 
movement,  especially  in  the  upright  posture,  is  too  agonizing 
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for  that.  If  suppuration  has  not  begun,  leeches,  poultices,  and 
lead  lotion  give  most  relief,  and  dispose  to  resolution.  When 
the  formation  of  pus  is  made  out,  a  tolerably  free  incision  should 
be  made.  As  the  part  is  very  vascular  free  bleeding  may  follow ; 
but  this  gives  such  obvious  relief  that  it  ought  not  to  be  imme- 
diately stopped.  If  it  goes  beyond  desirable  bounds  it  can 
be  readily  stopped  by  compresses  alone,  or  by  a  tent  soaked 
in  perchloride  of  iron.  A  poultice  should  be  applied  after 
the  incision.  An  abscess  of  the  cellular  tissue  thus  treated 
will  commonly  heal  without  further  trouble.  But  if  it  is  the 
result  of  inflammation  of  the  gland  itself,  something  more  may 
be  necessary.  The  contents  of  the  inflamed  Bartholini's  gland 
are  not  always  simple  pus ;  a  glairy  tenacious  mucus  often  is 
mixed  with  pus.  The  distention  may  have  produced  a  cystic 
dilatation  of  the  gland,  the  inner  surface  of  which  will  secrete 
even  after  it  is  laid  open,  unless  its  character  be  changed  by  the 
free  application  of  some  strong  escharotic  or  irritant.  I  have 
never  found  any  trouble  with  these  cysts,  if  their  cavity 
be  stuffed  with  a  strip  of  lint  soaked  in  tincture  of  iodine. 
They  quickly  shrivel  up ;  the  remaining  cavity  gets  filled  by 
granulations. 

If  abscesses  of  the  vulva  are  allowed  to  burst,  or  have  been 
insufficiently  laid  open,  fistulous  tracts  are  apt  to  form,  which 
keep  up  great  irritation  and  discharge,  and  even  inflammation 
and  induration  of  the  tissues  around.  The  treatment  of  these 
sinuses  consists  in  giving  them  a  free  external  opening,  and  in 
injecting  a  solution  of  iodine  into  their  tract. 

Ulcerative  loss  of  substance  occurs  in  the  form  of  excoriations, 
superficial  ulcers,  and  small  follicular  and  larger  abscesses.  The 
vulva  is  also  liable  to  lupus  and  syphilitic  sores. 

Sloughs  of  the  vulva  are  especially  apt  to  follow  severe 
labour.  They  may  occur  after  typhoid,  scarlatina,  diphtheria, 
and  may  be  primary,  as  in  the  noma  of  young  children. 
Sloughs  following  labour  may  result  in  various  degrees  of  cica- 
tricial atresia. 


Hemorrhages  of  the  Vulva. 

Hsematoma.  or  thrombus  of  the  labia  majora,  is  produced 
under  the  obstruction  caused  to  the  return  of  blood  by  the 
advancing  head  during  labour,  and  also  by  the  bruising  and 
laceration  occasioned  by  the  passage  of  the  head.  It  may  also 
proceed  from  submucous  rupture  of  varicose  veins.  It  sometimes 
attains  the  size  of  a  fist,  or  even  of  a  child's  head,  and  con- 
sists sometimes  more  in  a  diffused  extravasation  of  blood  in  the 
connective  tissue  of  the  labia,  sometimes  rather  in  a  collection 
of  blood  poured  out  into  a  sac  formed  by  rending  away  of  the 
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mucous  membrane  from  the  underlying  tissues.  If  the  mucous 
membrane  be  torn  through,  free  external  bleeding  may  ensue. 
The  extravasation  may  spread  upwards,  dissecting  the  mucous 
membrane  up,  and  burrowing  behind  it  far  into  the  pelvis. 
Suppuration  at  times  takes  place  in  the  sac,  and  gives  rise  to 
repeated  bleedings.  I  have  seen  a  marked  case  of  haeniatonia 
of  the  clitoris  and  urethra. 

The  pudenda  are  subject  to  a  varicose  dilatation  of  the  vessels, 
a  condition  which  may  prove  serious.  During  pregnancy  the 
vaginal  and  pudendal  plexuses  become  still  more  highly  de- 
veloped ;  the  augmented  afflux  of  blood,  and  the  occasionally 
increased  obstacle  to  its  return  from  the  pelvis,  may  lead  to  con- 
siderable dilatation  of  these  plexuses.  The  inside  of  the  vulva 
and  lower  part  of  vagina  at  times  assume  a  distinctly  convo- 
luted appearance,  owing  to  the  prominence  of  the  vessels  ;  these 
bulge  forth  turgid,  elastic,  deep  red,  or  purple. 

In  this  condition  should  a  breach  of  surface  take  place  at  any 
point,  profuse,  even  fatal  bleeding  may  easily  occur.  A  blow 
may  rupture  the  vessels  by  bruising  them  against  the  pubic 
bones.  Simpson  says,  "  In  the  Scotch  law  courts  during  the 
last  five-and-twenty  years  a  considerable  number  of  trials  have 
taken  place  in  consequence  of  women  bleeding  to  death  after 
sustaining  some  injury  of  the  pudenda.  In  most  of  these 
cases  all  that  was  alleged  as  the  cause  of  death  was  that  the 
woman  had  received  a  kick  on  the  part  at  the  time  she  was 
pregnant,  and  that  a  slight  laceration  had  been  produced,  from 
which  the  fatal  haemorrhage  took  place."  Some  years  ago  a 
butcher  was  tried  at  Bristol  for  killing  a  married  woman.  Rup- 
ture of  the  pudendal  vessels  had  taken  place  during  coitus. 
But  rupture  of  the  gorged  vessels  may  occur  spontaneously,  that 
is,  without  any  direct  violence  to  the  part. 

Varicose  veins  of  the  legs  during  pregnancy  may  present  a 
similar  state  of  turgidity,  entailing  a  like  danger.  I  have  known 
a  woman  bleed  to  death  from  a  slight  injury  inflicted  on  a  bunch 
of  such  veins. 

The  varicose  condition,  of  which  the  foundation  was  laid  in 
pregnancy,  persists  more  or  less  when  the  pregnancy  is  ended. 
The  affected  vessels  become  less  turgid,  but  may  undergo 
changes  disposing  to  danger  in  another  way.  Thrombosis 
taking  place  in  them,  necrosis  of  the  walls  of  the  vessels  may 
ensue,  and  thus  becoming  perforated,  may  be  the  source  of 
haemorrhage  or  ulcers ;  inflammation  of  a  low,  sometimes  ery- 
sipelatous type  is  common. 

When  haemorrhage  takes  place  from  varicose  vessels  of  the 
vulva  or  vagina,  the  one  effectual  remedy  is  pressure.  This 
must  be  firmly  applied.  The  best  way  is  by  plugging  the 
vagina  above  and  down  to  the  level  of  the  bleeding  points. 
The  horizontal  posture  and  moderate   diet   of  course  will 
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be  enforced,  Simple  compresses  dipped  in  cold  water  will 
answer  the  purpose.  But  occasionally  it  may  be  found  desir- 
able to  soak  them  in  a  solution  of  perchloride  of  iron. 

Although  pregnancy  is  the  usual  antecedent  of  varicose  veins, 
I  have  known  very  severe  cases  which  could  not  be  traced  to 
this  condition. 

Pruritus  is  one  of  the  most  distressing  of  the  affections  of  the 
vulva.  It  is  associated  with,  or  dependent  upon,  a  variety  of 
conditions,  so  that  it  may  generally  be  regarded  as  symptom- 
atic. Before  determining  upon  a  course  of  treatment,  it  is  a 
clear  indication  to  investigate  thoroughly  the  state  of  the  pelvic 
organs,  and  even  to  study  the  general  condition  of  the  system.  In 
some  cases  the  irritation  depends  upon  diabetes.  In  some  there 
is  a  gouty  diathesis  or  lithiasis,  the  blood  carrying  irritating 
elements  to  every  organ  and  tissue  of  the  body ;  pain  is  especially 
evoked  in  certain  elected  parts,  the  vulva  being  one  of  these. 
In  some  there  is  congestion  or  inflammation  of  the  cervix  uteri, 
and  the  attendant  discharges  appear  to  be  the  immediate  cause 
of  the  vulvar  pruritus  ;  but,  in  some  instances,  there  is  pruritus, 
intra- vaginal,  as  well  as  pudendal,  without  any  discharge.  Then, 
in  a  considerable  number  of  cases,  there  is  obvious  pudendal 
disease,  as  herpes,  eczema,  erythema,  scabies,  pediculi. 

In  some  apparently  inflammatory  cases,  it  is  difficult  to  say 
whether  inflammation  or  neurosis  predominates.  In  many  of  the 
most  painful  of  these  disorders  there  is  no  very  obvious  inflam- 
mation, and  in  others,  where  inflammation  is  obvious  enough, 
the  pain,  although  generally  troublesome,  is  more  endurable. 
Some  of  them  have  been  described  under  the  head  of  climacteric 
diseases.  It  is  at  this  period  that  the  most  troublesome  cases 
occur.  This,  indeed,  is  especially  the  epoch  of  irregular  dis- 
orderly nervous  affections.  But  other  forms  may  occur  in  young 
women,  married  or  single.  One  form  especially  arises  during 
pregnancy,  a  time  when  the  nervous  system  is  in  a  state  of 
peculiar  erethism,  and  when  the  seat  of  the  pruritus  is  peculiarly 
vascular  and  hypersesthetic.  I  have  seen  a  very  troublesome 
form  in  single  young  women  following  a  sedentary  occupation 
as  governesses.  The  sitting  may  have  an  injurious  local  effect, 
but  probably  emotional  and  other  centric  nervous  conditions 
may  be  influential.  And  this  may,  I  think,  be  stated  as  a 
general  proposition :  there  must  be  exaggerated  centric  irrita- 
bility as  well  as  an  eccentric  irritation  to  produce  the  marked 
forms  of  pruritus.  Indeed,  it  is  not  uncommon  to  find  in 
obstinate  cases  that  a  general  irritation  or  hyperesthesia  of  the 
whole  skin  becomes  gradually  developed. 

It  is  remarkable  that  most  of  these  painful  affections  of  the 
vulva  are  aggravated  at  the  menstrual  epochs.  This  is  due,  no 
doubt,  to  the  exalted  centric  irritability  attending  ovulation,  as 
well  as  to  the  increased  local  vascular  fluxion.     A  similar 
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exacerbation  is  observed  in  neuralgia  of  the  face  and  other 
parts.  Indeed,  there  are  cases  of  intense  vulvar  pruritus  where 
no  local  lesion  can  be  detected,  which  might  with  propriety  be 
called  vulvar  neuralgia. 

A  considerable  proportion  of  cases  are  due  to  inflammation  of 
the  structures  about  the  vulva.  These  are  already  described. 
A  not  uncommon  form  in  climacteric  women  tending  to  obesity 
is  eczema.  In  cases  of  this  kind  the  disease  is  not  limited  to 
the  vulva  but  extends  to  the  dependent  fold  of  the  abdomen, 
to  the  folds  of  the  groins,  to  the  upper  parts  of  the  thighs ;  in 
fact,  to  all  those  skin-surfaces  which  overlap  each  other  and 
chafe.  The  skin  loses  its  natural  epidermal  character,  becomes 
moist,  red,  angry-looking,  approaching  to  the  appearance  of 
inflamed  mucous  membrane.  Sometimes  aphthous  or  diphtheritic 
patches  form.  The  labia  majora  are  often  much  swollen,  even 
hypertrophied.  Minute  vesicles  or  pustules  give  place  to  scabs. 
Sometimes  little  abscesses  form  and  burst. 

I  have  seen  pruritus  from  eczema  brought  on  by  gonorrhoea, 
and  the  use  of  irritating  lotions.  In  one  such  case,  that  of  a 
young  woman,  a  pustular  eczema  spread  all  over  the  mons 
Yeneris,  the  labia,  and  inner  side  of  the  thighs.  Nitrate  of 
silver  had  been  used  freely  without  benefit.  She  was  cured  by 
healing  the  attendant  metritis  and  vaginitis,  and  by  the  local 
application  of  zinc  ointment. 

Pruritus  is  not  uncommon  in  connection  with  cancer  of  the 
uterus  or  vagina.  My  observation  confirms  the  statement  of 
McClintock  that,  in  many  cases,  pruritus  of  the  vulva  is  one  of 
the  earliest  symptoms  of  cancer  of  the  womb. 

In  some  cases  the  pruritus  is  due  to  the  breeding  of  pediculi. 
These  are  effectually  treated  by  mild  mercurial  ointments.  In 
hospital,  the  nurses  ask  for  stavesacre  for  this  purpose.  It 
answers  well.  But  there  are  other  cases  in  which  the  affection 
is  in  no  way  associated  with  parasites,  which  are  remarkably 
benefited  by  stavesacre.  The  prurigo  senilis,  for  example,  is 
successfully  treated  by  Mr.  Balmanno  Squire's  formula,  consist- 
ing of  oil  of  the  seeds  1,  lard  7.  In  this  disease  I  have  also 
seen  great  advantage  from  the  application  of  a  pasma  formed 
of  flower  of  sulphur  and  water. 

A  not  uncommon  form  of  vulvitis  is  the  vulvar  folliculitis  of 
Huguier.  This  affects  the  labia  majora,  the  external  aspect  of 
the  labia  minora,  the  genito- crural  folds,  and  is  limited  to  the 
sebaceous  glands  and  hair- bulbs  of  these  parts.  These  parts 
appear  slightly  swollen,  rosy,  and  are  the  seat  of  small  elevations 
due  to  inflammation  of  the  sebaceous  glands  and  hair-bulbs. 
These  are  very  numerous,  are  at  first  small,  then  enlarge,  and 
resemble  pustules,  and  soon  suppurate.  Bursting,  they  discharge 
an  irritating,  offensive,  purulent  matter.  This  vulvitis  is 
frequently  complicated  with  erythema,  ecthyma,  sometimes 
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with  oedema,  erysipelas,  or  abscess.  It  is  principally  observed 
during  pregnancy,  when  this  secretory  apparatus  is  very  active. 

In  a  variety  called  " mivite  folliculeuse"  by  Robert,  the 
mucous  membrane  of  the  vestibule  and  that  covering  the 
interior  of  the  crypts  only  are  affected.  The  mucous  crypts 
present  at  their  orifices  a  vivid  red  areola  ;  their  cavities  enclose 
a  droplet  of  pus,  which  can  be  squeezed  out.  This  vestibular 
vulvitis,  Robert  says,  is  always  more  or  less  allied  to  urethral 
blennorrhagia. 

Treatment. — The  inflammatory  forms  or  complications  of 
pruritus  are  best  treated  by  soothing  applications.  Oxide  of 
zinc,  oxide  of  bismuth,  Fuller's  earth,  in  ointment  or  lotion, 
or  mixed  with  glycerine,  are  especially  useful.  I  have  seen  the 
most  satisfactory  result  from  the  linimentum  calcis  applied  on 
strips  of  lint. 

The  local  treatment  must  first  of  all  be  directed  to  prevent  the 
affected  surfaces  from  lying  in  contact,  and  from  chafing.  The 
dependent  abdomen  must  be  well  supported  by  an  abdominal 
belt.  The  labia  must  be  guarded  from  the  groins  and  thighs 
by  interposing  shreds  of  lint  soaked  in  glycerine  and  bismuth, 
in  lead-lotion,  in  the  lime-liniment,  in  glycerine  of  borax,  in  a 
solution  of  cyanide  of  potassium  in  glycerine ;  or  sometimes 
alkaline  solutions  of  potash  or  soda  are  very  effective ;  weak  solu- 
tions of  kreasote  or  carbolic  acid  are  useful  in  some  cases.  When 
small  pustules  form,  painting  the  surface  over  with  a  solution 
of  nitrate  of  silver,  a  drachm  to  the  ounce,  is  often  very  useful ; 
it  sometimes  allays  pain  in  a  remarkable  manner. 

Constitutional  treatment  is  often  of  the  greatest  importance. 
It  is  necessary,  in  the  first  place,  to  remove,  if  we  can,  any 
complicating,  local,  or  general  disease.  In  women  who  have 
reached  the  climacteric,  in  whom  there  is  probably  a  gouty  or 
lithic  acid  diathesis,  strict  attention  must  be  paid  to  the  correc- 
tion of  this  state.  Alteratives,  mercurial  salines,  alkalies,  aloes, 
colchicum,  podophyllin,  taraxacum,  are  often  indicated.  The 
peculiar  nervous  condition  of  the  climacteric  age  must  be  studied. 
Bromide  of  potassium  in  large  doses  is  of  essential  service. 
Digitalis  and  aconite  are  useful.  Sometimes  we  are  compelled 
to  resort  to  more  decided  narcotics,  as  opium  or  chloral. 

When  clear  urine  and  well-acting  bowels  indicate  that  the 
blood  is  comparatively  freed  from  lithic  acid  and  other  impurities, 
tonics  as  bark  or  quinine  are  often  useful.  Grueneau  de  Mussy 
insists  that  a  gouty  or  other  diathesis  is  often  present.  He 
advises  the  use  of  small  doses  of  arsenic.  Such  patients  should 
avoid  stimulants,  especially  beer ;  and  moderate  exercise  in  the 
open  air  should  be  enjoined. 

When  the  inflammatory  condition  is  subdued,  we  may  try  in 
succession  a  variety  of  local  measures.  Grueneau  de  Mussy 
recommends  the  following  means  : — Emollient  baths  containing 
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poppy,  or  laurocerasus,  belladonna,  aconite,  or  pulverized  water 
with  belladonna ;  a  weak  solution  of  bichloride  of  mercury, 
alkaline  washes,  glycerine  with  calomel,  tannin  or  benzoin. 
Intra- vaginal  washes  of  decoctions  of  rice  and  poppy-heads  are 
useful.  In  the  chronic  form,  strong  sulphur  baths,  some  hypo- 
sulphite baths,  as  those  of  Aix,  pomades  with  mercury  and 
belladonna,  carbolic  acid  lotions  come  into  use.  But  we  must 
be  prepared  to  find  some  cases  for  a  long  time  rebellious  to  all 
treatment. 

The  pruritus  of  pregnancy  is  associated  with  the  exalted 
centric  nervous  irritability  developed  by  pregnancy,  and  with 
the  increased  local  afflux  of  blood.  Leucorrhcea  generally  attends, 
and  the  vascular  fulness  exceeds  the  usual  degree.  Saline 
purgatives,  as  Piillna  or  Friedrickshall  water ;  alkaline  baths, 
as  Vichy,  which  can  be  prepared  at  home ;  or  even  bathing 
with  plain  cold  or  tepid  water  constitute  the  best  palliatives. 
Salines  and  colchicum  may  be  indicated.  Bromide  of  potassium 
may  be  useful. 

Amongst  the  acquired  abnormities  is  hypertrophy,  which 
sometimes  assumes  a  monstrous  appearance.  It  occurs  as 
elephantiasis,  and  consists  in  increase  of  volume  of  the  cutis 
and  subcutaneous  connective  tissue.  It  affects  the  entire  vulva, 
or  only  a  part,  as  the  nymphce,  or  the  labia  majora,  or  the 
clitoris.  The  mass  thus  formed  may  attain  the  weight  of 
several  pounds.  The  surface  of  the  enlarged  part  is  smooth,  or 
rough  from  irregular  growth  of  epidermis,  generally  warty, 
uneven,  tabulated.  In  these  cases  the  tumour  reproduces  all 
the  marked  characters  of  the  papillary  growth,  and  resembles 
the  condyloma.  In  its  substance  it  consists  of  dense  fibrous 
connective  tissue.  Often  the  hypertrophy  spreads  upwards 
over  the  mons  Veneris,  and  backwards  over  the  perinseum. 
Frequently  the  mass,  under  traction  of  its  own  weight,  becomes 
pedunculated,  and  its  removal  is  then  easjr.  I  have  known  the 
labia  minora  enlarged  so  as  to  form  flaps  hanging  clown  below 
the  labia  majora  to  be  a  source  of  trouble,  especially  during 
the  menstrual  periods,  when  they  swell  from  congestion, 
and  by  chafing  against  each  other  produce  irritation  and 
leucorrhoea. 

Atrophy  of  the  labia  occasionally  follows  chronic  syphilitic 
affections  of  the  vulva,  attended  by  progressive  cicatricial 
formations. 

The  clitoris  is  subject  to  abnormal  enlargement.  This,  says 
Eokitansky,  is  more  often  congenital  than  acquired.  This  is 
one  of  the  conditions  which,  especially  when  conjoined  with 
excessive  development  of  the  nymphse,  as  is  often  the  case, 
simulates  hermaphroditism.  The  gland  may  be  very  large,  and 
the  prepuce  so  developed  as  to  resemble  a  penis,  whilst  the 
enlarged  nymphse  assume  the  appearance  of  a  scrotum.  There 
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is  a  good  example  of  this  malformation  taken  from  an  infant 
in  St.  Thomas's  Museum. 

As  the  subject  of  hermaphroditism  has  little  clinical  interest, 
I  must  refer  those  who  seek  information  on  it  to  Eokitansky's 
work.* 

Little  tumours  are  sometimes  found  in  the  labia,  which 
Huguier  has  described  under  the  name  "Endermoptosis"  These 
are  due  to  hypertrophy  of  the  sebaceous  glands.  They  are  not 
painful ;  they  give  vent  on  squeezing  to  sebaceous  matter.  The 
radical  cure  is  to  cut  them  out  with  scissors. 

Neuromata  of  the  vulva  have  been  described  by  Simpson  as 
sensitive  points  and  structures  external  to  the  orifice  of  the 
urethra,  and  as  analogous  to  the  caruncles  of  this  part.  True 
small  nodular  neuromata  may  be  found  under  the  mucous 
membrane  here  as  well  as  in  other  parts  of  the  body.  They 
are  the  occasion  of  much  suffering,  and  to  obviate  this  the 
removal  of  the  offending  nodules  is  necessary; 

Vascular  outgrowths  occur  as  teleangiectasis  in  the  labia  major  a, 
and  as  the  vascular  excrescence  of  the  meatus  urinarius. 

Cysts  are  formed  sometimes  in  the  labia  majora,  and  may 
attain  a  large  size.  They  contain  a  serous,  synovia-like  colloid, 
or  a  brown  sanguineous  fluid.  Fatty  cysts  containing  hair  and 
teeth  have  been  observed.  Other  cysts  result  from  a  degenera- 
tion of  the  vulvo-vaginal  glands. 

Cystic  dilatations  are  also  formed  in  Bartholini's  glands  by  the 
occlusion  of  the  duct,  which  may  be  the  result  of  inflammation. 
In  this  case  it  is  probable  that  the  proper  glandular  structure 
undergoes  more  or  less  extensive  atrophy  or  degeneration.  The 
cyst  forming  a  tumour  which  enlarges,  the  labium  containing  it 
becomes  the  centre  of  inflammation,  swelling,  and  pain  in  this 
and  the  surrounding  parts.  The  treatment  consists  in  freely 
incising  the  cyst,  and  dressing  the  cavity  with  lint  soaked  in 
tincture  of  iodine. 

Blood  effusions  or  thrombi  may  be  the  source  of  cysts  in  the 
vaginal  wall.  The  original  thrombus  may  have  been  overlooked. 
A  woman  aged  sixty  came  to  me  at  the  London  Hospital  for 
metrorrhagia.  There  was  a  sanguineous  effusion  in  the  left 
labium  forming  a  considerable  tumour. 

Cystic  swellings  of  the  labia  majora  have  come  under  my 
notice  accidentally  when  examining  on  indication  of  other 
disease.  It  is  therefore  certain  that  after  a  time  the  inflamma- 
tion and  distress  which  are  usually  so  acute  at  first  may  subside, 
and  tolerance  ensue.  The  patients  have  become  unconscious  of 
trouble ;  but  the  mere  enlargement,  causing  more  or  less 
occlusion  of  the  vulva,  must  occasion  some  annoyance.  In 
these  cases  puncture  has  let  out  a  dirty  turbid  pus. 


*  "Lehrbuch  der  Pathologischen  Anatomie,"  3rd  ed.,  1861. 
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The  tumours  or  outgrowths  of  the  vulva  are  so  well  described 
by  M'Clintock  that  I  am  induced  to  follow  his  account.  He 
classifies  them  as — 1.  Warty  and  hypertrophic  ;  2.  Fibrous  and 
fatty ;  8.  Cystic ;  4.  Vascular  ;  5.  Cancroid  and  carcinomatous. 

The  labia  may  be  also  enlarged  from  effusions  of  blood  or 
serum,  from  the  presence  of  an  abscess  or  of  a  hernia,  or  from 
elephantiasis. 

Warty  (syphilitic)  excrescences  may  grow  from  any  part  of  the 
vulva,  but  they  most  commonly  appear  around  the  orifice  of  the 
urethra  or  of  the  vagina  ;  in  this  latter  case  they  look  like  elonga- 
tions of  the  corpora  myrtiformia.  They  are  usually  found  in 
clusters,  but  sometimes  occur  singly.  Often  three  or  four  grow 
by  a  common  root.  Their  colour  is  nearly  white,  and  their 
structure  tolerably  firm.  They  are  probably  always  of  syphilitic 
origin.  They  seldom  cause  much  pain,  but  they  cause  more  or 
less  local  irritation  and  mucous  discharge. 

At  least  two-  varieties  of  warts  are  met  with  on  the  vulva. 
One  of  these,  says  M'Clintock,  is  the  true  warty  excrescence,  the 
verruca  or  thymion  of  Celsus.  It  is  very  similar  to  the  warts 
which  appear  on  the  hands,  except  that  it  frequently  has  a 
pedunculated  shape,  the  stalk  or  neck  having  a  smaller  diameter 
than  the  body  of  the  growth.  When  of  large  size  they  are  apt 
to  be  fissured  at  the  top,  and  to  bleed  if  scratched  or  otherwise 
hurt.  They  have  the  colour  of  the  surrounding  skin,  and  do  not 
yield  any  discharge.  The  greater  labia  and  adjacent  common 
integument  are  the  parts  from  which  these  warts  generally 
spring.  Warts  of  the  other  kind  or  variety  grow  from  the 
vestibulum,  meatus  urinarius,  carunculse  myrtiformes,  or  some 
of  the  parts  ordinarily  concealed  within  the  vulvar  sinus.  Their 
structure  is  firm,  but  they  are  remarkably  pale  in  colour  and 
semi-transparent,  so  as  to  bear  much  resemblance  to  the  white 
muscular  tissue  of  fish. 

Considerable  hypertrophy  of  the  nymphse,  clitoris,  or  more 
rarely  of  the  labia  majora,  is  not  unfrequently  associated  wit?r 
these  warty  excrescences,  a  circumstance  which  M'Clintock 
suggests  strengthens  the  probability  of  their  being  due  to  some 
venereal  taint.  But  these  enlargements  frequently  occur  when 
there  are  no  warts,  and  they  may  unquestionably  occur  where 
there  is  no  syphilitic  taint.  The  syphilitic  hypertrophy  is 
generally  marked  by  a  rugous  warty  surface  ;  and  other  evidence 
of  syphilis,  either  historical,  or  still  impressed  upon  other  parts 
of  the  body,  as  the  skin  or  throat,  will  rarely  be  wanting. 
Surgeons  are  familiar  with  the  mucous  or  gummous  tubercle  or 
condylomata  of  the  anus  in  syphilitic  patients.  Not  unfrequently 
the  anus  is  affected  at  the  same  time  as  the  vulva,  and  then  the 
syphilitic  nature  of  the  vulvar  growth  is  at  once  recognised. 
The  vulvar  gummous  tubercle  greatly  resembles  that  of  the 
anus.    See  Fig.  168,  p.  883. 
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In  Bartholomew's  Museum  is  a  specimen,  No.  32.80,  of  a  large 
fibro- cellular  tumour,  which  was  attached  bj  a  broad  pedicle  to 
the  left  labium  of  a  woman  aged  thirty-five.  It  had  existed  for 
ten  years.  Three  years  previous  to  its  removal  she  had  syphilis, 
since  which  time  it  rapidly  enlarged. 


Fig.  108.— (From  M'Clintock.) 

SYPHILITIC  HYPERTROPHY  OF  LEFT  NYMTHA. 


These  growths  should  be  treated  in  the  same  manner  as  the 
gummous  tubercle  of  the  anus.  In  the  early  stage  the  warts 
may  sometimes  be  dispersed  by  astringent  and  caustic  applica- 
tions ;  keeping  the  parts  very  dry,  and  dusting  them  frequently 
with  prepared  chalk,  or  some  other  absorbing  powder,  will  occa- 
sionally remove  them.  The  syphilitic  growths  are  often  effec- 
tually treated  by  frequent  powdering  with  calomel.  A  very 
effective  application  is  painting  with  strong  acetic  acid.  This 
has  seemed  to  me  even  better  than  nitric  acid. 

But  when  the  growths  have  attained  a  considerable  size, 
extirpation  by  knife,  scissors,  ecraseur,  or  galvanic  cautery  is  by 
far  the  best  plan.  When  cut  off  on  a  level  with  the  surround- 
ing mucous  membrane  they  are  not  likely  to  be  reproduced ;  but 
if  a  portion  of  the  base  or  stem  be  allowed  to  remain,  this  is  very 
apt  to  throw  out  fresh  shoots  or  processes.  I  have  removed  a 
very  large  mass  of  syphilitic  tubercle  of  the  labia  at  an  advanced 
stage  of  pregnancy,  on  the  ground  that  during  labour  laceration 
might  occur.  It  is,  I  believe,  under  all  circumstances,  best  to 
remove  them.  Should  haemorrhage  occur  after  ablation,  it  may 
be  restrained  by  pressure  with  or  without  perchloride  of  iron, 
by  the  actual  cautery,  or  still  better  by  acupressure.  Needles 
transfixing  the  bleeding  surface  and  twisted  sutures  will  effec- 
tually stop  the  bleeding. 

Although  I  believe  the  syphilitic  excrescence  can  generally 
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be  distinguished  from  other  forms,  we  meet  in  practice  with 
growths  which  present  considerable  resemblance  to  them  where 
there  is  no  room  to  admit  the  complication  with  a  venereal  taint. 
Dr.  West  is  undoubtedly  right  in  his  statement  that  some  of 
these  belong  to  the  same  class  as  lupus,  "  and  are  quite  inde- 
pendent of  venereal  taint,  and  of  these  some  pass  by  grada- 
tions, difficult  to  seize,  into  the  same  class  with  epithelial 
cancer." 

To  these  forms  the  names  herpes  exedens,  lupus,  rodent  ulcer, 
tertiary  syphilis,  esthiomenus  (Alibert)  have  been  applied.  Hu- 
guier  adopts  the  last.  Fig.  169,  from  M'Clintock,  represents  the 
characters  of  lupus. 


Fig.  169.— (From  M'Clintock.) 

HYPERTROPHIC    LUPUS   OF   THE  VULVA. 


Cancer,  frequent  in  the  uterus,  rare  in  the  vagina,  again 
becomes  frequent  in  the  vulva. 

The  medullary  cancer  occurs  very  rarely  as  a  primary  disease 
of  the  labia.  It  is  most  commonly  a  propagation  of  the  disease 
from  the  vagina  in  association  with  cancer  of  other  organs,  and 
especially  with  medullary  warts  in  the  skin  and  consecutive 
cancer  of  the  inguinal  glands. 

More  frequent  is  the  epidermal  cancer  (cancroid),  which 
appears  as  a  proliferating  widely  spreading  degeneration  of  the 
labia  or  clitoris.    This  latter  organ  is  especially  prone  to  cancer, 
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and  like  the  same  disease  in  the  penis,  it  may  for  a  considerahle 
time  be  limited  to  the  organ.  Owing  to  its  almost  external 
position,  and  the  distress  which  the  disease  and  attendant  enlarge- 
ment produce,  it  is  generally  detected  early.  These  circumstances 
make  ablation  especially  hopeful.  It  is  not  wise  to  be  deterred 
from  operating  even  when  there  is  evidence  of  enlargement  of  the 
inguinal  glands.  A  respite  of  comparative  ease  may  at  any  rate 
be  counted  upon.  The  operation  should  be  thorough.  The 
patient  is  placed  in  the  lithotomy  position.  The  diseased  part 
is  firmly  seized  by  a  curved  Museux's  forceps,  and  drawn  out  so  as 
to  put  its  attachments  upon  the  stretch.  With  strong  scissors 
the  mass  is  cut  away  close  to  the  pubic  bones.  Free  haemorrhage 
is  likely  to  follow.  This  may  be  restrained  by  the  actual 
cautery,  or  by  very  firm  pressure  by  compresses.  A  mode  of 
proceeding  preferable  when  the  diseased  mass  can  be  fairly 
commanded  by  the  wire-loop,  is  the  galvanic  cautery. 

Beginning  in  the  clitoris,  cancer  spreads  to  the  contiguous 
structures,  and  soon  invades  the  labia  minora  et  majora.  When 
this  is  the  case,  the  prospect  of  relief  by  operation  is  much 
diminished.  Still  ablation  by  knife,  ecraseur,  or  galvanic  cau- 
tery may  in  some  cases  be  attempted. 

Where  ablation  has  to  be  abandoned,  we  must  fall  back  upon 
caustics  or  palliative  treatment.  All  the  measures  adopted  in 
the  case  of  cancer  of  the  uterus  find  application  here. 

In  St.  Bartholomew's  Museum  is  a  specimen  (No.  32.61) 
of  melanosis  of  the  labia  and  vagina.  The  parts  were  removed 
by  operation,  on  account  of  a  large  mass  of  melanotic  disease, 
which,  arising  at  the  front  part  of  the  vagina,  encroached 
equally  upon  either  labium. 

In  the  same  museum  is  another  specimen  (No.  32.42)  of  a 
labium  on  the  surface  of  which  is  an  oval  elevated  warty 
growth  of  moderately  firm  texture,  and  with  a  finely-granu- 
lated surface,  very  similar  to  the  chimney-sweeper 's  cancer  of  the 
scrotum. 

The  vascular  excrescence,  or  tumour  of  the  meatus  urinarius. 
This  is  in  many  cases  an  outgrowth  from  the  mucous  membrane 
of  the  urethra,  most  commonly  found  at  the  meatus.  At  this 
orifice  it  often  protrudes,  bulging  out  as  a  small  tumour,  some- 
times, but  rarely,  as  large  as  a  cherry.  When  it  so  bulges,  of 
course  it  is  easily  seen,  and  so  it  has  come  to  be  described  as  a 
disease  of  this  particular  spot.  But  a  similar  condition  not 
seldom  extends  a  little  distance  up  the  urethra.  The  word 
"  vascular "  gives  a  good  idea  of  its  appearance.  It  may 
be  roughly  described  as  an  outgrowth  of  vessels  loosely  held 
together  in  a  mass  by  a  little  connective  tissue,  and  covered 
by  a  thickened  mucous  membrane.  The  surface  is  irregular, 
a  little  lobulated,  deep  red  or  blue-red.  It  is  soft,  difficult  to 
seize  with  tenaculum  or  forceps,  it  so  readily  breaks  down.  The 
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morbid  mass  and  appearance  are  generally  bounded  by  the  mar- 
gin of  the  urethral  orifice,  that  is,  the  growth  seems  to  be  peculiar 
to  the  urethral  mucous  membrane  ;  it  stops  abruptly  at  the 
mucous  membrane  of  the  vulva. 

M.  Quekett  examined  one  of  these  vascular  growths,  and 
found  it  to  be  composed  of  epithelial  cells,  and  a  number  of 
capillaries  coming  up  close  to  the  surface.  This  explains  the 
occasional  tendency  to  bleeding.  Wedl,  in  his  Pathological 
Histology,  describes  and  figures  the  appearance  presented  by  the 
urethral  caruncle.  He  regards  these  bodies  as  "  dendritic,  papil- 
lary new  formations  of  connective  tissue.'"  The  one  he  examined 
was  of  a  somewhat  elongated  figure,  of  a  bluish-red  colour, 
and  spongy  texture,  and  exhibited  when  cut  into  cavities  con- 
taining colloid  matter.  The  most  interesting  point  was  the 
distribution  of  the  blood-vessels,  which  could  be  very  distinctly 
traced  in  transverse  sections,  moistened  with  a  solution  of  sugar 
or  common  salt.  Their  ramification  precisely  resembled  that 
seen  in  the  vasa  vorticosa.  Several  vessels  of  considerable  size 
entering  one  of  the  lobules  divided  into  a  multitude  of  smaller 
ones,  which,  though  not  of  capillary  dimensions,  made  nume- 
rous undulating  curves,  extending  up  to  the  periphery  of  the 
lobule,  where  they  terminated  in  mostly  short  and  abrupt  loops. 
The  walls  of  these  vessels  were  everywhere  simple,  like  those  of 
capillaries.  There  were  extravasations  of  blood  at  several  points, 
of  old  and  recent  occurrence.  The  late  Dr.  John  Eeid  examined 
for  Sir  J.  Simpson  a  very  sensitive  and  painful  caruncle,  and 
came  to  the  conclusion  that  there  was  a  very  rich  distribution 
of  nervous  filaments  in  it.  It  seems,  in  many  cases,  to  be  analo- 
gous to  hsemorrhoids  in  the  anus. 

It  is  most  frequent,  according  to  my  observation,  in  women 
who  have  reached  the  climacteric,  or  passed  it,  and  who  have 
been  married.  But  it  is  found  occasionally  in  girls  and  young 
women,  single  or  married.  There  is  a  tendency  to  venous 
hsemostasis  in  the  pelvic  organs,  especially  in  the  mucous  mem- 
brane of  women  advancing  in  years,  which  appears  to  me  to 
predispose  to  these  irregular  vascular  protuberances.  The  ex- 
crescence may  be  "gummous."  At  least,  I  have  seen  cases 
connected  with  secondary  syphilis.  And  Scanzoni  believes  they 
result  from  chronic  urethritis.  In  many  instances  there  is  a 
previous  history  of  gonorrhoea. 

The  principal  symptom  of  the  disease  is  acute  agonizing  pain 
on  micturition,  compelling  the  sufferers  to  postpone  the  inevit- 
able torture  by  submitting  as  long  as  they  can  to  retention  in 
the  bladder.  Hence  there  is  a  retrograde  risk  of  inflammation 
of  the  mucous  membrane  of  the  bladder,  and  distention.  Not 
uncommonly  a  little  blood  is  passed  with  or  after  the  urine  ; 
and  bleeding  may  occur  at  other  times,  as  from  rubbing  to  ease 
the  pain,  friction  in  walking,  and  sexual  intercourse.  Dyspa- 
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reunia  is  almost  a  necessary  consequence.  Often  there  is  a  muco- 
purulent discharge  from  the  urethra  and  from  the  vagina,  which 
may  be  an  accidental  complication.  Pains  in  distant  parts  seem 
to  take  their  rise  from  this  local  disease  as  reflex  or  sympathetic 
phenomena. 

It  may  give  rise  to  the  suspicion  of  stone  in  the  bladder.  The 
constant  pain  exhausts  the  nervous  force,  inducing  prostration 
and  disorder  of  the  functions  of  other  organs.  The  real  source 
of  the  mischief  is  often  long  overlooked  by  those  who  neglect 
the  prime  clinical  maxim  of  making  a  direct  examination  of  the 
part  which  is  the  central  seat  of  pain. 

The  diagnosis  is  made  out  by  taking  the  indication  furnished 
by  subjective  sensations  as  the  guide  to  objective  exploration. 
The  patient  lying  on  her  side,  the  upper  labium  is  drawn  up  so 
as  to  expose  the  structures  of  the  vestibulum,  when  the  angry- 
looking  orifice  of  the  urethra  will  be  seen.  By  passing  a  cathe- 
ter gently  we  gain  information  as  to  the  state  of  the  urethra 
beyond  the  meatus.  And  it  is  often  useful  to  dilate  the  urethra 
with  a  Weiss'  dilator,  or  the  excellent  instrument  contrived  by 
Dr.  Emmet  for  dilating  the  cervix  uteri. 

The  treatment  consists  in  destroying  the  offending  growth. 
This  may  be  done  more  or  less  successfully  by  various  methods. 
Where  there  is  much  irritation,  and  the  patient  declines  to  sub- 
mit to  operation,  some  relief  may  be  had  from  lead  lotion,  or 
poppy-head  fomentations.  Simpson  speaks  highly  of  an  oint- 
ment consisting  of  two  drachms  of  hydrocyanic  acid  to  an  ounce 
of  lard.  A  bit  of  this  the  size  of  a  pea  is  applied  to  the  part 
three  or  four  times  a  day.  Aconite  and  chloroform  ointments 
are  also  useful.  But  things  of  this  kind  can  only  be  sanctioned 
as  temporary  and  trivial  palliatives.  If  the  tumour  present  a 
distinct  polypoid  form,  it  may  be  removed  by  a  ligature,  by 
snaring  it,  and  cutting  through  its  base  by  a  fine  wire  ecraseur, 
or  by  snipping  off  with  scissors.  Excision  is  better  than  the 
ligature.  The  tumour  must  first  be  seized  with  a  small  hook  or 
forceps,  and  lightly  drawn  out,  so  as  to  enable  the  scissors  to' 
get  well  at  the  base.  Some  bleeding  usually  follows,  but  com- 
pression with  a  bit  of  lint  steeped  in  solution  of  perchloride  of 
iron  will  soon  stop  it.  Still  these  troublesome  growths  are  very 
apt  to  recur.  There  seems  an  active  germinating  or  proliferous 
property  in  the  mucous  membrane  from  which  they  rise,  so  that 
the  smallest  particle  left  retains  the  property  of  reproducing  the 
disease.  Mere  excision,  says  Eichet  (Graz.  des  Hop.,  1872), 
will  not  remove  the  contraction  and  hypertrophy  of  the  urethra, 
which  often  give  rise  to  the  most  painful  symptoms.  To  effect 
this  he  advises  forcible  dilatation  of  the  urethra. 

I  have  applied  nitrate  of  silver  repeatedly,  always  with  good 
effect  for  a  short  time,  although  causing  great  pain  at  the 
moment  of  application.   I  have  also  used  potassa  cum  calce,  nitric 
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acid,  and  other  caustics,  all  with  more  or  less  advantage.  But 
the  best  plan,  I  believe,  is  to  touch  them  with  the  actual  cautery, 
either  the  hot  iron  or  copper,  or  the  galvano-caustic  wire  or 
button.  Cold-water  dressing  should  be  applied  after  the  opera- 
tion, and  astringent  lotions  when  the  sloughs  have  fallen. 

The  orifice  of  the  vagina  is  subject  to  fissures.  These  are 
found  as  linear  irritable  ulcers,  or  clefts  in  the  mucous  mem- 
brane. The  most  frequent  seat  is  the  posterior  commissure,  but 
I  have  seen  them  at  the  anterior  commissure.  They  are  sequelae 
of  slight  lacerations  experienced  during  labour ;  they  have  been 
produced  by  coitus,  and  have  resulted  from  an  altered  condition 
of  mucous  membrane,  the  result  of  inflammation,  especially  of  a 
syphilitic  character.  As  fissure  of  the  anus  is  a  source  of  pain 
during  the  performance  of  the  functions  of  this  part,  so  is  fissure 
of  the  vagina  or  vulva.  It  may  be  chafed  and  irritated  by 
walking,  by  discharges,  by  a  drop  of  urine ;  but  the  most  dis- 
tressing symptom  is  dyspareunia.  The  painful  spot  may  be 
detected  by  digital  examination,  and  by  retracting  the  labia 
it  may  be  brought  into  sight. 

The  treatment  is  the  same  as  for  anal  fissure.  The  edges 
may  be  torn  open  by  the  fingers,  or  it  may  be  divided  by  the 
knife.  But  the  incision  should  not  be  deep,  lest  severe  hsemor- 
rhage  ensue.  It  is  enough  to  make  a  shallow  incision  through 
the  base  of  the  ulcer. 

Coccygodynia. 

This  disease  has  become  familiar  to  gynecologists  through 
the  writings  of  Sir  James  Simpson  ("  Diseases  of  Women," 
1872,  vol.  ii.,  edited  by  A.  E.  Simpson).  But  Dr.  J.  C.  Nott, 
of  New  York,  in  an  interesting  memoir  on  the  subject,  refers 
to  two  cases  published  by  himself  in  the  New  Orleans  Medical 
Journal  fifteen  years  before  Simpson's  first  communication. 

The  name  is  derived  from  coccyx  and  6h vvrj,  pain.  The  lead- 
ing symptom  is  pain  in  the  region  of  the  coccyx  felt  by  the 
patient  whenever  she  sits  down  and  rises,  and  sometimes  when 
she  remains  in  a  sitting  posture.  Most  of  the  patients  affected 
with  it  are  obliged  to  sit  on  one  hip,  or  with  only  one  side  rest- 
ing on  the  edge  of  a  chair,  or  with  the  weight  partially  supported 
by  a  hand  on  the  chair.  Some  patients  dread  sitting  down. 
There  are  other  movements  of  the  coccyx  liable  to  be  attended 
by  pain.  Thus,  patients  have  pain  with  every  step  they  take, 
whilst  in  others  walking  causes  no  uneasiness.  Others  feel  the 
pain  most  when  the  bowels  are  being  evacuated,  or  under  any 
circumstances  in  which  the  sphincter  or  levator  ani,  or  the 
ischio-coccygeal  muscles  are  called  into  action.  The  pain  is  not 
in  every  case  very  acute,  nor  at  all  times  equally  severe.  The 
distinguishing  feature  of  the  disease  in  every  case  is  that  the 


COCCYGODYNIA. 


889 


pain  is  felt  at  the  lowest  part  of  the  spine,  or  rather  in  the  seat 
of  the  coccyx,  and  where  pressure  always  aggravates  it.  Press- 
ure and  movement  of  the  coccyx  too,  with  the  finger  in  various 
directions,  produce  pain,  and  the  kind  of  movement  which  is 
then  attended  with  suffering  differs  in  different  eases. 

Simpson  believes  the  pain  is  due  to  inflammation  of  the  coccy- 
geal joint,  or  other  morbid  change,  when  any  action  of  the 
muscles  in  connection  with  it,  by  moving  the  joint,  produces 
pain. 

We  might  naturally  look  for  the  origin  of  this  disease  in 
some  injury  of  the  part ;  and  in  a  considerable  proportion  of 
cases  injury  can  be  traced.  But  it  is  remarkable  that  the 
disease  occurs  in  the  unmarried,  and  where  no  history  of  injury 
can  be  made  out.  I,  myself,  have  known  several  aggravated 
cases  follow  labour.  In  these  I  cannot  doubt  that  the  joint 
received  injury  during  the  passage  of  the  child's  head.  In  some 
cases  we  know  the  sacro-coccygeal  joint  is  anchylosed,  the  tip 
of  the  coccyx  projecting  so  much  forwards  as  to  form  an  angle 
with  the  lower  part  of  the  sacrum.  The  anchylosis  is  likely  to  give 
way  during  labour.  And  where  there  is  no  anchylosis,  as  the 
head  emerges,  the  coccyx  may  be  felt  to  be  stretched  very  much 
backwards,  and  under  the  strain  some  of  the  fibres  of  the  ante- 
rior ligaments  which  bind  this  bone  to  the  sacrum  may  be  torn, 
and  in  the  joint  thus  exposed  and  injured  inflammation  is  very 
apt  to  be  set  up.    Simpson  saw  abscess  follow. 

The  coccyx  again  is  liable  to  fracture  or  dislocation  from 
direct  violence,  as  from  a  fall  on  the  seat.  Patients  have  com- 
plained that  "  a  bone  grows  in,"  and  so  it  is  found.  It  is  also 
liable  to  malformations,  to  deficient  development,  to  tumours, 
and  even  double  monstrosity  by  inclusion. 

But  in  a  certain  proportion  of  cases  no  local  lesion  can  be 
made  out,  and  we  are  driven  to  conclude  that  the  disease  is  a  neu- 
rosis, a  form  of  neuralgia,  the  expression,  perhaps,  of  some 
remote  morbid  condition.  But  latterly  some  new  light  seems  to 
be  cast  upon  these  more  anomalous  cases.  In  Yirchow's  Archiv, 
1860  (Die  Steissdruse  des  Menschen) ,  Luschka  gives  an  account  of 
a  small  gland  situated  just  at  the  anterior  end  of  the  coccyx ;  it 
is  in  immediate  relation  with  the  hindermost  part  of  the  levator 
ani,  and  is  connected  with  filaments  from  the  ganglion  impar  of 
the  sympathetic  nerve,  and  with  small  branches  of  the  middle 
sacral  artery,  between  the  levator  ani  and  the  posterior  end  of 
the  external  sphincter.  The  gland  is  rich  in  nerves,  which  form 
a  network  perforating  its  stroma. 

This,  the  "  glandula  coccygea,"  Luschka  says,  is  probably 
the  seat  of  the  hygroma  cystica  perinealea.  And  when  we  con- 
sider its  highly  vascular  and  nervous  elements,  and  its  position, 
we  can  hardly  doubt  that  it  may  in  some  cases  be  the  seat  of 
coccygodynia. 
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Some  cases  called  coccygodynia  I  have  found  to  be  due  to  fissure 
of  the  anus,  and  to  the  conditions  which  induce  the  spasmodic 
action  of  the  vulvar  and  perineal  muscles,  and  known  as  "  vagi- 
nismus."   I  have  also  traced  it  to  retroflexion  of  the  uterus. 

The  diagnosis  is  made  out  by  local  examination.  The  fore- 
finger introduced  into  the  rectum  is  applied  to  the  inner  aspect 
of  the  sacro-coccygeal  joint,  whilst  a  finger  of  the  other  hand  is 
applied  to  the  outer  aspect.  The  bones  and  the  joint  thus  em- 
braced between  the  two  fingers  are  completely  explored,  and  the 
seat  of  pain  and  the  condition  of  the  parts  are  easily  deter- 
mined. 

The  treatment,  according  to  Simpson,  is  surgical.  But  I  have 
met  with  cases  which,  after  long  and  intense  suffering,  got  well 
spontaneously,  or  when  uterine  disease  and  general  disorder 
were  removed.  At  the  same  time,  I  am  satisfied  that  surgical 
treatment  is  occasionally  essential  to  relief.  One  may  exhaust 
sedatives,  neurotics,  and  tonics,  and  still  the  pain  persists.  When 
there  is  evident  inflammation,  leeches  will  be  serviceable,  fol- 
lowed by  counter-irritation.  Temporary  ease  may  be  obtained 
by  the  local  subcutaneous  injection  of  morphia.  The  surgical 
treatment  is  to  completely  separate  from  the  coccyx  the  muscu- 
lar and  tendinous  fibres  that  are  in  connection  with  it.  This  is 
done  by  a  tenotomy-knife  passed  under  the  skin  at  a  short  dis- 
tance from  the  tip  of  the  coccyx,  and  made  to  shave  along  the 
posterior  aspect  of  the  bone,  and  then  to  divide  the  muscular 
and  tendinous  attachments,  first  on  one  side,  then  and  lastly  all 
round  the  tip  of  it.  It  is  not  in  every  case  necessary  to  make 
the  division  so  free.  In  some  instances  the  division  of  the  fibres 
of  the  gluteus  maximus  of  one  or  the  other  side,  or  detachment 
from  the  coccyx  of  the  sphincter  and  levator  ani  may  be  enough. 
No  bleeding  attends  the  operation,  which  possesses  also  the  other 
advantages  of  subcutaneous  sections.  Simpson  admits  that 
this  operation  occasionally  fails,  and  that  he  consequently  sug- 
gested the  removal  of  the  coccyx. 

Dr.  J.  0.  Nott  prefers  extirpation  of  the  bone.  Simpson's 
subcutaneous  incision  around  the  coccyx  would  divide  the  ner- 
vous branches  which  supply  Luschka's  gland,  and  in  this  way 
its  success  in  some  cases  may  be  explained. 
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F.  t.,  425  ;  interstitial  gest,  446 
Pott,  P.,  removal  of  ovaries,  159 
Pouchet,  changes  in  ov.  at  puberty, 

12  ;  phases  of  menstr.,  160 
Powell,  cicatricial  closure  of  vag.,  203 
Power,  periodicity  of  menstr.,  158 
Prieger,  fibroid  of  ut.,  771 
Priestley,  intermenstrual  dysmenor., 
243 ;  sound  for  dilating  cervix, 
230  ;  perforation  in  cane,  ut.,  832 
Prost,  pelv.  hsemat.,  582 
Puech,  atresia  of  vulva,  194,  200  ;  pelv. 

hsemat.,  582 
Puzos,  hydrorrhoea  gravidarum,  80 

Quekett,  vascular  growth  of  meatus 
ur.,  886 

Raciborski,  ovulation  and  menstr.,  159; 
changes  in  ov.  at  puberty,  12 ; 
periodicity  of  menstr.,  158 

Radford,  galvanism  as  an  oxytocic, 
187  ;  mucous  membr.  of  dysme- 
nor. and  decidua  of  pregnancy, 
257;  milk  in  menstr.,  173 

Rainey,  arteries  of  ut.,  44  ;  round  liga- 
ment of  ut.  and  uses,  21,  114 

Ramsbotham,  dermoid  cyst  in  Douglas' 
space,  331 ;  fibro-muscular  turn,  of 
ut.  and  ov.,  310  ;  punct.  of  imper- 
forate hymen,  218  ;  e.  u.  gest,,  445, 
448  ;  inversio  ut.,  720  ;  ligature 
of  inverted  ut.,  732 

Ramskill,  fatal  haemor.  from  polypus 
ut.,  788 

Rasch,  Ad.r  vaginal  movements,  79 
Raulin,  epidemicity  of  leucor.,  68 
Recamier,  adhesion  by  caustics  be- 
tween ov.  cyst  and  abdom.  wall, 
381 ;    curette,    547 ;  perimetric 
hsemat.,  581 ;  fung-osities  in  en- 
dometritis, 547 ;  excision  of  can- 
cerous cerv.  ut.,  843 
Reid,  John,  vascular  growth  of  meatus 
ur.,  886 

Richard,  F.  t.,  16,  18,  113;  ov.  cysts 
discharging  through  F.  t.,  344 ; 
tubo-ov.  cysts,  324 
Richardson,  spray  apparatus,  107 
Richet,  axis  of  ut.,  25  ;  broad  ligament, 
21  ;  nerves  of    45 ;  size  of,  33  ; 
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Richet. 

utero-sacrallig.,  22 ;  pelv.  haemat., 
582,  605  ;  fibroid  of  ut.,  781 ;  vas- 
cular growth  of  meatus  ur.,  887 

Ricord,  oophoritis,  294 

Rigby,  neuralgic  dysmenor.  and  rheu- 
matic diathesis,  214 ;  oophoritis 
and  membranous  dysmenor.,  261  ; 
revulsives,  490 ;  fibroid  of  ut., 
770,  771 ;  prolaps.  of  ov.,  285 ;  ov. 
dropsy  from  oophoritis,  319 

Ringland,  nitric  acid  in  ut.  medic,  541 

Ritchie,  fibro-cystic  turn,  of  ov.  313  ; 
ova  in  simple  ov.  cysts,  316  ;  ovu- 
lation without  menstr.  disch.,  160 

Rcederer,  condition  of  ov.  in  menstr., 
159  ;  hydrorrhea  gravidarum,  80 

Robert,  pelv.  haemat.,  586;  intractable 
ulc.  of  ut.,  826 

Roberton,  early  menstr.  and  preg- 
nancy, 167;  prolaps.  ut.,  636 

Robin,  F.  t.,  18;  leptothryx  buccalis, 
66;  fibroid  turn,  of  ut.,  742;  in- 
tractable ulc.  of  ut.,  827 

Rokitansky,  absence  of  ov.,  284 ; 
anomalies  in  corpus  luteum,  288  ; 
atrophy  and  twisting  of  F.  t.  by 
ov.  turn.,  337  ;  bifid  ut.  and  ulcer, 
of  septum  from  retained  menstr. 
fluid,  196  ;  brain  matter  in  ov. 
cysts,  330 ;  cancer  of  ov.,  306 ; 
cause  of  separation  of  ov.  from  ut., 
287  ;  condition  of  mucous  membr. 
of  ut.,  256  ;  constriction  of  intes- 
tines by  rotation  of  dermoid  ov. 
turn.,  338  ;  degenerations  of  corpus 
luteum,  288  ;  duplication  of  corpus 
luteum,  288  ;  oophoritis,  293  ;  ova 
in  simple  ov.  cysts,  316 ;  remains 
of  Wolffian  duct,  400  ;  F.  t.  re- 
presented by  a  rounded  stump  at- 
tached to  horn  of  ut.,  400  ;  senile 
atrophy,  producing  obliteration 
of  os,  195  ;  transmigration  of 
ov.,  421 ;  tuberculosis  of  F.  t., 
401;  of  ov.,  304;  enlarged  uter- 
ine glands,  491,  494 ;  abnormal 
gest.,  445,  448 ;  atresia,  460  ;  pelv. 
haemat.,  592  ;  lateral  position  of 
ut.,  667  ;  anteflex.  of  ut.,  674, 683  ; 
retroversion  of  ut.,  689  ;  retroflex. 
of,  697;  inversion  of,  714;  poly- 
pus ut.,  793  ;  tubercle  of,  806; 
villous  cancer,  821 ;  scirrhus,  826  ; 
hypertr.  of  clitoris,  880 ;  herma- 
phroditism, 881 

Romberg,  iliac  pain  due  to  ov.,  246 

Roper,  Gr.,  rupture  of  F.  t.,  in  tubal 
gest.,  424 ;  calculus  in  prolaps.  ut. 
621 

Rosenmiiller,  abnormal  gest.,  449 
Rouget,  corpus   spongiosum  of  ut., 
447 ;  medullary  struct,  of  ov.,  6, 


Rouget. 

7 ;  ov.  bulb,  10 ;  broad  ligament, 
20  ;  vag.,  muscular  walls  of,  51 
Routh,  dilatation  of  urethra,  195  ;  en- 
dometritis, 529  ;  scarificator,  497  ; 
sponge  tent  in  haemor.,  546  ;  bro- 
mine in  cane,  ut.,  848  ;  pepsine  in, 
850 

Roux,  excision  of  cane.  cerv.  ut.,  844 
Rupin,  twin  pregn.  outside  ut.,  428 
Ruyscn,  hydror.  gravidarum,  80  ;  bind- 
ing down  of  fimbriae,  and  so  ste- 
rility, 113;   pelv.  haemat.,  600; 
cancer  of  prolapsed  ut.,  646 

Sacchi,  induces  adhesion  between  ov. 
cyst  and  abdominal  walls,  382 

Saint  Morrissey,  De,  ov.  gest.,  430 

Savage,  fibroid  of  ut.,  774 

Saxinger,  pelv.  haemat.,  582 

Scanzoni,  vaginal  tapping,  373 ;  am- 
put.  of  hypertr.  cerv.,  114;  aloe- 
tic  enema,  186 ;  bursting  of  dis- 
tended hymen,  200  ;  dis.  ov.,  113  ; 
classif.  of  ov.  turn.,  369  ;  dropsy 
of  Graafian  ves.  from  oophoritis, 
319  ;  fibrous  turn,  of  ov.,  311  ;  leu- 
cor.  and  vaginitis,  73 ;  effect  of 
dysmenor.  on  ut.,  215  ;  effect  of 
menstr.  on  ov.  turn.,  345 ;  incision 
of  cerv.,  236 ;  effect  of  ovulation 
on  hyperaemia  of  genitals,  174 ; 
origin  of  salpingitis,  403;  post-m. 
appearances  of  oophoritis,  294, 
301 ;  gest.  not  arresting  ovulation, 
172  ;  iodic  injections  in  ov.  cysts, 
379;  sterility,  117;  Trichomonas 
vag.,  66  ;  vaginismus,  108  ;  abnor- 
mal gest.,  448 ;  endometritis,  532  ; 
diagn.  of  gest.,  437  ;  injecting  ut., 
536  ;  intra-ut.  med.,  517  ;  metritis, 
500  ;  pelv.  haemat.,  581 ;  haemat. 
from  measles,  603  ;  revulsion,  490  ; 
varicose  ulc.  of  cerv.,  504  ;  fibroid 
of  ut.,  759,  763,  775;  placental 
polypus,  793 

Scherer,  contents  of  ov.  cysts,  326 

Schoenbein,  aloetic  enemata,  186 

Schroeder,  perforation  of  ut.  by  sound, 
152  ;  pelv.  haemat.,  605  ;  in  vers,  of 
ut.,  728 

Schultze,  e.  u.  transmigr.,  423  ;  oopho- 
ritis, 297  ;  position  of  ov.  in  oopho- 
ritis, 298 
Schutz,  epithelial  cancroid,  822 
Schutzenberger,  iliac  pain  due  to  ov., 
246 

Sedgwick,  decay  of  fibroid  of  ut.,  754 
Seller,  hernia  of  ov.,  286 ;  tapping  e.  u. 

cyst  by  vag.,  427 
Seaton,  retro-ut.  haemat.,  593 
Seyfert,  pelv.  haemat.,  582 
Siebold,  amputation  of  polypi,  799 
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Simon,  G.,  bifid  ut.,  atresia  of  left  vag., 
197  ;  closure  of  vag.,  distended  ut., 
200;  post,  colporrhaphy,  663 
Simon,  John,  on  inflammation,  482 
Simpson,  Alex.,  anteversion  pessary, 
678;  inversion  of  ut.,  734;  fibroid 
of,  770 

Simpson,  Sir  J.,  chloroform  in  phan- 
tom turn.,  267 ;  coccygodynia,  108, 
508,  888 ;  diagn.  of  ov.  dropsy, 
408 ;  dry  cupping  ut.  in  ame- 
nor.,  186;   fertility  of  peerage, 
112;  fibroid  turn,  of  F.  t.,  401; 
incision  of  cerv.,  235  ;  dysmenor. 
from  obstruction  at  os  int.,  228  ; 
sterility  from,  227  ;  involution  of 
ut.,  469 ;  inject,   of  chloroform 
into  vag.,  218  ;  polyptome,  799 ; 
casts  in  membr.  dysmenor.,  253; 
adhesive  vaginitis,  207,  210  ;  tap- 
ping, 383;  neuralgia,  182;  gal- 
vanic pessary,   182 ;   ut.  sound, 
129  ;  retroflex.  of  ut.,  707  ;  inver- 
sion of,  724 
Sims,  Marion,  curette,  547  ;  flexion  of 
ut.  by  fibroid  turn.,  239  ;  danger 
of  dilating  cerv.  by  sponge  tents, 
231 ;  incision  of  cerv.,  238  ;  ovari- 
otomy in  gest.,  397  ;  speculum, 
497 ;  vaginismus,  104 ;  ut.  hook, 
547;  prolaps.  ut.,  oper.  for,  662  ; 
opening  periton.  in  amput.  of  cerv. 
ut.,  666;  inversio  ut.,  728;  liga- 
ture of  inverted  ut.,  733 ;  fibroid  of 
ut.,  774;  vesico-vag.  fist.,  866 
Sireday,  pelv.  hsemat.,  599 
Skene,  chloride  of  zinc  in  cane,  ut.,  848 
Skinner,  incision  of  cerv.,  238  ;  inver- 
sion, 727 
Skoldberg,  cautery  clamp,  391 
Smith,early  menstr.andpregnancy,167 
Smith,  P.,  retroversion  of  ut.,  689 
Smith,  Tyler,  endoscope,  128  ;  Fallo- 
pian catheterization,  411  ;  genesial 
cycle,  172  ;  superfoetation  in  F.  t., 
436  ;  transmigration,  423  ;  leu  cor., 
71  j  74  ;  inversion  of  ut.,  728 
Soltau,  W.  F.,  rupt.  of  ov.  cyst  into 

periton.,  339 
Soutnam,  mortality  from  tapping  ov. 
cysts,  376 

Spiegelberg,  tubal  gest.  going  on  to 
term,  415,  429 ;  echinococcus  of 
kidney  and  ov.  cysts,  359  ;  suppu- 
ration and  perforation  of  ov.  cysts, 
343 

Staff  eld,  fungosities  of  ut.,  793 
Stolz,  hypertr.  of  cerv.  ut.,  628 
Storer,   gastrotomy   for  ut.  fibroid, 
778 

Sutton,  hypertr.  of  vag.  walls,  202 ; 
injecting  the  ut.,  534 

Tait,  L.,  perfor.  of  ut.  by  sound,  152  ; 


Tait,  L. 

axial  rot.  of  ov.  turn.,  336  ;  gas- 
trotomy fore,  u.  gest.,  440  ;  inver- 
sion of  ut.,  728 
Tansini,  pepsine  in  cane,  850 
Tardieu,  crim.  intercourse,  73  ;  hsemor. 

from  periton.,  605 
Tarral,  excision  of  cane.  cerv.  ut.,  843 
Tavignot,  tapping  ov.  cysts  by  rect., 
374 

Teallier,  diagn.  of  inflam.  and  cane, 
ut.,  834 

Tessier,  disch.  of  mucous  membr.  of 
vag.  from  perchl.  of  iron,  259,  536 

Thomas,  stillicidium  mens,  from  con- 
tracted vag.,  207;  ut.  sound,  132; 
intra-ut.  medic,  538  ;  anteversion 
pessary,  678 ;  reduction  of  inverted 
ut.,  730  ;  incision  of  cerv.  for  in- 
version of  ut.,  736  ;  malignant  dis. 
of  ov.,  309 

Thorman,  abdominal  gest.,  rupture  of 
cyst,  432 

Thudichum,  leucine  in  ov.  cyst,  328 
Tiedemann,  nerves  of  ut.,  44  ;  abnormal 
gest.,  448 

Tilt,  unconsciousness  from  pressure  in 
ov.  region,  247  ;  vaginismus,  108  ; 
endometritis,  529  ;  pelv.  hsemat., 
582 

Tracy,  prolaps.  ut.,  oper.  for,  664 

Trelat,  urethral  pad,  867 

Trousseau,  blood  from  mucous  membr. , 
167;  induces  adhesion  between  ov. 
cyst  and  abdom.  walls,  381  ;  iodine 
and  saffron  in  amenor.,  184,  185  ; 
pelv.  hsemat.,  582,  599  ;  perimet. 
inflam.,  559  ;  turpentine  in  mem- 
branous dysmenor.,  262 

Tuckwell,  occlusion  of  vulva,  202 ;  in- 
tra-perit.  hsemor.,  587  ;  perimetric 
haamor.,  582;  rupture  of  tubal 
vein,  605 

Tulpius,  excision  of  cane.  cerv.  ut., 

843 

Turner,  Prof.,  separat.  and  transplant, 
of  ov.,  337 ;  malform.  of  gen. 
organs,  451  ;  fibroid  of  ut.,  749 

Ucelli,  ov.  gest.,  430 

TJhde,  ov.  gest  ,431 

Ulrich,  foetus  retained  in  ut.,  445  ;  rup- 
ture of  ov.  cyst  into  bladder,  341 

Urdy,  on  ablation  of  ut.,  778 

Uterhart,  occlusion  of  vag.  by  cicatrix 
and  dilated  urethra,  195 

Valleix,  uterine  sound,  131 :  retroflex- 
ion of  ut.,  707 
Vallette,  amput.  of  inverted  ut.,  733 
Veit,  diagn.  of  oophoritis,  298 
Velpeau,  e.  u.  gest.,  424,  430;  gastro- 
tomy, 438,  442  ;  use  of  round  liga- 
ment, 22,  114;  inversio  ut.,  724; 
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Velpeau. 

fibroid,  775 ;  polypus,  787 ;  on 
amputation  for  cancerous  cervix 
ut.,  842 

Verneuil,  axis  of  ut. ,  25  ;  pelv.  haemat., 
586,  606 ;  relapse  of  vesico-vag. 
fist,  867 

Vigues,  pelv.  haemat.,  582 

Virchow,  absence  of  decidua  from  ~F.  t. 
in  tubal  gest.,  425  ;  brain  matter 
and  muse,  fibre  in  ov.  cysts, 
330  ;  menstrual  decidua,  254  ;  de- 
tachment of  muc.  membr.  of  ut. 
during  menstr.,  162 ;  mucous 
membr.,  84 ;  struct,  of  ov.  in 
chronic  oophoritis,  300  ;  perime- 
tritis and  parametritis,  555  ;  pelv. 
haemat.  605  ;  hypertr.  of  cerv.  ut., 
627  ;  prolaps.  ut.,  642  ;  anteflexion 
of  ut.,  674;  cane,  ut.,  822;  sar- 
coma, 826  ;  abnormal  gest.,  450  ' 

Vogel,  fibroid  turn,  of  ut.,  741 

Voisin,  pelv.  haemat.,  582,  585 

Wade,  W.,  pelv.  haemat.,  611 
Wagner,  haematoma  of  F.  t.,  406 
Waldeyer,  erection  of  ov.,  7 
Walter,  nerves  of  ut.,  46 
Walter,  P.  U.,  ovarian  gest.,  431 
Ward,  O.,  rupture  of  ovarian  turn.,  346 
Webb  ,  ova  in  simple  ovarian  cyst,  316 
Wedl,  uterine  dis.  from  malnutrition, 

507  ;  urethral  caruncle,  886 
Wells,  Spencer,  passim  in  Chapter  on 

Diseases  of  Ovary  ;  pelv.  haemat., 

604  ;  fibroid  of  ut.,  770 
West,   conception  -without  menstr., 


West. 

165 ;  neuralgic  and  congestive 
dysmenor,  213;  pruritus  vulvae 
and  diabetes,  283 ;  metritis  haemor- 
rhagica,  499  ;  pelv.  haemat.,  582; 
kidney  in  prolaps.  ut.,  622  ;  pes- 
saries, 650;  on  oper.  for  prolaps. 
ut.,  655;  inversion  ut.,  720,  728; 
fibroid,  771;  cancer,  824;  syphil. 
of  vulva,  884 

White,  sarcoma,  826 

Whitehead,Dr.,vaginalmucus,66, 161 ; 
conception  without  menstr.,  165  ; 
suppression  of  menstr.,  188  ;  endo- 
metritis, 282 ;  intra-ut. medic, 536 ; 
prolaps.  ut.,  636  ;  cane,  ut.,  817 

Whitehead,  Walter,  atrophy  of  ut., 
461,  479 ;  on  oper.  for  prolaps. 
ut.,  665 

Wilks,  formation  of  cysts  in  ovary, 
320  ;  kinds  of  ovarian  turn.,  313 

Williams,  Wynn,  bromine  in  cane, 
848 

Willigk,  A.,  ovarian  gestation,  430 
Willis,  on  arresting  convulsions,  247 
Willoughby,  tubercle  of  ut.,  807 
Wilson,  J.  G-.,  early  menstruation  and 

pregnancy,  167 
Wiltshire,  sloughing  of  ut.  in  cane, 

844 

Wiltshire  and  Watson,  ovariotomy 
when  cyst  had  ruptured,  397 

Wood,  ovarian  cyst  containing  fat 
331 ;  prolapse  and  hernia,  650 

Woodman,  inversion  of  ut.,  721 ;  fun 
gosities  of  ut.,  793 

Woodson,  inversion  of  ut.,  715 
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Abdomen. 

dilatation  of  superficial  vessels  of, 
335 

enlargement  and  subsidence  of, 
162 

enlargement  of,  192,  201,  226,  249, 
266,  267,  332,  335,  366 

examination  of  by  palpation,  &c, 
149,  347,  350,  358 

scar-like  cracks  on,  349 
Abdominal. 

belts  and  nse  of,  268 

distension,  70,  393,  395 

shock  and  collapse,  300,  416,  431, 
566,  586 

Abortion,  60,  74,  90,  94,  116,  225,  226, 
252,  295,  346,  360,  397,  398,  419, 
543 

hsemor.  from,  405,  417 

retrograde  heemor.  from,  92  ;  and 
pelv.  hsemat.,  595 
Abscess,  353,  361 

encysted  peritoneal,  363 

of  breast,  478 

perimetritic,  363,  565,  613 

pelv.,  79,  565,  578,  568 
Acetic  acid  in  cancer,  848 
Acne,  275 

Acupuncture  in  diagnosis,  768 

Ague,  189 

Air, 

expelled  from  vag.  and  ut.,  78 
sucking  of,  into  ov.  cyst,  375 

Alcoholic  stimulants,  250,  270 

Amenorrhea,  60,  179 
apparent,  193 

causes  of,  181,  187  (local  181),  189 
course,  duration,  consequence,  and 

diagnosis  of,  190 
from  retention,  192 
local  exploration  of,  60 
presumptive,  60 
primitive,  178 
prophylaxy  of,  190 
secondary,  or  accidental,  179,  187 
treatment  of,  191 


Amputation. 

of  hypertrophied  cervix  ut.,  115, 
662 

of  cancerous  vaginal-portion,  845 

of  inverted  ut.,  729 
Anteversion  and  anteflexion  of  ut.  (vide 

"  Uterus") 
Anasarca,  348,  384 
Amemia,  62,  70,  180,  184,  341,  416 
Anaesthesia,  217 
Aorta. 

imperfectly  developed,  181 

pressure  upon,  335 
Aphasia,  269 
Apoplexy,  264,  270,  271 
Arbor  vitse,  31,  40 
Ascarides,  73  {vide  "  Leu^orrhcea  ") 
Ascites,  309,  345,  353,  362,  364,  368 

with  ov.  cystic  dis.,  364 
Asphyxia,  335,  336 

Aspirator-trocar,  358,  363,  426,  427, 

768 
Asthma,  275 

Atelectasis  of  new-born  infants,  336 

Atresia,  192  {vide  "Uterus,"  "Vagina," 
and  "  Vulva  ") 
congenital  or  acquired,  194 
of  os  externum,  72,  203,  208 

Auscultation,  352 

Autogenetic  puerperal  fever,  558 

Ballottement,  348 
Barren,  definition  of,  111 
Bartholini's  gland,  55,  71 

inflam.  of,  108,  643,  874 
Bichloride  of  methylene,  387 
Binder,  use  of,  82,  378 
Bladder. 

distension  of,  302,  354,  369  {vide 

also  "  Urine,  Retention  of  ") 
dragged  down  in  prolapsus  ut.,  620 
emptying  of,  408 
fistulous  opening  of,  63,  862 
irritability  of ,  101,  193 
pressure  upon,  61,  402 
ut.  and  turn,  pressing  upon,  337 
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Bleimorrhoea,  104,  297,  394,  404 
Blood  (vide  "  Ovarian  Tumours  and 
Effusions,"  "  Haemorrhage  ") 
alteration  in  state  of,  274 

in  cancer,  831 
collection  of  in  F.  t.,  402,  406 
effused  into  peritoneum,  341,  375, 
396 

ov.  cyst,  375 
effusion  of,  407,  432 
behind  lit.,  60,  148 
hyperfibrination  of,  396 
watery  state  of,  179,  180 
Bone  in  dermoid  cyst  of  ov.,  330 
Bowels. 

constipation  of,  70,  71,  101,  185, 

264,  285,  408 
irritability  of,  193 
spasm  of,  264 
Brain. 

degenerative,  inflammatory,  and 
congestive  dis.  of,  274 
Breasts. 

atrophy  of,  166 

changes  of,  in  pregnancy,  347 

enlargement  of,  267 

influenced  by  ov.  turn.,  346 

pain  and  induration  of,  162,  266 

turgidity  of,  174,  226 

turn,  of,  275,  276 
Bright's  dis.,  345,  348,  384 
Broad  ligament  (vide  also  "Uterus  ") 

cysts  of,  315,  364,  368,  372,  379, 
400,  410,  412  (tapping  of, 
413) 

dis.  of,  294 

encysted  abscess  of,  417 
hsemor.  into,  429 
inflam.  of,  412 

obstruction  of  blood-vessels  and 
varix,  605  ;  lymphatics,  412 
Bromine,  122  ;  in  cancer,  848 
Bronchitis,  chronic,  275 
Bronchocele,  274 
Bruit-de-diable,  180,  184 
Bulb  of  vag.,  51,  55  (vide  also  "Va- 
gina") 

Cachexia,  309 

Calculus  vesicas  in  prolapsus  ut.,  621 
Canal  of  Nuck,  22,  53 
Cancer  (vide  also  "Uterus,"  "Ovary," 
"Vagina,"  and  "Vulva"),  89, 
91,  101,  102,  105,  146,  364,  385 
hsemor.  from,  88,  835 
odour,  836 
of  breast,  174,  305 
of  vulva,  283,  885 
of  ov.,  305  (vide  "  Ovary  ") 
of  ut.,  195,  244,  268,  269,  283,  305, 
308,  355,  811;  "cancer-mush- 
room," 835 
Canula,  380 

Carbolic  acid,  122,  334,  391,  392,  393 


SUBJECTS. 

Carunculase  myrtiformes,  50 

inflam.  of,  105,  107 
Catamenia  (vide  "  Menstruation  ") 
Catheter,  121,  369,  372,  378,  379,  380, 

385,  392 
Cauterizing  iron,  392 
Cautery,  386,  394  ;  galvanic,  624 
Cautery  clamp,  386,  391 
Caesarian  section,  439 
Cervix  uteri  (vide  "  Uterus  ") 

abrasion  and  hypertrophy  of,  91 

amputation  of,  194,  624 

conical,  227 

cystic  turn,  of,  544 

dilatation  of,  by  incision,  231 

engorgement  of,  91 

imperfection  of,  194 

inflam.  of,  91,  148,  225 

means  and  usefulness  of  dilating, 
95 

plugging  of,  234,  238 
spasmodic  contraction  of,  202 
turgidity  of,  262 

ulceration  of  (and  os),  116,  172, 
173  502 
"  Change  of  life,"  263 
Chest  walls,  fixing  of,  336 
Child-birth. 

influence  of,  on  nervous  system, 
277 

Chloasma,  uterine,  507 
Chloro- anaemia,  or  chlorosis,  179,  180, 
319 

distinction  from  leukaemia,  181 
Chloroform  and  inhaler,  122 

inhalation  of,  250,  372,  387 
Cholesterine  crystals,  326,  328 
Chorea,  274 
Chorion,  423 

hydatidiform  degeneration  of,  82 

villi  of,  430 

villi  of,  in  membr.,  from  ut.,  260 

villi,  simulation  of,  by  ducts  of 
utricular  glands,  260 
Chorionic  sac  attached  to  ov.,  431 
Chromic  acid,  722 
Clamp,  386,  389,  390 
Climacteric  (vide  also  "Menopause"), 
108 

early,  166 

in  man,  263 
Clitoris,  anatomy  of,  51,  54 

dis.  of,  55,  880 
Clots,  retained,  91 
Coccygeal  gland,  889 
Coccygodynia,  108,  508,  888 
Colic,  72,  430 
Colica  scortorum,  407,  420 
Colitis,  104 

CoUapse,  300,  335,  375,  379,  394,  396, 
416, 430  (vide  "Abdominal,"  also 
"  Shock  ") 

Colpitis,  104  (vide  "Vaginitis") 

Colporrhaphy,  663 


INDEX  OF  SUBJECTS.  903 


Conception,  160 

Concussion  or  shock,  275 

Condy's  fluid,  334,  393 

Convulsions,  246,  250,  269,  271,  277, 

299,  429 
Coprsemia,  699,  832 
Corpora  lutea,  421,  422,  423 

absence  of,  from  follicle,  298 

cystic  degeneration  of,  288 

degenerations   of,  to  a  fibrous 
turn.,  289 
to  carcinoma,  289 

dendritic  protrusion  of,  288 

description  of,  9,  10 

duplications  of,  288 

evolution  of,  10 

false,  10 

origin  of,  10,  13 
Corpus  spongiosum  of  ut.,  44 
Counter-irritation,  291 
Cystocele  vaginal,  859 
Cysts  (vide  "Ovary,"  "Broad  Liga- 
ment," "Vagina,"  "  Vulva") 

between  amnion  and  chorion,  81 
layers  of  chorion,  81 

extra  ov.,  353,  412 

of  chorion,  82 
Cystitis,  334,  337 

Decidua,  116,  254 

tubal  gest.,  424,  425 

extravasations  into,  116 

hypertrophy  of,  81 
Delirium,  215,  217,  226,  269 
Dementia,  217,  275 
Deodorants  and  disinfectants,  853 
Development. 

imperfect  and  disproportionate, 
108 

Diabetes,  275,  283,  877 
Diagnosis,  59 

of  dis.  of  pelv.  organs,  141 
of  pelv.  peritonitis,  from  retro- 
uterine hsemat.,  84 
of  ov.  dropsy,  ascites,  and  preg- 
nancy, 347 
Diathesis,  69 

gouty  and  rheumatic,  70, 116,  283, 
877 

syphilitic,  70,  116,  276 

tubercular,  70,  274,  277 
Diet,  70,  185, 272,  392 
Digestive  organs. 

disorder  of,  214,  266,  271,  832 
Dilating  materials,  229 
Discharges. 

albuminous,  61 

aqueous,  61,  80  (significance  of), 
82 

containing  epithelium  cells,  63 
fleshy,  61 
indications  of,  62 
leucorrhoeal  (vide  "  Leucorrhcea"), 
61,  62,  65 


Discharges. 

membranous,  61,  252 

mucous,  61,  63 

purulent,  61,  84 

sanguineous,  60,  61,  63,  86 
Discus  proligerus,  8 
Displacements  (vide  "  Uterus,"  &c.) 
Dodging  time  of  life,  263 
Dorsal  decubitus,  155,  79 
Douglas'  sac  or  pouch. 

exudation  in,  299 

fluid  in,  393 
Drainage  tube,  386 
Dropsy,  363 

Dyschezia,  101,  201,  285,  296 
Dysentery,  104,  275,  374 
Dysmenorrhcea,  72,  75,  117,  178,  192, 

203,  236,  274,  290,  296,  301,  318, 

417  (sign  of  ov.  dropsy,  243) 
causes  of,  60,  212,  220 
congestive,  212,  218 ;  treatment 

of,  220,  228,  234 
definition  and  kinds  of,  212 
difference  between  membr.  of,  and 

decidua  of  pregnancy,  257 
endometritic,  531 
from  tubal  obstruction,  212,  250 
from  mechanical  anomalies  of  ut., 

212 

from   obstructed  excretion  and 
causes,  222,  250,  296,  403 
(seat  of  stricture,  228 ;  symp- 
toms of,  226) 
from  ov,  disorder,  212,  242,  245 
inflammatory,  252 
membranacea,  221,  253,  255 

more  common  in  married  life, 
260  ;  symptoms  and  treatment 
of,  260 

neuralgic  or  sympathetic,  212,  216 
uterine,  245 
Dysootocia,  242,  301 
Dyspareunia,  60,61,  110,  114,225,260, 
285,  290 
causes  of,  61 
acquired,  104 
congenital,  103,  105 
cure  of,  105,  106 
significance  of,  103 
Dyspepsia,  70 
Dysuria,  108,  334,  360,  408 

Eclampsia,  270 

Ectopic  gest.  (vide  "Extrauterine  Ges- 
tation ") 

menstruation,  167 
Ecraseur,  chain  and  wire,  386 
Eczema. 

of  vulva,  282,  877 
Effusions  of  blood  (vide  "Blood"),  91 
Electricity,  in  tubal  gest.,  426 
Embolism,  395,  833 
Embryo,  destruction  of,  255,  429 
Emmenagogues,  186 
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Emotion,  exaggerated,  106,  266,  267, 
276,  294,  297 

influence  of,  181 

on  menstruation,  188,  189 
Emphysema,  275 
Endocervicitis,  257,  529 
Endometritis. 

chronic,  227,  276,  282,  521  (vide 
also  "  Uterus  ") 

cystic,  544,  541,  550 
Endoscope,  121,  128 
Enuresis,  337 

Epilepsy,  217,  264,  270,  274,  277 
Epistaxis. 

vicarious,  &c„  167,  264,  269 
Ergot  and  Ergotin,  187,  771 
Erysipelas,  282 
Erythema  nodosum,  169,  180 
Ether,  387 
Examination. 

by  bladder,  148 

by  speculum,  146 

of  patients,  59 

of  secretions,  disch.,  or  substances 
expelled,  146 

rect.,  355,  356 

vag.,  267,  356 
Excretion,  62,  178,  193 

mechanical  obstruction  of,  219 
Exploratory  incision,  358,  369 
Extra-uterine  gest.  {vide  "  Gestation") 
Eye. 

instrument  of  observation,  121 
retinal  haemor.,  from  suppressed 

menses,  168 
vicarious  ecchymosis  of,  168 

Fades  ovariana,  350 
Fallopian  tubes,  3,  15,  113 
abnormalities  of,  237 
absence  of,  113,  284,  400 
carcinoma  of,  400 
catarrh  of,  and  causes,  404,  405 
catheterization  of,  411 
closure  of  uterine  and  fimbrial 

ends,  406,  407,  411 
congestion  of,  163,  191 
cysts  of,  400,  406,  412,  420 
dangers  of  distension,  perforation, 

&c,  404,  405,  410 
dilatation  of,  198,  202,  211,  402, 

405, 407 
dis.  of,  294 ;  treatment,  410 
drag'ging  on,  286 
dropsy  of,  366,  372,  404,  497,  418 

contents  of  tube  in  dropsy,  107 
dropsy  associated  with  general 

dropsy,  407 

dependent  on  other  causes,  408 
symptoms,  diagnosis,  and  treat- 
ment of,  408,  410 
elongation  and  causes  of,  402 
fimbriae  of  ,16  (supernumerary,  400) 
gest.  in,  50 


Fallopian  tubes. 

hypertrophy  of,  402 
impervious,  251,  421,  423 
inflammatory  adhesions  of,  420 
inflam.  and  suppuration  of,  and 

causes,  403,  404,  405,  406 
laceration  of,  and  cause,  199,  209 
ligament  of,  16  .  ' 

ligature  of,  428 

obliteration  of  vessels  leading  to 
atrophy  of  ut.,  414 

obstruction  of,  by  polypi,  420 

occlusion  of,  92,  113 

phlebolithes  and  phlebitis  of  ves- 
sels, 414 

puncture  of  tubal  sac,  428 

retention  in,  406 

rupture  of,  200,  404,  405,  415, 424, 
428,  429 

sigms  of  distension,  404 

tubercle  in,  305,  401 

turn,  of,  400,  401,  413 
Faecal  abscess. 

communicating  with  ov.  cyst,  342 
Faeces. 

accumulations  of,  297,  354,  369 
in  caecum,  297 

stoppage  of,  420 
Foetus. 

movements  of,  267 

retardation  of  growth,  428 

retention  of,  436 
Fecundity,  115 
Fibrinogen,  326 
Fistula  (vide  "  Vagina  ") 
Flatulence,  70 

Flooding  (vide  "  Menorrhagia "  and 

"  Metrorrhagia") 
Fluctuation. 

double,  350 

fallacy  of,  351 

in  fibro-cystic  turn,  of  ut.,  357 

in  ov,  turn.,  350,  357 
Fluxion,  486,  488 
Follicles  of  vulva,  55 
Follicular  inflam.  of  cervix  uteri,  502 
Forceps,  386 

(artery,  torsion,  and  bull-dog, 
386) 

"Wells'  long  sor'ew  forceps,  390 
Fossa  navicularis,  53 
Fourchette,  53,  107 

fissure  at,  105 
Fungosities,  intra-ut.,  547,  793,  828 

Gall-stones,  272 

Galvanic  cautery,  334,  624,  846 

Ganglionic  system, 
irritation  of;  396 

Gangrene  from  cancer,815  ;  in  prolap- 
sus, 643 

Gastrotomy,  428,  430,  778 

Genital  canal,  occlusion  of,  63,  178 
stenosis  and  atresia  of,  198 
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Germinal  vesicle  and  spot,  8 
Gestation,  110,  116,  263 

abdominal,  425,  431 

cervical,  423,  424 

ectopic,  424 

e.  u.,  91,  92,  286,  325,  333,  415, 
419,  420 

influence  of,  on  ut.,  424 

symptoms,  dangers,  &c,  of,  416, 
417,  418 

treatment  of,  425 
in  Doug-las'  pouch,  420 
in  one  horn  of  ut.,  448 
interstitial,  or  intra-mural,  415, 

430,  444 
ovarian,  430,  432 
tubal,  366,  367,  373,  404,  409,  415, 

419,  420,  431,  432 

danger  and  termination  of,  417 
418 

diagnosis  of,  426 
physical  signs  of,  418 
treatment  of,  425 
tubo-ov.,  415,  423,  430,  431 
Gonorrhoea,  64,  66,  73,  405,  407,  562, 
856, 878 
"latent,"  857 
Gout,  275,  282 
Graafian  vesicles,  7,  9 

bursting  of,  into  adherent  tubes, 
324 

changes  in  at  menstr.  epoch,  12, 
159 

contents  of,  326 

dehiscence  of,  160,  161 

destruction  of,  113 

dis.  or  bursting  of,  296,  298 

dropsy  of,  319 

enlargement  of,  326 

existence  of,  in  foetus,  12 

fibrous  degeneration  of,  289 

inflam.  of  follicles,  295 

inflam.  of,  301 

morbidly  dilated,  315,  318 
Green-sickness  (vide  "  Chlorosis") 
Gynaecologist's    bag    and  contents, 
120 

Hematocele,  79,  148,  191,  275,  353, 
359,  360,  429 

cataclysmic,  584 

catamenial,  599,  604 

diagnosis  and  treatment  of,  612 

pelv.,    perimetric,  retro-uterine, 
581,  609  ;  ante-uterine,  586 

rupture  of,  610 
Haematemesis. 

hereditary,  168  ;  menstrual,  168 
Haematometra,  210 
Haematuria,  91 
Haemoptysis,  168 

Haemorrhages,  70,  88,  269,  375,  398, 
416,  417,  418 
abdominal,  92 


Haemorrhages. 

active  and  passive,  87,  96 
after-treatment  of,  96 
associated  with  other  symptoms,  89 
causes  of,  with  structural  altera- 
tion, 91 

■without  structural  alteration,  89 
climacteric  and  senile,  90 
death  from,  396,  428 
from  blood  dis.,  90,  274 

cancer,  835 

congested  cervical  canal,  172 
decidua  vera,  172 
emotion  and  shock,  93 
excess  of  coitus,  90 
fibroids,  763 

heart,  liver,  or  lung  dis.,  90 
ov.  or  mammary  excitement,  90 
polypus,  786 

suppressed  action  of  skin,  90 
suppression  elsewhere,  90 
varicose  ulcer  (vicarious),  169 
in  endometritis,  546,  603  ;  pelv., 
584 

during  lactation  and  gest.,  90 

of  placenta  praevia  and  Fallopian 
gest.  contrasted,  424 

poured  out  internally,  91,  394,  424 

significance  of,  86 

treatment  of,  92 
Hsemorrhagic  diathesis,  168 
Haemorrhoids,  106,  168,  264 
Haemostatics,  application  of,  95 
Hand,  in  diagnosis,  121 

exploration  by,  146 
Headache,  172,  179,  184,  191,193,226, 

242,  250,  264,  269,  395 
Heart,  dis.  of,  with  amenor.,  190 

deposit  of  fibrinous  coagulain  dis. 
of  and  menstr.,  275,  and  cane,  of 
ov.,  309  ;  dis.  of  and  ov.  turn, 
and  ascites,  353,  361 

fatty  and  feeble,  90 

feeble  and  irritable,  179 

hypertrophy  of,  dilated,  270 

imperfectly  developed,  181 

pressure  unon,  335,  833 
Hectic  fever,  82,  193,  200,  333,  344,  381 
Heterogenetic  puerperal  fever,  559 
Hiccough,  396 

Higginson's  vaginal  syringe,  123,  138 
Hip-bath,  value  of  warm,  185 
Hodge's  pessary,  104,  122,  206,  207, 

208,  303,  654,  691 
Hull's  utero-abdominal  support,  658 
Hydrdmetra,  197,  335 
Hydrops  tubae,  402 
Hysterical. 

mania,  278,  279 

pains,  182 

temperament,  290 
Hydrorrhoea. 

catarrhal,  81  ;  gravidarum,  80 

puerperal  form  and  causes,  81 
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Hydrometra,  522 
Hydronephresis,  815,  832 
Hymen,  49,  55 
atresia  of,  194 

description  and  structure  of,  50 
remains  of,  107 

unyielding  and  imperforate,  199 

208,  209 
Hypersemia,  91,  283,  491 
Hyperesthesia,  62,  104,  105,  106,  214, 

218,  245,  246,  276,  291 
Hyperlactation,  70 
Hypochondriac  stitch,  102 
Hypochondriasis,  264 
Hysteralgia,  99 

Hysteria,  98,  106,  176,  215,  234,  244, 
246,  274,  280,  290 
causes  of,  248 

depending  on  ov.  disturbance,  247 
uterine  irritation,  101 

Idiocy  and  menstruation,  275 

Ileus,  death  from,  by  ov.  turn.,  338 

Illumination  for  examination,  154 

Impregnation,  114,  116,  301 
ov.,  432 

Incision  of  cervix,  233 

followed  by  peritonitis,  563 
mode  of  operation,  and  structures 

divided,  239 
necessary  instruments  for,  239 
results  and  appreciation  of,  235 

Indian  hemp,  oxytocic,  187 

Inflammation,  general  theory  of,  482, 
and  vide  individual  organs  by 
name 

Injections,  uterine,  94,  533 
Insanity,  277,  278 
Instruments. 

diagnostic,  121 

for  special  purposes,  59 

importance  of,  in  dis.  of  women, 
59 

therapeutical,  121 

use  of,  146 
Intertrigo,  282 
Intra-uterine. 

caustic  holder  and  carrier,  122, 
136 

injecting  apparatus,  122,  139 

injections,  294,  297,  533 

medication,  533,  538 

transmigration  of  ovum,  423 
Involution  (vide  "Uterus"),  468 
Iodide  of  mercury  ointment,  122 
Iodine,  122,  428 

in  urine,  perspiration,  and  breath, 
after  injecting  cyst,  379,  380 

paint,  303 

tincture  of,  injected,  367,  368,  371 
Iron. 

mode  of  action,  183,  186 
Irritative  fever,  363,  375  (vide  "  Hec- 
tic ") 


SUBJECTS. 

Kidneys. 

cystic  dis.  of,  359 
dis.  of,  299,  309,  353,  361 
in  cancer,  832 
in  prolapsus  ut.,  622,  643 
echinococcus  of,  359 
enlargement  of,  353,  358 
floating,  359 
hyperemia  of,  345 
imperfect  action  of,  268 
obliteration  of  by  turn.,  337 
pressure  upon,  272 
secreting  power  increased  after 
tapping,  378 
Kreatine  and  kreatinine  in  ov.  cysts, 
•  328 

Kreuznach,  waters  of,  117,  543 
Kuchenmeister's  metrotome  scissors, 
133 

Labia  majora,  53 
adhesion  of,  194 
excessive  development  of,  114 
sebaceous  follicles  of,  55 
varicosity  of  vessels,  91 
minora,  53  (vide  "  Nymphae  ") 
adhesion  of,  194 

Labour,  360 

constitutional  effect  of,  467 
effect  of,  on  ut.,  480 
induction  of  premature,  398 

Lactation,  110,  263,  473,  474 

Leeches,  use  of,  91,  185,  250,  252,  262, 
271,  277,  285,  291,  303,  395,  496 

Leptothryx  buccalis,  66 

Leucocytheemia,  90 

Leucorrhoea,  225,  258,  264,  279,  285, 
301 

causes  and  significance  of,  68,  69, 

73,  180 
diagnosis  of,  74 
menstrual,  69 
occult,  75 

of  children,  72,  73,  856 
physiological,  68,  69 
results  or  effects,  73 
strumous  and  syphilitic,  75 
uterine,  vaginal,  and  vulvar,  69, 
71,  72,  73 

Leukaemia,  181 

Leucine  in  ov.  cyst,  328 

Levator  ani,  48 

Lever  pessary  (vide  "Hodge's") 
Ligatures,  389,  390,  393,  394 
Liquor  amnii,  80,  81 

drawing  off  in  tubal  gest.,  426 
427,  428 
Lithiasis,  272 
Lithopaedion,  436 
Liver. 

acute  yellow  atrophy  of,  274,  604 

atrophy  of,  90 

cancer  of,  '306 

dis.  of,  190,  275,  353,  361 
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Liver. 

enlargement  of,  353,  358 
extravasations  of  blood  in,  299 
hydatid  of,  359 

imperfect  action  of,  268,  271,  272 
Lnmbar  colic,  277 
Lumbar  and  pelv.  glands. 

tubercular  and  other  dis.  of,  368 
Lung  dis.,  90,  190,  191,  353 

condition  of,  384 

pressure  upon,  335 

tubercle  of,  304 
Lupus  of  vulva,  884 
Lymphatic  vessels  and  glands,  11,  814, 
823 

Malarious  affections,  274 

Malformation,  61 

Malignant  dis.  (vide  "  Cancer  ") 

of  caput  coli,  310 
Malignant  jaundice,  274 
Mania,  215,  226,  275,  278 
Measles,  274,  603 
Meatus  urinarius,  55 

disease  of,  91 

vascular  excrescence  of,  105,  106, 
283,  885 
Melancholy,  275,  278 
Membranes,  rupture  of,  81 
Menopause,  263 

disorders  and  treatment  of,  271 
Menorrhagia,  87,  90,  115,  161,  178, 
179,  221,  225,226,  245,  256,  268, 
.279,  285,  301,  346,  405 
common  in  hot  climates,  162 
local  causes  of,  60,  111,  116 
Menstruation. 

absence  of,  113 
abrupt  suppression,  188 
age,  when  beginning,  and  how  in- 
fluenced, 164 
characters  of  disch.,  161,  162,  291 

retained  blood,  200 
climacteric  irregularity,  263 
compared  withthatof  mammals,  12 
critical,  273 

dependent  on  quality  of  blood, 
182 

described,  12,  88,  174,  175 
difficult,  leading  to  effusion  of 

blood,  598,  602 
during  lactation,  172 
early  cessation,  causes  of,  166 
easy  condition  for,  228 
exaggerations  of,  90 
first  sign  and  first  period,  161 
hemorrhagic  tendency  hereditary, 

90 

imperfect,  180,  243 
increased  by  difficult  ovulation, 
245 

indications  of,  161,  162 
influenced  by  surrounding  organs, 
60 


Menstruation. 

influence  of  ovulation  and  menstr. 
in  evoking  morbid  influences, 
273 

irregularity  of,  88,  162 

local  conditions  and  impediments 

of,  174,  175 
not  coinciding  with  ovulation,  248 
not  index  of  state  of  ov.,  279 
obstruction  of,  producing  morbid 

influence  on  breasts,  275 
occult,  60,  178,  193 

signs  of,  193 
partial  retention  of,  219 
peculiarity  of  blood,  161 
period  of  disappearance,  165 
periodicity,  dependence  on,  158, 

163 

quantity  of  blood  discharged,  162 
relation  of  to  ov.  dis.,  273 
retention  of,  192,  203,  220,  403 
safety  valve  and  depurating  chan- 
nel, 268 

similarity  between  advent  and 

climacteric  cessation,  162 
source  of,  162 

suppressed,  252,  266,  293,  419  (re- 
sults of,  60) 
suspended,  and  causes,  172,  181, 

188,  273,  299,  301,  360,  417 
vicarious  or  ectopic,  167 
white,  165 
Menstrual  fluid,  characters  of,  161 

changes  produced  by  retention  in 
uterus,  221 
Mensuration  (of  abdomen),  349 
Mental  aberration,  277 

distress,  290 
Metalbumen,  326 

Metritis  (vide  also  "  Inflammation  of 
Uterus"),  153,  252,  296,  298,  407 

course  of,  504 

chronic,  257,  302,  500 

curability,  511 

cystic,  522 

menstr.,  57 
Metrorrhagia,  87,  95,  227,  251,  251, 
276,  356,  531 

definition  of,  87 
Metrotome,  121,  132 

description  of,  232,  239 

objections  to  double-bladed,  232 

scissors,  121,  132,  239 
Milk,  alteration  in,  by  menstr. and  emo- 
tion, 173 

suspension  of,  572 
Mole,  fleshy  vesicular,  430 
Mons  veneris,  53 
Morsus  diaboli,  432 
Mucous  membr.  of  ut.  differs  from 

other  mucous  membr.,  40 
Mucus,  66,  402 

albuminoid,  coagulated  by  injec- 
tion, resembling  membr.,  258 
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Murine,  328 

Muciparous  follicles,  56 

Myoma  (vide  "  Uterus,  polypus  of  ") 

Myxoma,  827 

Nabothian  glands  enlarged,  313,  521 
Natural  labour,  114 
Nelaton's  forceps,  388 
Nerves  of  ut.  in  pregnancy,  45 
Nervous  derangement,  62,  248,  249, 
250,  264,  265 

excitement,  391 

irritability,  106,  280,  290,  398 
Neuralgia,  62,  274,  277,  280 

due  to  uterine  dis.,  100 

treatment  of,  182 
Nonnengerausch,  180 
Nurse  and  nursing,  385 
Nymphse,  53,  882 

Obesity,  267 

Occipital  headache,  102 

CEdema,  general,  179 

of  legs,  335,  345,  366,  384 
Ointments,  403 

Omentum,  392  (and  intestines) 

enlargement  of,  353,  360 
Oophoralgia,  247,  289,  291 
Oophoritis,  11,  99,  188,  244,  249,  252, 
290,  291,  293,  295,  324,  563 

appearances  of  ov.  affected,  294 

causes  of,  294 

chronic,  300 

course  of,  295 

diagnosis  and  symptoms,  296 

treatment  of;  303 
Ootocia,  242,  247 
Oozing  excrescence  of  labia,  83 
Opium,  use  of,  429 

Os   tincse  or  externum,  27,  29,  154, 
155,  156 
atresia  of,  113,  208,  281 
character  of,  147 

congenital  narrowing  and  results 

of,  202,  215,  294 
difficulty  of  making  out,  197 
dilatation  of,  75 

fungous  granulation  and  ulcera- 
tion of,  91,  194 
incision  of,  220,  281 
intense  red  ring  round,  282 
narrowing  of,  72,  75,  95,  113,  219, 

221,  222,  224,  227,  237 
obstruction  of,  226 
opening  into  rect.  or  urethra,  195 
patency  of,  and  relative  position, 
346 

sealing  of  by  false  membr.,  195 
variations  of,  29,  35,  149 

Ostium  uterinum,  16 

Ova. 

diseased,  113,  236 

in  abdominal  cavity,  432 

ripening  and  extrusion  of,  288 

Ovarian  temperament,  245 


Ovaries. 

abnoi  mal  conditions  of,  284 
absce  ?s,  termination  and  treatment 

of,  299,  300,  304,  401 
absence  of,  4,  113,  159,  182,  284, 

432 

action  of,  attracting  blood,  293 
activity  of,  during  pregnancy,  172 
adhesions  of,  to  side  of  pelv., 
bladder,  rect.,   &c,  287,  300, 
353,  564  . 
adhesions  to  ut.,  287,  293,  302,  353 
adhesions  of,  with  F.  t.,  118,  287 
anomalies  of  relation,  287 
atrophy  of,  13,  113,  225,  227,  281, 

284,  287  (cause  of,  238) 
atrophy,  gangrene,  and  strangula- 
tion of,  336 
attachment  of  foetus  to,  430 
congestion  of,  92,  104,  162,  174, 
225,  291 

characters  and  significance  of, 
249,  288,  291 

cystic  dis.  of  (vide  "  Ovarian  Tu- 
mours ") 

defective  development  of ,  118,  159, 
182 

deranged  function  of,  57 

description  of,  4,  10 

development  of,  11 

dis.  of  parenchyma,  63,  111,  113, 
118,  182,  190,  236,  237,  247,296 

displacement  of,  and  causes,  284 

dropsy  of   (vide  "  Ovarian  Tu- 
mours ") 

enlargement  of,  431 

excessive  growth  of  follicles,  287 
involution  and  senility  of,  115 

excitation  of,  293 

exfoliation  of  epithelium,  257 

extirpation  of  (vide  Ovari- 
otomy"), 159 

extravasation  of  blood  into,  293 

fibroid  degeneration  of,  with  dis- 
appearance of  follicles,  302 

fibrous  dis.  of,  307 

hernia  of,  284  (diagnosis,  286) 

hyperemia  and  hypersesthesia  of, 
296 

increased  bulk,  244,  285,  287,  290, 

294  295  324 
inflam.  of'  11,  99,  104,  188,  225, 

284,  297,  302 
inflam.  of  follicles  of,  295 
inflammatory  adhesions  of,  284 
involution  of,  244 
irritation  of,  99,  111,  116, 176,  225, 

291  (vide  "  Oophoralgia") 
ligaments  of,'  4,  6 
lymphatics  of,  1 1 

malignant  dis.  of,  termination  and 

treatment,  300 
morbid  conditions  of.  214 
movement  with  ut.,  285,  286 
neuralgia  of  (vide  "  Oophoralgia") 
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perforations  and  rupture  of,  300, 

592 

prolapsus  of,  and  symptoms,  285 
proof  of  acting-  alternately,  249 
pseudo -membranous  adhesions  of, 
287 

results  of  pressure  when  tender, 

246 

scrofulous  dis.  of,  401 

stimulation  of,  182 

structure  of,  6,  7 

swelling  and  tenderness  of,  296 

tubercle  in,  401 

tumours  of — 

adhesions  of,  354,  364 
alteration  in  walls  of  ut.  by,  349 
benign  and  malignant,  352,  354, 

365,  366,  369 
cancer  of,  305  (medullary  and 
gelatinous,  306,  322 ;  hard, 
307  ;  melanosis,  308  ;  colloid 
308,  309,  322) 
cancerous  with  cavities,  369 
cystic,  301,  305,  315,  317,  360, 

369,  408  (various  kinds) 
(cystic  and  malignant,  183,  284) 
adhesions  of  with  bladder,  rect., 
and  diaphragm,  341,  343,  344 
appearance  of,  388,  392 
atrophy  and  shrivelling  of,  337 
axial  twisting  of,  336,  370,  398 
bleeding  from,  without  rupture, 
341 

into  cyst,  336 
cases  for  selection  of  interfer- 
ence, 371 
communicating  with  ileum,  340 
complicated  with  pregnancy, 
397 

conception  during  presence  of, 
346 

contents  of,  326 
cutaneous,  proliferous,  or  der- 
moid cysts,  330 
bursting  of,  into  bladder  and 

rect.,  333,  341 
inflam.  and  ulceration  of ,  &c, 

322,  334 
symptoms  and  treatment,  333, 
334 

cysts  discharging  through  F.  t., 
344 

friable  and  rotten,  392 
multilocular,  313;  means  of 

extracting,  392 
simple,  287,  308,  407,  410 
simulating  tubal  gest.,  426 
small,  418 
dendritic,  cauliflower  growths 
of,  343 

developed  from  wandering  ova, 
325 

diagnosis  of,  in  early  life,  366 
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distended  with  blood,  318 
excision  of  part  of  cyst,  382 
extirpation    of   (vide  "  Ovari- 
otomy ") 
hsemor.  into,  366 
incision  of,  381 

keeping  open  and  mode  of,  371, 

373,  388 
mode  of  cure  after  tapping, 

373 

multiple,  and  how  formed,  318 
natural  course  and  termination 
of,  335 

perforation  and  causes  of,  342, 
370 

presumption  of  being  free  from 
adhesion,  365 

proliferous  or  compound,  with 
colloid  contents,  319,  322,369 
(histology  of,  321) 

proliferous,  &c,  with  large  sar- 
comatous formations,  322 

rate  of  growth,  345 

rotation  of,  336 

rupture  of,  29,  92,  396,  398,  399, 
592 

containing  foetus,  431 
simple  or  barren,  315,  322 
spontaneous  rupture  of,  diuresis 

and  recovery,  338,  339,  370 
suppuration  of,  34  3 
tapping,  353,  355,  364,  368,  371, 

376,  378, 384 

by  abdomen,  and  dangers,  374 
by  vagina,  371,  426 
cases  where  most  useful,  371, 
373 

objection  to,  374 

together  with  injection  of 
iodic  or    other  irritating 
fluids,  371,  373,  378 
tubo-ovarian  cysts,  289,  324 

how  formed,  325 

treatment  of,  medicinal,  370, 
complicated,   with  pregnancy, 

uterine  fibroid,  and  ascites, 

352,  355 
diagnosis  of,  347 

pregnancy  co-existing,  355 
enchondromatous,  313,  369 
fibrous  or  fibro-muscular,  310 
fibro-cystic,  312 
in  Douglas'  pouch,  351 
mistaken  for  pregnancy,  347 
solid,  310,  355,  369 
Ovariotomy,    353,    368,    375,  383, 
387 

after-treatment,  391 
causes  of  death,  394 
dangers  of,  386 
instruments  required,  386 
precautions  before  operating,  384, 
387 
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Ovaritis  {vide  "  Oophoritis") 
Oviduct  (vide  "Fallopian  Tube") 
Ovula  Nabothi,  43,  522 
Ovulation,  110,  118,  263,  279,  280,  293 

difficult,  113,  242,  244 

influence  of,  on  system,  171 

not  occurring,  113 

precocity  of,  165,  166 

significance  of,  160 
Ovum. 

arrest  of,  113 

bursting  of,  in  tubal  gest.,  424 
description  of,  8 

impregnated,  escaping  into  abdo- 
minal cavity,  429 
locality  of  impregnation  of,  423 
perishing  of,  301 
Oxytocics  (vide  "  Emmenagogues  ") 

Pain,  379,  393,  418 

abdominal,  82,  260 
bearing  down,  61,  260 
meaning  of,  101,  199 
colicky,  64 
crural,  61,  99 
iliac,  61  225,  245 
in  cancer,  835,  837 
inguinal,  99 

lumbo-dorsal,  61,  99,  225,  245 
lumbo-sacral,  101,  245 
ovarian,  216,  227,  290,  296,  302, 
324 

pelvic,  61,  82,  99,  226,  245,  260 

rectal,  285 

shooting,  102,  395 

significance  of,  98,  215,  216,  223, 
280,  290,  301,  417,  425,  430 

stabbing,  102 

sudden  intense,  416 

test  of,  depending  on  local  dis.,  101 

throbbing,  101 

uterine,  101 
Palpitation,  179 
Pampiniform  plexuses,  44 
Pancreas,  enlargement  of,  353,  358 
Paralbumen,  326 
Paramneia,  179 
Paraplegia,  275 
Parasites  of  vag.,  66 
Peculiarity  of  ov.  veins,  44 
Pedicle  {vide  "  Ovariotomy  "),  389 
Pelvic  abscess,  79,  565 

aponeurosis,  48 

cellulitis,  84,  105,  234,  238,  353, 

359,  360,  408 
disordered  organs,  62 
distress.  360 

hsematocele,  274  (encysted,  429), 
581 

Pelvic  peritoneum,  encysted  abscess 
of,  417 
inflam.,  562 ^ 

adhesion  in,  570 
cancerous,  576 
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Pelvic  peritoneum. 

peritonitis,  115,  188,202,222,  225, 
230,  234,  298,  353,  359 

projection,  246   (symptomatic  of 
oophoria),  247 
Pepsine  in  cancer,  850 
Perchloride  of  iron,  122,  234,  238,  241, 

259,  386,  395 
Percussion,  352,  359 
Perimetritic  deposits,  220 
Perimetritis,  199,  222,  252,  339 
Perimetric  inflam.,  552 

apart  from  pregnancy,  560 

causes  of,  560 

diagnosis  of,  572 

in  the  foetus,  560 

objective  characters,  577 

parametritis,  556 

perimetritis,  555 

pelvic  cellulitis,  553,  563 

rectal  touch  in,  575 
Perineum,  53,  107 

fissures  of,  106 

laceration  of,  115,  867 ;  operations 

for,  868 
rupture  of,  79 
Peritoneal  dropsy  (encysted),  353,  361, 

362 

Peritoneum,  387,  396 

closure  of  by  sutures,  391 

division  of,  388 

exposed,  386 
Peritonitis,  68,  82,  105,  192,  199,  200, 
210,  215,  227,  230,  237,  287,  290, 
294,  295,  296,  300,  302,  324,  325, 
341,  344,  360,  363,  375,  380,  394, 
564,605;  meretricum,  562;  pel- 
vic, 395,  396,  402,  404,  406,407, 
408,  415,  416,  427,  432,  558 

circumscribed,  60,  300 

encysted,  395 

general,  395 

ovarian,  296 

treatment  of,  395 
Peri-uterine  effusions,  148 
Pessaries,  91 

air  or  Gariel's,  122 

choice  and  mode  of  applying,  652 

cup  and  stem,  657 

description  of,  651 

for  reducing  inverted  ut.,  737 

Hodge's  (vide  "  Hodge  "),  654 

intra-uterine,  121 

medicinal,  122,  218,  285,  292 

Simpson's  intra-uterine  galvanic, 
122,  222 

stem,  124 

Thomas's,  122,  570 
use  of,  651 

vaginal,  107,  250,  516 
vulcanite  intra-uterine,  122 
Wright's,  708  ;  Zwanck's,  653 
Phlegmasia  dolens,  366,  559 

and  haemat.,  611  ;  from  cancer,  833 
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Phthisis,  90,  190,  273,  274,  343,  344, 

380,  384,  401 
uteri,  806 
Physo-hydrometra,  81 
Physo-haematometra,  201 
Pigment  in  menstr.,  176  ;  in  ov.  cysts, 

328 

Piles  (vide  "  Haemorrhoids") 
Placenta,  39,  423 

detachment  of,  91 

hydatidiform,  91 

praevia,  423 

retention  of,  81 
Plethora,  271 
Pneumonia,  275,  294 
Polyptome,  Simpson's,  799 

Aveling's,  800 
Polypus,  71,  76,  81,  83,  89,  93,  113,  134, 
201,  269  (vide  "Uterus,  polypus 
of  ") 

Potassa  cum  calce,  122 
Poupart's  ligament,  402 
Pregnancy,  172,  355,  397,  398,  418 

false,  or  spurious,  265 

objective  signs  of,  347 

simulation  of,  192,  196,  201,  266 
(vide  "  Gestation") 
Prolapsus  (vide  "Uterus") 
Prostration,  62,  280,  291 
Pruritus  of  vulva,  213,  877 
Pseudo-ov.  cyst,  315 
Pseudocyesis,  265,  267,  358 
Pubico-vesical  plexuses,  55 
Pudic  veins,  44 
Puerperal,  fever 

autogenetic,  558 

heterogenetic,  559 

mania,  278 

pelvic  peritonitis,  199,252, 296, 552 
peritonitis,  11 
Purpura,  275 

Purulent  discharges,  indications,  and 

causes  of,  84 
Pus,  72,  327,  393,  402 

escape  of,  due  to  pelvic  peritonitis 

and  suppurating  ov.  cyst,  360 
Pyaemic  fever,  193,  204,  238,  275 
Pyoid  bodies  of  Lebert,  328 

Quinine,  an  oxytocic,  187 

Recto-abdominal  pouch,  285,  346 

distension  of,  356  ;  by  cysts,  366 

Recto -vaginal  septum,  48 
fistula  (vide  "  Rectum") 

Rectocele  vaginal,  859 

Rectum,  encroached  upon,  337,  373 
fissure,  106 

fistula  of,  63,  106,  864 
position  and  relations  of,  372 
pressure  upon,  61,  402 

Renal  dropsy,  408 

Rest,  391 

Rete-mirabile  of  ov.,  10,  44 


Retention  of  urine,  82 

cause  of,  60,  193,  201,  203,  334, 
346,  366,  418,  419,  572,  607,  614 
Retro-ut.    haemat.    (vide  "Haamato- 

cele  ") 

Retroflexion  and  retroversion  of  ut., 

570  {vide  "  Uterus") 
Revulsives,  489 
Rheumatism,  275,  282 
Richardson's  styptic  colloid,  122 
Rutting  of  mammifera,  159 

Salines,  value  of,  184,  373 

Salpingitis  (vide  "  Fallopian  Tube,  in- 
flammation of  ") 

Sarcoma  (vide  "  Cancer  ") 

Scarifications  in  uterine  dis.,  122, 
496 

Scarlatina,  73,  90,  189,  194,  274 
Schwalbach,  waters  of,  117 
Scrofula,  274 
Scurvy,  90 

Sebaceous  and  sudoriparous  glands  of 
vulva  and  labia  maiora,  56,  67, 
71,  72 

Secretion,  62,  155,  178,  193,  271,  280 

difficult,  243,  244 

mucus,  70,  197 

periodical,  280 
Secretory  apparatus  of  genitals,  56 
Sedatives,  217,  250,  262,  271,  373 
Semen  and  spermatozoa,  63,  74,  115 

arrest  of,  113,  236 
Senility,  disorders  of,  281 
Septicaemia,  82,  193,  199,  210,  228,  231, 

363,  395,  396,557 
Sexual  act,  108,  109 

awkward,  108,  111,  114 

danger  of,  108,  295 

feeling,  want  of,  189 

indulgence,  excessive,  294,  601,  606 

influence  of,  on  maturation  of 
ova,  160 

organs,  imperfectly  developed,  181 

tolerance  of,  114 
Shock,  428  (vide  "Collapse") 
Sims's  speculum,  79 ;  dilator,  207,  208 

tenaculum  hook,  122,  134,  239 

vag.  rest,  122 
Silver  wire  v.  silk,  122,  390,  865 
Skeleton  diagrams,  144 
Skin  affections  and  ut.  dis.,  282 
Smallpox,  73,  90,  194,  274,  603 
Smell,  sense  of,  144 

Sound  (uterine),  120,  146,  149,  220, 
225,  228,  234,  239,  240,  366, 
372,  429,  575 
caution  respecting,  149  152,  235 
flexible  whalebone,  121,  132 
mode  of  using,  150,  153 
perforation  of  ut.  by,  152 
use  and  description  of,  129,  158, 
408 

use  of  interdicted,  417 
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Speculum,  75,  93,  104,  120,  121,  144, 
146,  240 
Barnes's,  140 
bath,  517 

Bennet's,  Dr.  Henry,  124 
Cusco's,  124 

Ferguson's,  123,  154,  206 
forceps,  121,  132,  155 
glass,  108 

Neugebauer's,  127,  239 
mode  of  introducing,  156 
modification  of  (Barnes's)  127 
Sims' s,  79,  127 

mode  of  introducing,  155 
tubular,  124,  128 

mode  of  introducing,  154 
valvular,  124,  125,  128, 154,  156 

advantages  of,  124,  125 
"Weiss'  self-retaining,  128 
Spermatozoa  in  peritoneum,  432 
Spinal  cord,  dis.  of,  274 
Spinal  irritation,  98 
Spiritus  Mindereri,  184 
Spleen,  enlargement  of,  353,  358 
Sterility,  67,  103,  225,  236,  260,  262, 
286,  301,  410 
absolute  and  incurable,  congenital 
and  acquired,  relative  and  tem- 
porary, 112, 115 
definition  of,  111 
in  man,  119 
of  prostitutes,  420 
significance  and  causes  of,  110 
treatment  of,  115 
Stethoscope,  121,  122,  347 
Stimulants,  use  of,  429 
Stillicidium  mensium,  207 
Strychnia,  action  of,  186,  428 
Styptics,  394 

Suppositories  opiate,  250,  285,  391 
Suppuration,  375 
Supra-renal  capsules,  dis.  of,  189 
Sutures,  390,  392,  865 
Symptoms  and  subjective  signs  of  ut. 
dis.,  58,  61,  62,  103,  120,  143, 
212,  249,  267?  297 

and  objective  signs  of  ut.  dis.,  58, 
62,  120,  141,  212,  249 
Syncope,  105,  270,  277,  278,  380,  430 
Synovitis  chronic,  276 
Syphilis,  91,  861,  882 

secondary  affections,  275 

taint  of,  261 
Syphilization,  428 
Syringe,  for  washing  out  vag.,  122 

7"  bandage,  373 
Tactus  eruditus,  144 
Taxis,  286;  "forcible,"  730 
Temperature,  rise  of,  290,  344,  363 
Tenotomy  knife,  107 
Tents,  dangers  of  231 

effect  of,  on  cervix,  231 

laminaria,  121,  230,  281 


Tents,  mode  of  introducing,  230 

sponge,  121,  230 
Tetanus,  396 
Thermometer,  122 

Thrombosis  of  veins,  3*5,  395,  833,  849 
Tonics,  262,  272 

Touch,  abdomino-vaginal,  145,  366 
bi-manual,  302 
education  of,  144 
mediate  (sound  in  utero)  356 
modes  of  application  and  impor- 
tance of,  144 
recto-abdominal,  145,  297,  302 
recto-vaginal,  146 
sense  of,  144 

simple  abdominal  palpation  and 

percussion,  146 
simple  rectal,  145,  148,  302,  352 

vaginal,  145,  302,  352,  356 
urethro -rectal,  146 
uterine  (exploration  by  sound)  146 
utero-abdominal,  146 
Town  life,  70 
Trichomonas  vaginalis,  66 
Trocar  and  canula,  373,  379,  386,  394 
Tubal  catarrh  (vide  "Fallopian  Tube") 
reteution  (vide  "Fallopian  Tube") 
Tube  for  carying  solid  substances  into 

ut.,  122,  136 
Tubercle  of  abdominal  glands,  401 

of  lungs,401  (vide  "Uterus,"  "Ova- 
ries," &c.) 
Tubercular  ulceration  of  ut.,  826 
Tuberculosis,  180 

Tumours,   113,  267  (vide  "Ovaries," 
"Uterus,"  "Fallopian  Tube," 
"Vagina,"  "Vulva,"  &c.) 
adenoid,  315 
causing  haemorrhage,  88 
leucorrhcea,  76 
Typhoid,  90,  189,  194,  274,  275 
Typhus,  275 

Ulceration,  89 

definition  of,  481 

malignant,  244 
Umbilical  cord,  prolapse  of,  79 
Urea  in  ovarian  cysts,  328 
Urethra,  compression  of,  203 

dilatation  of,  195 

dis.  of,  101,  885 

veins  of,  52 
Urine,  albumen  in,  384,  429 

albuminous,  and  containing  bile, 
272 

changes  in,  when  kidney  dis.,  359 

containing  pus,  342 

retention  of  (vide  "  Retention  ") 

suppression  of,  420 
Urimemia,  337,  832 
Uterine  canal,  closure  or  deviation  of, 

113,  114 
Uterine  colic,  215,  225,  260,  403 

headache,  509 
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Uterus,  absence  of,  25,  113,  170,  171, 
182,  195,  242 
abrasion  of,  484 
abscess,  505 
amputation  of,  729 
anomalies  of  consistency,  548 
anteflexion  of,  220,  222,  225,  239, 
670 

anteversion  of,  23,  101,  148,  220, 
670,  681 

artificial  eschar  on  vaginal-portion 
by  potassa  cum  calce,  292,  303 
atresia  of,  193,  281,  403,  405 
atrophic  involution  of,  108,  113, 

461 
axis  of,  150 
bifid,  25,  31,  114,  196 
blood-clots  retained  in,  221 
broad  ligaments  of,  15,  19,  25,  37, 

48  {vide  "  Broad  Ligament ") 
bulk,  sensitiveness  and  mobility 

of,  147 
cancer,  description  of,  811 
affects  cervix,  829 
age  of  prevalence,  813 
amputation  of  cervix,  842,  845 
blood  poison,  832 
cancroid,  822 

cauliflower  excrescence,  820 
causes  peritonitis,  819 
cauteries,  847 

compresses  pelv.  and  abdominal 

vessels,  832 
contagious,  814 
"  corroding  ulcer,"  827 
curability,  associated  diatheses, 

812 

danger  of,  849 

diagnosis,  834 

diet  in,  854 

duration,  829,  839 

epithelioma,  820 

expulsion  of  diseased  ut.,  831 

forms  of,  815 

gangrene  frequent,  815 

heemor.,  832 

hsemor.  pain,  odour,  dysuria, 
fixing  of  ut.,  disch.,  835,  836, 
837 

intra-uterine,  838 
invades  lymphatics,  827 
kidney  affected,  ;815 
medullary  or  encephaloid,  816 
myxoma,  827 
operations  for,  846 
pain  in,  835 
pepsine  in,  850 
perforation,  834 
prognosis,  839 
scirrhous  or  fibrous,  826 
spindle-cell  sarcoma,  825 
sudden  death,  833 
terminations,  spontaneous  cure, 
830 


Uterus 

thrombosis     and  phlegmasia 

dolens  in,  833 
treatment,  841 

of  intra  ut.,  851 
ulcerates,  817 

when  complicating  pregnancy, 
830 

cancer  and  prolapsus,  646 
carnosities  of,  545,  828 
casts  of,  256 

catarrh,  521  ;  senile,  548 
cauliflower  excrescence  of,  820 
cauterizing  os  and  cervix,  298 
cervical  canal,  224 
cervix,  injury  of  in  labour,  480 
changes  in  by  menstr.,  161,  163 
mucous  membr.  during  menstr., 
256 

clots  retained  in,  81,  161 
congestion  of,  213,  214,  218,  222, 

225,  244,  252,  290,  291,  492 
contraction  of,  driving  fluids  along 

F.  t.,  403 
cysts  of,  339 
cystic  endometritis,  546 
danger   of   injecting  astringent 

fluids,  211 
deranged  function  of,  57 
development  of  mucous  membr., 

424 

dilatation  of,  198,  460 
dimensions  of,  32 
diphtheritic  membr.  of,  258 
direction  of,  24 

dis.  of,  63,  71,  109,  111,  114,  115, 

294 

of  mucous  membr.,  521 
displacements  of,  60,  76,  616 

oblique  or  lateral,  667 
distended  cavity,  82,  221 
dragging  of,  284,  351 
elongation  of,  356 
by  pressure  of  ovarian  turn.,  352 
from  fibroid,  or  hydrometra,  355 
engorgement  of,  163,  174,  192,425 
enlarged,  204,  218,  285,  424,  425 

bulk,  260  (in  e.  u.  gest.,  417) 
epithelium  and  cilia  of,  40,  41,  43 
epithelioma  of,  560,  820 
excessive  involution,  senile  condi- 
tion of,  115 
excrescences  of,  545 
excitation,  value  of,  186,  293 
exfoliated  mucous  membr.  of,  254 
fixing  of,  360,  366,  574,  673,  837 
flexions  of,  195,  215,  225,228,  239, 

403,  669 
fluxion  of,  987 
fungosities  of,  545,  793 
gangrene  of,  720,  830 
glands  of,  40 

hyperasmia  of,  104,  113,  226,  491 
(chronic  111,  116,  491) 
3  N 
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Uterus. 

hypertrophy  (of  body),  89,  111, 
114,  115,  116,  219,  226 K  260 
and  elongation  of  vaginal-por- 
tion, 71,  103,  113,  114,  224, 
282 
imparous,  29 

imperfect  development  of,  26, 113, 
182,  190 

involution  of,  91,  173  (vide  also 
"  Metritis  ") 
inclinations  of,  669 
inflam.  of,  99,  103,  210,  225 

of  vaginal-portion,  102 
inflammatory  congestion  of,  172 
injections  into,  209,  403 
introversion,  718 

prognosis  and  diagnosis,  721 
treatment,  726 

by  amputation,  731 
by  ligature,  732 
by  reduction,  728 
by  the  author's  operation,  735 
inversion  of,  89,  83,  162,  286 
causes  of,  712 

definition  of  acute  and  chronic, 
711  (vide also  "Introversion") 
involution  impeded,  468 
irritable,  99,  213,  214 
isthmus  of  (vide  "Os  Internum") 
lateral  reclination  of,  214 
lateriversion  of,  222,  249 
lesions  of  continuity,  550,  590 
ligaments  of,  19,  37 
lowness  of,  103,  114,  219 
lymphatics  and  nerves  of,  44 
malignant   dis.     of,    257  (vide 

mobility  of,  23,  25,  105,  152 
mucous  membr.  of,  40,  43 
hyperplasia  of,  116,  259,  260 
shedding  of,  256 
muscular  walls  of  (3  layers),  58 
neuralgia  of,  99 
nutation  of,  669 
opening  cavity  in  occlusion,  210 
os  ext.  (vide  "  Os  Tincse  ") 
os  int.,  30,  32,  224 

constriction  (cause  of),  39 

dilatation  of,  its  fallacy  in  dys- 
menorrhcea,  228 

flexion  of,  403 
phthisis  of,  806 
plugging  of,  195 
polypus,  definition  of,  782 

containing  hair,  794 

cystic,  790 

degeneration  of,  787 

diagnosis,  794 

fibrinous,  91  94,  794 

fibroid  or  myoma,  783 

forms  of,  782 

glandular  or  mucous,  789 

hsemor.,  787 

hypertrophic,  628,  632,  791 


Uterus. 

intra-uterine,  221,  785 
placental,  91,  793 
symptoms  of,  786 
treatment,  796 
by  ecraseur,  803 
by  polyptome,  800 
by  strangulation,  796 

death  from,  797 
by  torsion  and  excision,  798 
vascular,  793 
vascularity,  of  787 
position  of,  23 
pregnant,  and  ascites,  348 
procidentia,  617 
course  of,  640 
etiology  of,  637 
prolapsus  of,  24,  101,  162,  265, 402, 
617 

diagnosis  of,  644,  645 

operations  for,  660 

treatment  of,  646 
pushing  forward  of,  366,  372,  608 
retention  of  fluids  in,  74,  192,  696 

diagnosis  of,  703 

treatment  of,  707 
retroflexion  of,  92,  101,  117,  148, 
_157i  197,  211,  214,  219,  221,  222^ 
gjgg|228,  239,  262,  286,  303J688J 
retroversion  of,  23,  78,  101,  148, 

151,  203,  205,  222,  262,  265,  286, 

294,  419,  618,k88X\ 

treatment  of,  o91 

of  gravid,  and  diagnosis,  418,419 
round  ligament  of,  21 
rudimentary,  277 
rupture  of,  200,  590 

from  obstruction  to  labour  by 
ov.  cyst,  346 
senile  atrophy  of,  16b,  194,  208, 

264,  281 

catarrh  of  mucous  membr.,  281, 
548 

occlusion  of,  197,  210 

prolapse  of,  81 
sinuses  of,  44 
size  and  growth  of,  25 
stenosis  and  atresia  of,  92,  211 

by  flexion,  219 
structure  of,  37 
sub-involution  of,  214,  469 
super-involution  of,  479 
suppuration  (inflam.  of),  374 
supra  vaginal-portion,  27 
tenderness  and  swelling  of,  297 
tubercle  of,  806 
tuberculous  deposit  in,  401 
tumours,  fibroid,  739 

become  polypi,  746 

detachment  from  external  sur- 
face of  ut.,  749 

development    and     decay  of 
fibroids,  754 

earthy  or  bony,  755 

effects  of  fibroids,  757 
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erectile,  754 

expulsion  of,  746 

fibro-cystic,  751 

medicines  in,  770 

nature  of,  741 

position  and  shape  of,  743 

question  of  marriage,  769 

recurrent  fibroid,  752 

single  or  conglomerate,  744 

source  of  heemor.  from,  758,  761. 

styptics,  774 

subcutaneous  injection  of  ergo- 
tin,  771 
symptoms  and  diagnosis,  763 
synonyms,  740 
treatment,  769 

by  dilatation  of  cervix,  773 

by  disintegration,  777 

by  enucleation,  775 

by  oxytocics,  775 

by  gastrotomy  and  ablation 

of  ut.,  778 
by  pressure,  772 
ulceration  of,  116.,  481 
undeveloped,  207 
utero- sacral  ligament  of,  22 
utero-vesical  ligament  of,  22 
versions  and  flexions  of,  113,  114, 
202,  669 

vessels  and  distribution  of,  29,  39, 
43 

walls,  measurement  of,  32 
weight,  surfaces,  &c,  26,  27 
wounds  of,  91 

Vagina,  3,  47 

absence  of,  102,  208,  211,  195 
artificial,  242 

atresia  of,  104,  193,  205,  207,  210, 
405,  872  ;  and  stenosis,  92,  113 

atrophic  involution  108,  860,  862 
in,  108 

bifid,  114 

bursting  of  roof,  345 
cancer  of,  871 
casts  of,  258,  861 
changes  in  by  menstr.,  161 
cicatricial  closing  after  labour,  203, 

861,  863 
columns  and  rugee  of,  49 
contraction  of,  104,  862 
deranged  function  of,  57 
development  of,  52 
dilatation  of,  198,  868 
diphtheritic  membr.  of,  258,  857 
dis.  of,  109,  111,  855 
displacements  of,  858 
ending  in  cul-de-sac,  170,  205 
exfoliation  of  mucous  membr.  by 

perchloride  of  iron,  259 
fistula,  859,  862 

operations  for,  864 
glands  of,  enlarged,  366 
hematoma  of,  871 


Vagina. 

hsemorrh.  from,  860 

hernia  of,  858 

hypertrophy  of  walls,  202 

imperfection  of,  103,  114 

inflam.  of,  104,  225,  856 

laceration  of,  859 

mucous  membr.  of,  48,  50,  51,  69 

muscular  tunic,  51 

orifice  of,  wanting,  170 

plugging  of,  208,  234,  238,  241 

and  inconveniences,  93,  107 
prolapse  of,  366 
pruritis  of,  877 
relaxation  of,  284 
roof-stretching  of,  347,  366,  425 
sloughing  of,  202,  861 
sphincter,  division  of,  107 
strait  of,  47 
structure  of,  50 
syphilitic  sores,  861 
tubercle  of,  861 
turn.,  cystic,  fibroid,  870 
unhealthy  secretion  of,  115 
uses,  size,  situation,  &c,  47 
venous  plexuses  of,  49 
vessels,  nerves,  and  lymphatics  of, 

52 

vulvar  orifice,  and  situation  of,  49 
wounds  of,  91,  859 
Vaginal  injections,  76 

portion  of  cervix,  30, 147,  233,  244 
hypertrophy  of,  622 
operation  for,  623 
projection  of,  and  small  os,  214, 
222 
rest,  106,  292 
roof -stretching,  347,  670 
Vaginismus,  104,  225 
Vaginitis,  65,  856 
diphtheritic,  857 
in  adults  and  in  children,  207 
Variola  (vide  "  Small- pox") 
Vertigo,  172,  264,  270,  277 
Vesico -vaginal  fistula,  83,  115,  859 
Vesiculate  (simple  and  grave),  295 
Vestibule,  55  ;  veins  of,  52 
Vitellus,  vitelline  membr.,  8 
Vomiting,  215,  225,  227,  230,  250,  272, 
290,  299,  332,  380,  381,  392,  393, 
396,  398,  430 
significance  of,  193,  201 
stercoraceous,  338 
Vulva,  3,  52,  108,  861 
abscess  of,  875 

atresia  of,  104,  113,  193  (3  kinds) 

causes,  194,  405,  861 
atresia  and  stenosis,  92 
atrophic  involution,  108 
cancer,  884 
cysts,  881 
description  of,  52 
diphtheritic  membr.  of,  258 
dis.  of,  111,  873 
eczema,  877 


SUBJECTS. 

Vulva. 

thrombus  of,  875 

varix  of,  91,  876 

vascular  outgrowths,  881 
of  meatus  urinarius,  885 

veins  of,  52 

warts  of,  881 

wounds  of,  91 
VulseUa,  386 

Watery  discharges,  80,  89 
Wells's  trocar,  377,  388 
Wire  ecraseur,  122,  134 
Woodhall  Spa,  563,  580 
Wright's  intra-uterine  stem,  234, 
214,  708 


ERRATA. 

Page  31,  fig.  15,  for  "  shining,"  read  "  thinning." 
„  50,  for  "  myrtiformae,"  read  "  nryrtiformes." 
„  111,  112,  for  "  Captain  Galton,"  read  "  Francis  Galton. 
„  484,  for  fig.  "  97,"  read  u  96." 
„  602,  for  "  detention,"  read  "distension." 


916  INDEX  OF 

Vulva. 

fissures  of,  106,  888 
folliculitis,  879 

glands  of  87 4, {vide  "Bartholini's") 

hsemor.  hsematoma,  875 

herpes,  877 

hypertrophy,  880,  882 

inflam.  of,  or  vulvitis,  105,  873,  878 

lupus,  884 

lupus  exedens,  884 

melanosis  of,  885 

neuromata,  881 

pruritus  of,  877 

sensitiveness  of,  106 

sphincter,  contractions  of,  104 

syphilitic,  883 
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